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ATTENDING DENTIST’S STATEMENT
• • • DO NOT SEND X-RAYS • • •

CHECK ONE:   DENTIST’S PRE-TREATMENT ESTIMATE    DENTIST’S STATEMENT OF ACTUAL SERVICES
 1. PATIENT NAME: FIRST M.I. LAST 2. RELATIONSHIP TO EMPLOYEE

 SELF   CHILD
  SPOUSE  OTHER __________________

 3.  SEX 4. PATIENT BIRTHDATE 5. IF FULL-TIME STUDENT
   MALE        FEMALE MONTH       DAY YEAR SCHOOL CITY

 6.  EMPLOYEE NAME AND 7.  EMPLOYEE 8. EMPLOYEE BIRTHDATE 9. EMPLOYER (COMPANY) 10. GROUP NUMBER
 MAILING ADDRESS  SOCIAL SECURITY NUMBER MONTH            DAY          YEAR NAME AND ADDRESS

 11.  IS PATIENT COVERED BY 11a. NAME AND ADDRESS OF CARRIER(S) 11b. GROUP NO(S) 12. NAME AND ADDRESS OF EMPLOYER
  ANOTHER PLAN OF BENEFITS?
    YES    NO

 13A. EMPLOYEE NAME 13b. EMPLOYEE 13c   EMPLOYEE BIRTHDATE  14. RELATIONSHIP TO PATIENT
     (IF DIFFERENT THAN PATIENT)         SOCIAL SECURITY NUMBER     MONTH            DAY          YEAR     SELF   CHILD

    SPOUSE  OTHER __________________

 *  I HAVE REVIEWED THE FOLLOWING TREATMENT PLAN. I AUTHORIZE RELEASE OF ANY * I HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW-NAMED DENTIST OF
  INFORMATION RELATING TO THIS CLAIM. I UNDERSTAND THAT I AM RESPONSIBLE FOR THE GROUP INSURANCE BENEFITS OTHERWISE PAYBLE TO ME.
  ALL COSTS OF DENTAL TREATMENT.

_____________________________________________________     ____________________ ____________________________________________________     ___________________
SIGNED (PATIENT OR PARENT IF MINOR) DATE  SIGNED (INSURED PERSON) DATE

15. DENTIST NAME

16. MAILING ADDRESS

      CITY, STATE, ZIP

 17. DENTIST SOC. SEC. OR T.I.N. 18. DENTIST LICENSE NO. 19. DENTIST PHONE NO.      27.   IF PROSTHESIS, IS (IF NO, REASON FOR 28. DATE OF PRIOR
  NO.       THIS INITIAL REPLACEMENT)       PLACEMENT

       PLACEMENT?

 20. FIRST VISIT DATE 21. PLACE OF TREAMENT 22. RADIOGRAPHY    NO     YES  HOW      29.    IS TREATMENT  FOR IF SERVICES ALREADY STARTED:
  CURRENT SERIES OFFICE     HOSP.  ECF    OTHER       OR MODELS MANY?              ORTHODONTICS? DATE APPLIANCES PLACED:

                             ENCLOSED? MONTHS OF TREATMENT REMAINING:

                     30.  EXAMINATION AND TREATMENT PLAN –  LIST IN ORDER FROM TOOTH NO. 1 THROUGH TOOTH NO. 32 – USE CHARTING SYSTEM SHOWN

TOOTH DESCRIPTION OF SERVICE DATE SERVICE PROCEDURE FOR
# OR SURFACE (INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC.)   PERFORMED   NUMBER         FEE  ADMINISTRATIVE

LETTER LINE NO. MO.    DAY    YR. USE ONLY

1.

2

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

  *I HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED.
  SIGNED (DENTIST)_________________________________________________________________________  DATE ___________________
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  23. IS TREATMENT NO YES     IF YES, ENTER BRIEF DESCRIPTION AND DATES
RESULT OF
OCCUPATIONAL
ILLNESS OR INJURY?

  24. IS TREATMENT  RESULT
OF AUTO  ACCIDENT?

  25. OTHER ACCIDENT?

  26. ARE ANY SERVICES
COVERED  BY
ANOTHER PLAN?

CENTRAL RESERVE LIFE INSURANCE COMPANY
17800 Royalton Road  •  Cleveland, OH 44136-5197  •  440-572-2400
www.centralreserve.com
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NOTICE: For Arizona residents only:  We are required by Arizona law to inform you of the following:
“For your protection Arizona law requires the following statement to appear on this form. Any
person who knowingly presents a false or fraudulent claim for payment of a loss is subject
to criminal and civil penalties.”

NOTICE: For Colorado residents only: We are required by Colorado law to inform you of the following:
“It is unlawful to knowingly provide false, incomplete, or misleading facts or information to
an insurance company for the purpose of defrauding or attempting to defraud the company.
Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any
insurance company or agent of an insurance company who knowingly provides false,
incomplete, or misleading facts or information to a policyholder or claimant for the purpose
of defrauding or attempting to defraud the policyholder or claimant with regard to a
settlement or award payable from insurance proceeds shall be reported to the Colorado
division of insurance within the department of regulatory agencies.”

NOTICE: For Indiana and Ohio residents only: We are required by Indiana and Ohio law to inform you
of the following:  “Any person who, with intent to defraud or knowing that he is facilitating
a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement is guilty of insurance fraud.”

NOTICE: For Oklahoma residents only: We are required by Oklahoma law to inform you of the
following: “WARNING: Any person who knowingly, and with intent to injure, defraud or
deceive any insurer, makes any claim for the proceeds of an insurance policy containing
any false, incomplete or misleading information is guilty of a felony.”

NOTICE: For Pennsylvania residents only: We are required by Pennsylvania law to inform you of the
following:  “Any person who knowingly and with intent to defraud any insurance company
or other person, files an application of insurance or statement of claim containing any
materially false information, or conceals for the purpose of misleading, information
concerning any fact material thereto commits a fraudulent insurance act, which is a crime
and subjects such person to criminal and civil penalties.”


