RETURN TO:
UNITED PROBATION OFFICERS

c/o King Administrators, Lid.
375 West Broadway, 3rd Floor
Mew York, N.Y. 10012

United Probation Officers Association
Welfare Fund and Retirement Welfare Fund Dental Claim

PRE-TREATMENT ESTIMATE

(REQUIRED FORMNLAYS, CROWNS, LAMINATE VENEERS,
BRIDGES, DENMTURES, PERICDONTAL SURGERY, DR WHEN

PAYMENT CLAIM
PLEASE SUBMIT PRE A POST TREATMENT
X-RAYSFOR ROOTCANAL THERAPY

(212) 965-8595 EXPENSES WILL EXCEED $500 IN A 00 0AY PERIOD) ANDNON-ROUTINE EXTRACTIONS
PATIENT INFORMATION (REQUIREDON CLAIMS FOR SPOUSESAND DEPENDENTS)
Patigrt Narme (f & dependsnl) lm diite | gﬂw Dcu:'t:rﬁ frtl:l'11Dmn Nc:uﬁ Stucent | School
MEMBER INFORMATION
Marmbar Mama Birth dats Sox Socul Secuntyd
Stieat Addvnss Cty State 1: Talmpkonell
[ ]
Woark Phana # Homas Phaones # Check Type of Medical Coverage You Have Salected
GHI-CRP, Cher [
SPOUSE INFORMATION (REQUIRED ON CLAIMS FOR SPOUSES AND DEFENDENTS)
Spouse’'s Hame Spouse's Barth dabe Spouse's Social Sec. # Is spouse covensd by ancther Dental Benefits Flan? Clves [ Irie
M o5, Specify Below,
Hame of Othei CompanyDiganitation Priowdng Banafts Palicy®lan Humbar

DENTIST INFORMATION (TO AVOID PROCESSING DELAY BE SURE TO ENCLOSE X-RAYS, PERIO CHARTING, ETC.)

Dartisl's Marme (Print) License ¥ Telephane ¥ Tazparyer 108
Streat Aodress. City State Zip Code
H Prosthesis, is this inibal placement? | Dabe of Prior Placement | Reason for Replacemant IS THIS CLAIM THE RESULT OF:  Accident lajury? ves [ | Ma[ ]
Wes [ Ma 7] Cecupational Inpary?  Yes [ Mo []
DENGTE MISSING TEETH WITH AN X+ | Toolh # Description of Service Ciate
FAEIAL ar Surface [inctuging rackographs, peephylas Serace pﬂ.:::. Fee
Lattar matadials usad eic Peforred
FACIAL
PLEASE CHART PROPOSED
OR RENDERED TREATMENT
ANY PERSON WHD KNOWINGLY AND WITH INTENT TO DEFRALID ANY INSURANCE COMPANY OR FUND, FILES A STATEMENT OF CLAIM TOTAL FEE
CONTABING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PLIRPOSE OF MISLEADING, INFORMATION CONCERNBNG ANY CHARGED
FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH |5 A CRIME

I hereby certify the accuracy of the procedures and dates of completion as listed above,

Signad (Dantist) Date
AUTHORIZATION TO RELEASE INFORMATION: (If Patlent |s a legal adult, patient’s signature |s required under Authorization for Release of information)

I hereby authorize any insurance company, prepayment arganization, empioyer, hospilal, or deniist, to release a information with respect to myself or any of
my dependents which may have abearing onthe benaflts payable under this or any other plan providingbenefits orservices. | certify that the information submiffed
by me in support of this claim is true and corec!, Autharization must be signed or payment will not be made.

Zigned [Member) SIGMATURE DN FILE 15 MOT ACCEFTABLE Daate
ASSIGNMENT OF BENEFITS: | hereby authonze payment directly fo the above named dentist of the benefits othernise payable fo me,
[ understand | am financially responsibie fo the dentist for charges nof coverad by this authorzation.

Tigned (Membel]  SKSNATURE ON FILE 15 NOT ACCERTABLE Tata
3 FOR OFFICE USE ONLY: Date Eligitée Type of Contract By e
61 Wi cortily that the paliant is covared by cur group contract
U1 as indicated by subscribers above, and is ligible fot benafis. Cacee [ FRatired




