
CJEtna 
us HeaIthcani 

Dental Benefits Request 
TO BE COMPl..EJB) BY EMPLOYEE 
1.~1Gne 

3. ~O'f'!!!'s Socia! SeaIrity Number 4. Em;ioyee'S Name 

6. 0 Active o Retired 7. ~'s Address rll1dude zip cede) 0 Address is new 
Date of Retirement 

9. PaIiern's Name 10. Patienrs Social SeaIrily Number 11. Patienrs BiI1hdaIe (t.9.llDOJYYYY) 

13. I'3Iier4's A4:lreSS (dcitletenl frcm~) 14. Palient's Sex jts. Full Tune S1uden! 16. Palienl's Expec:l!!d Graa.IatiaI Date 

o Male 0 Female 0 No 0 Yes 

18. Patien!'s MaritI! StmJS 19. Ispatient~ 20. Name & Address 01 Employer 

OMamed o Single ONo DYes 

Mail to: Aetna u.s. Bealtbcare 
P.O. Box 14066 
Lexington, ICY 4Cb"U-4066 

2. PtlIicvlGrow Numll!r rjr.rra. Ntrnber 

F7.0S fA 
5. 8npioyee's Bir!hdaIe (MM'ODf1'YYY) -

8. Em;ioyee's Day1Jme T eIe;Xlone Ntmber 

( ) 

12. Patienrs Rela!ianship to Em;io¥ee o Self 0 Spouse 0 0liJd o Other 
17, Name at SchocI City 

21. ~~ membels expenses ctwered l7f anoI!ler gcup lIea!!Il ~ 9'tlIP pre-payment planJBlue 
eId. eII:.), no !aUt auto insuralce. Mecicare or any fede:a!, SI3Ie or local government~? 

Z2. ~ yes, list policy or contra::! hOlder, poiiCy or contI3CI number(s) and nameI~ at!'lSUl1l!lCe canpany 
or <DninisIratcr. 

ONo DYes 
23. L!embe(s Sa:iaJ Seaui1y Number 124. Membe(s Name 2:5. Membefs BinhaaIe (MM'OO'YYYY) 

26. Is Claim rela!eC 10 an ac:idenf? 27. Is daim reIaIed 10 employment" 

oNo Dyes If yes, dale time oamOpm ONo DYes 

28. To all providers of dental care: 
You are authorized to provide Aetna Life Insurance Company or one of its affiliated companies (~Aetna). and any independent claim administrators and consulting dental 
professio!l2ls and utilizarion review organizations with whom Aetna has contraCted. information concerning dental care, advice, treatment or supplies provided the patient. 
This information will be used to evaluate claims for dental benefits. Aema may provide !he employer named above with any benefit calculation used in payment of this 
claim for the purpose of reviewing the experience and operation of the policy or contraCt. This authorization is valia for the term of the policy or contract under which a 
claim has been subtniacd. 
I know thaI I have a right to receive a copy of this authorization upon request and agree that a photographic copy of this authoriz.arion is as valid as the original. 

Pa!ieDt's or Authorized Person's Signawre Date 

29. ! authorize payment of dental benefits to the dentist or supplier of service. ; 

Pat!ent"s or Authorized Person's Signarure Date 

TO BE COMPLETED BY DemST -30. ThisiH 

o Statement ~f ~ces Rende;.~ - '0 Reauest for Pre-Tremnent Estimate 
. ,31.Clenlist's'''ine & AIJdress (n:Iude zip caje) 32. Telephone No. 

. , .. /33. 0enIist Litense No . 

I ( ) 

I 34. Enterl!le taxpayer 1CIerJIiIj.1Il9!U11ber ~ be used tor 1099 ~"tIng j:laI;..c-.es. You are requned unoer au1hOn1y 01 law 10 fum!sn your 

I 
taxpayer identifying rmlber. 

~ 

:J5. Fast VISit Date Current Series /36. Place at Trea!meI1t /37. RaciogIaphs or models endosed? o Office 0 Hosp. 0 ECF 0 Other 0 No -0 Yes How maoy? 
Is trealmer1I result ct No Yes H yes, enrer brief desaiplicn and dales 

38. ~ iIness or injury? 

39. auIO acciden!? 

40. CIher acciden!" 

<11. Are ~ services ~ by anotIler plan? 

42. If prtQesis, is 1tOs ini1iaI placement? If no, dale 01 prior IIIaa:ment and reason for replacement 

43. Is treaImeIIt for ClI1hocXlntics? Dale 3pIUlce ~ Initial ~ Fee: 
No, at IIIDIIIhS at treaIment: t.bIttiy Fee: 

"'os. oIlreaImenI ~ Toea! case Fee: 

44. To expecj!e dam harding. idemiIy at 45. E:rarnina2ion and Ire3Iment plan. list in artIertran IDOCII no. 1 #Irtujl1DCCh no.. 32.. Use ctIarIing sysaem shawn. 
missing Ieett1 .." "X" 

. ~ TDCel • II Previously SurtK:e DesaipIion r:t SeMce (x-lllYS. ~ materials Dale Service Performed ProcedIR Fee 

fM 
orl..e!!er Exlra::led. Give Dale used, eII:.) MM DD ITfY Number 

I I 

~ .- ~ I I 
»c 'Ii I I 
~ ..;: 

I I 
-r IL&"TI I J ~ "'-

V 
J J 

I I 
J I . I J . """", I I 

46. I h=by oenify thaI the procedures as indiC3lCd by date have beeo completed and thaI the fees submitted are the a=al fees I Total charge S 
have charged !his patient and inIeod to accept for those procedu=.. Amount paid $ 

Dentist's Signature Date Balance due $ 

GC-S-15 (1.01) 



;J£tna Dental Benefits - Claim Instructions 
.s Healthcare 
Waming: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties 
include imprisonment and/or fines. In addition. an insurer may deny insurance benefits if false information materially related to claim was provided by 
the applicant 
California Residents: For your protection. California law requires notice of the following: Any person who knowingly and with intent to defraud or 
deceive any insurance company files a statement of claim containing any materially false, incomplete or misleading infonnation is guilty of a crime and 
may be subject to fines, confinement in a state prison and substantial civil penalties. 
CoIor3do Residents: An insurer or agent who knowingly provides false or misleading information to defraud a daimant regarding insurance 
proceeds must be reported to the I:osurance Dnmon. 
penmytvania ResidentS: Any person who· knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false infollIl3Iion or conceals for the purpose of misleading, information concerning any faa 
material thereto commits a fraudulent insurance act. which is a crime and subjects such person to criminal and civil penalties. 

I,/OTE: INCOMPLETE CLAIM: FORMS WILL BE RETURNED TO YOU FOR MISSING INFORMATION. TIllS WILL DELAY 
fHE PROCESSING OF THE CLAIM. FOR FASTER, EASIER SUBMISSION OF CLAIMS, THE PROVIDER·MA Y CONTACT 
[HE AETNA CLA1M PROCESSING CENTER FOR INFORMATION REGARDING ELECTRONIC CLAIM SUBMISSIONS. 

fO THE EMPLOYEE 

1. Complete items one (1) through twenty-seven (27) in full. Be certain to sigIi the authorization to release· information block (28). 

2. If you wish to have your benefits for this claim paid directly to your dentist. sign the block (29). 

If total charges for the planned course of treatment are expected to exceed the minimum Predetennin3.tion dollar amount stated in your 
dental plail. booklet. it is suggested you file for Predetermination of Benefits. Aetna U.S. Healthcare will notify your dentist of the 

benefif:S payable .. ' 

NOTE: YOUR DENTAL COVERAGE IS SUBJECT TO SPECIF1C LIMITA nONS AND EXCLUSIONS.· PLEASE REFER TO 
YOUR DENTAL BOOKLET FOR DESCRIPTION OF COVERED EXPENSES, DEDUCTIBLE AND COPA Y1'AEl"IT 
fNFORMATION, AND LIMITATIONS AND EXCLUSIONS. ", ... 

. . ~ . 

TO THE DENTIST .. ., 
.. ~ . . .' 

L COMPLETED SERVICES - CheCk the box noted "STA1EMENT OF SERVICES RENDERED" and complete items 30 through 46. 
When entering the treannent plan on the forro, please indicate a separate fee for each individual service rendered. 

< 

2. PREDETERMINATION OF BENEFITS - If total charges for this claim are to exceed the minimum Predetermination dollar amount 
indicated in the employee's Dental Plan Booklet (and treatment is not emergency in nature), Predetermination of Benefits is suggested.. 
Check the box marked "PRE-TREATMENT ESTIMA1E", and complete items 30 through 46. 

NOTE: PREDETERMlNATION OF BENEFlTS IS ONLY INTENDED TO AVOID MISUNDERSTANDINGS BETWEEN TIm 
EMPLOYEE, DENTIST AND INSURANCE COMPANY CONCERNlNG BENEFITS PAYABLE. YOU AND YOUR PATIENT 
ARE, OF COURSE, FREE TO PURSUE ANY TREATMENT PLAN YOU THINK BEST. 

3. If the employee indicates that benefits should be paid directly to the dentist, then these benefits will be sent directly to you with an 
information copy of the transactions to the employee. 

*X-rays taken for metal restorations and crowns should be submitted with treatment plan. Tbey may also be requested for other 
services. X-rays will be reviewed by practicing Dentists and retnrned promptly. 

TO THE EMPLOYEE & DENTIST 

Send the completed benefits request and the bills to: Aetna U.s. Bealthcare 
P.O. Box 14066 
Lexington, KY 40512-4066 

GC-8-lS (6-01) 


