RETURN TO: United Probation Officers Assocliation

UNITED PROBATION OFFICERS
Welfare Fund and Retirement Welfare Fund Dentai Claim
375 West Broadway
4" Floor PRE-TREATMENT ESTIMATE [ ] PAYMENT CLAIM
(REQUIRED FORINLAYS, CROWNS, LAMINATE VENEERS, PLEASE SUBMIT PRE & POSTTREATMENT
New YOI‘k, NY 10012 BRIDES, DENTURES, PERIODONTAL SURGERY, ORWHEN X-RAYSFOR ROOTCANAL THERAPY
(212) 226-1069 EXPENSES WiLL EXCEED $500 IN A 80 DAY PERIOD) ANDNGOR-ROUTINE EXTRACTIONS
PATIENT INFORMATION (REQUIRED ON CLAIMS FOR SPOUSES AND DEPENDENTS)
[ Pauent Narma [ a dependent) Fiim data g;‘l:ms[m? tghrzf;n[\%}er ';’TLTEE‘}. 5:"{?:? Student Scheol
MEMBER INFORMATION )
Mambsr Nama Birth date Sen Socis! Secuntys
" SUeet Address City State ip Talephoned
{ )
Woit Phona 8 Heme Phone & Check Type of Medical Coverage You Have Selected
GHI-CBRP. [] Other ]
SPOUSE INFORMATION (REQUIRED ON CLAIMS FOR SPOUSES AND DEPENDENTS)
Spouna's Name Spouse’s Birth dale Spousa’'s Social Sec. # Is spouss covered by another Dental Baneirts Pian? T ves [Tlae
if Yes, Speclty Below,
PolicyPlan Numbar

Nama of Cther Company/Orgonitation Providing Banslits

AYS, PERIO CHARTING, ETC.)

DENTIST INFORMATION (TO AVOID PROCESSING DELAY BE SURE TO ENCLOSE X-R

Danusta Namae (Pring} License # Telephona Taxpayar D

Stracl Address City State Zip Coda

1 Prosthess, is this initial placemant? | Date of Priot Placemont | Reason for Replacernant IS THIS CLAIM THE RESULT OF: Accidom Injury? You Na G

Yer [] No 7] Occupational iaury?  Yeos No [T]
DENOTE MISSING TEETH WITH AN ‘X~ | Teoth # Descriplion of Service Date

FACIAL or Surface {including radiographs, prophylaxs, Samice p;z::::. fee
Latier matanals used, otc. Paroimed

PLEASE CHART FROFPOSED
OR RENDERED TREATMENT

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR FUND, FILES A STATEMENT OF CLAM TOTAL FEE

CHARQED

CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEAL S FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY
FACT MATERIAL THERETOQ, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME.

| hereby certify the accuracy of the procedures and dates of completion as listed above.

Dste

Signed (Oentist)
AUTHORIZATION TO RELEASE INFORMATION: (If Patient Ia a legal adult, patient's signature |s required under Authorization for Release of information}
[ hereby authonze any insurance company, prepaymant organization, amployasr, hospital, or dentisi, to release all information with respect to mysetf or any of
my dapendents which may have abearing onthe benefits payable underthis or any other plan providingbenefits or services. | certify that the information submated

by ma in support of this claim is true and corract. Authorization must be signed or payment will not be made.

Dats

Signed (Membai) SIGNATURE ON FILE IS NOT ACCEPTABLE
ASSIGNMENT OF BENEFITS: | hereby authorize payment diractly fo the above namad dantist of the hanedils otherwise payabie to me.

! understand | am financially responsible to the dsntist for charges not covered by this authonzation.

Eigned (Mambar) SGNATURE ON FILE 18 NOT ACCEPTABLE Data
§| FoR OFFICE UBE ONLY: Dete Etigible Typo of Contreet By Date
01 Wao certfy that tha patioil is covered by our group contratt . i
U1 ss indicatod by subacribers above, and i oligible for bensfita. Dactve  [JRetires
<>




