AUTOMOTIVE, PETROLEUM & ALLIED INDUSTRIES EMPLOYEES WELFARE FUND LOCAL 618
rROOM 232 * 300 SOUTH GRAND BLVD. + ST. LOUIS, MISSOURI 63103

INSTRUCTIONS: This form is to be completed by the member and the doctor. Complete member's section fully. Be sure
to sign member's signature section and to show your Social Security No. Remember to attach itemized bills.

RETURN COMPLETED TEAMSTERS LOCAL 618
FORM TO: HEALTH & WELFARE OFFICE DENTAL FORM

ROOM 226, 300 SOUTH GRAND BLVD.
ST. LOUIS, MISSOURI 63103

MEMBER COMPLETES AND SIGNS THIS SECTION

Name of Member. Date of Birth

Soc. Security No Occupation. Local No

Home Address. PHONE NO.

Employer's Name and Address.

MARITAL STATUS NAME OF SPOUSE SOCIAL SECURITY NUMBER"

OF SPOUSE
SINGLE 3 MARRIED O

IS SPOUSE EMPLOYED? IF YES, GIVE NAME AND ADDRESS OF EMPLOYER Are you or your spouse covered under health Insurance

for the aged under Social Security (Medicare)?
YESOQ NOD

SELF: [JYES [J NO SPOUSE: [ YES [J NO

ARE SURGICAL OR DENTAL BENEFITS OR SERVICES PROVIDED UNDER ANY OTHER EMPLOYER, UNION, STUDENT, ASSOCIATION GROUP PLAN, OR GOV-
ERNMENTAL PROGRAM APPLICABLE TO THIS CLAIM?

YES 3 NO (O IF YES, INSERT NAME AND ADDRESS OF OTHER GROUP POLICY HOLDER AND INSURANCE COMPANY.

COMPANY OR INDIVIDUAL GROUP POLICY HOLDER POLICY NUMBER
ADDRESS OF GROUP POLICY HOLDER FOR BLUE CROSS/B. SHIELD
GRP. NO.
CERT. NO.
NAME OF INSURANCE COMPANY PROVIDING BENEFITS ADDRESS OF INSURANCE COMPANY PROVIDING BENEFITS
Is premium for other insurance coverage paid by Employer? Yourself?. Spouse?

TOTAL PREMIUM:

Amount of Premium paid by myself or spouse?_____ Amount paid by Employer?.
Complete if Claim Is For Dependent

Relationship Date of
Name of Dependent to Memb Birth__

I hereby authorize any insurance company, employer or organization to release or obtain any information necessary to
determine benefits paid or payable concerning this or other disabilities. Also, | certify that, to the best of my knowledge,
the above information is true and correct. | understand that failure to answer these questions truthfully could forfeit
payment of benefits under my insurance coverage. A copy of this authorization shall be as valid as the original.

Date
Employee’s signature: Completed:

Administrator’s Statement

| certify the above member was, at the time of the loss reported here, eligible for insurance benefits.

Dated , 19 Administrator's signature:

-



ATTENDING DENTIST'S STATEMENT

Spaced for T&— Marks for Tabulalor Appear on this Line -

EMPLOYE NAME - SOCIAL SEGURITY NUMBER
ADDRESS CITY STATE OR PROVINCE ZiP
PATIENT NAME (IF A DEPENDENT) RELATIONSHIP TO EMPLOYE | BIRTH DATE DATE FIRST VISIT (CURRENT SERIES)
EMPLOYER NAME

DOES PATIENT HAVE OTHER HMEALTH coveracer  Yes[] no[]

IF “YES" PLEASE IDENTIFY.
DENTIST'S NAMK (PRINT) LICENSE NO. | ]

INDIVIDUAL PRACTITIONERS - SS#
ALL OTHERS - EMPLOYER I. D.# |
ADDRESS CITY STATE OR PROVINCE ZIP
MUST BE FURNISHED UNDER AUTHORITY OF LAW
(8) ACCIDENTAL INJURY? (C) OCCUPATIONAL INJURY?

IS ANY OF THE TREATMENT FOR:

(A) ORTHODONTIC PURPOsES? ves ] no [ ves[ wo[J vis{ woJ
IF PROSTHESIS. 18 THIS INITIAL PLACEMENT? O DATE OF PRIOR ARE X-RAYS ENCLOSED?
IF NO, REASON FOR REPLACEMENT; ves[(] wo PLACEMENT:

Mo, DA YR. ves[] wnod

IF YES, HOW MANY?

INDICATE MISSING TEETH
WITH AN “X**

REMARKS FOR UNUSUAL SERVICES

4

e

HOLD UNTIL AT LEAST $50.00 DEDUCTIBLE OR MORE

EXAMINATION AND TREATMENT RECORD - USE CHARTING SYSTEM SHOWN ro
TootH | @SERITION OF SERVICE oOATE rro2A e e chRRER
R IRFACKS; [INCLUDING X-RAYS, PROPHYLAXIS

LETTER MATERIALS USED, KTC.) Pt NUMBER USE ONLY

ORTHODONTICS: (give dumm. class of malocclusion and describe

appliance(s) in above treaiment section)

DATE FIRST APPLIANCE INSERTED

DATE LAST APPLIANCE REMOVED e

TREATMENT PERIOD MONTHS) CHARGED

TOTAL FEE " PATIENT PAID

BALANCE

SIGNED (DENTIST)

1| HEREBY CERTIFY THAT THE SERVICES LISTED ABOVE HAVE BEEN PERFORMED

DATE e e

SIGNED (INSURED PERSON)

| HEREBY AUTHORIZE PAYMENT DIRECTLY¥ TO THE ABOVE-NAMED DENTIST OF THE GROUP INSUR-
ANGE BENEFITS OTHERWISE PAYABLE TO ME, BUT NOT TO EXCEED THE CHARGES SHOWN, | UNDER-
A D THAT | AM FINANCIALLY RESPONSIBLE FOR ANY CHARGES NOT COVERED BY THIS AUTHOR-

DATE

HAS BEEN SATISFIED FOR THIS CALENDAR YEAR.

Form Approsed by the Council on Dental Care Programs of the A. D. A. 1971



