GROUP DEN AIM FORM

a‘ INSTRUCTIONS: ANSWER ALL QUESTION FULLY, ATTACH ITEMIZED BILLING, AND
FORWARD TO BAC AT: PO BOX 107, REYNOLDSBURG, OH 43068-0107 FOR PROCESSING.

A. STATEMENT OF COVERED EMPLOYEE: PLEASE ANSWER QUESTIONS 1-18 FULLY

EMPLOYEE’S NAME (LAST, FIRST, M.): DATE OF BIRTH (MM/DD/YYYY): 1.D. NUMBER:

HOME ADDRESS: CITY: STATE: ZIP CODE:

SEX: MARITAL STATUS: IS THIS A NEW ADDRESS?:
O maLe O FEMALE O sINGLE (O MARRIED O bivorcep () WIDOWED Oves (QONo

O AcTIvE O RETIRED O coera

SPOUSE’'S NAME (LAST, FIRST, M.): SPOUSE’S D.O.B. (MM/DD/YYYY):

IS SPOUSE EMPLOYED?: SPOUSE'S EMPLOYER:
Oyes (OnNo

ADDRESS OF SPOUSE’S EMPLOYER: CITY: STATE: ZIP CODE:

@)
©
©
(2) [ewriover: STATUS:
©
©)
@

8) | IFAUTO ACCIDENT... NAME OF THE VEHICLE OWNER:
PATIENT WAS THE: VEHICLE TYPE:
O owNER O PRIVATE PASSENGER || NAME OF THE INSURANCE CO.
O DRIVER O Taxi
O PASSENGER O Bus POLICY NO.
(O PEDESTRIAN O TRUCK
O OTHER: O oTHER: STATE IN WHICH ACCIDENT OCCURRED:

9. FOR ALL ACCIDENTS: DOES THE PATIENT EXPECT TO RECEIVE, OR HAS THE PATIENT RECEIVED, PAYMENT FOR THESE EXPENSES
FROM ANOTHER SOURCE AS A RESULT OF A LAWSUIT, WORKMEN’S COMPENSATION OR SETTLEMENT? O NO OYES ANSWER NO. 10

IF YES, PLEASE PROVIDE DETAILS:

DESCRIBE INJURY OR CONDITION COMPLETELY (IF INJURY INCLUDE HOW, WHEN, & WHERE.): DATE OF INJURY OR SICKNESS:

IS INJURY OR SICKNESS DUE TO EMPLOYMENT: IF YES, HAVE YOU OR YOUR DEPENDENT FILED FOR WORKMEN’'S COMPENSATION:

Ovyes (ONo

13. ARE YOU OR YOUR DEPENDENT COVERED UNDER ANY OTHER GROUP DENTAL PLAN (INCLUDING BLUE CROSS & BLUE SHIELD),
STUDENT OR GOVERNMENT PLAN? (l.E. MEDICARE, MEDICAID, TRICARE): O NO O YES - PLEASE, COMPLETE NEXT 4 FIELDS

NAME OF OTHER INSURANCE COMPANY: COMPANIE’S PHONE NUMBER: PLAN NUMBER:

ADDRESS OF OTHER INSURANCE COMPANY: EFFECTIVE DATE:

CLAIM FOR DEPENDENT: (COMPLETE SEPARATE FORM FOR EACH DEPENDENT FOR WHICH YOU ARE FILLING A CLAIM)

@ DEPENDENT’'S NAME (LAST, FIRST, M.): DATE OF BIRTH (MM/DD/YYYY):

@ DOES DEPENDENT RESIDE WITH EMPLOYEE: RELATIONSHIP TO EMPLOYEE:
O Yes (O NO, PROVIDE ADDRESS:

@ IS DEPENDENT EMPLOYED: IS CHILD MARRIED: IF OVER 19, IS CHILD A FULL-TIME STUDENT: DATE OF CURRENT ENROLLMENT:

OnNno  OF1T QFPT Oyes (QOnNo O nNo (O YES, WHERE:

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES A 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.

COMPLETE ALL AUTORIZATIONS ON BACK OF PAGE °



C. AUTHORIZATIONS:

17, I HEREBY AUTHORIZE ANY PHYSICIAN, HOSPITAL, INSURANCE COMPANY, EMPLOYER, OR ORGANIZATION TO RELEASE ANY
INFORMATION REGARDING THE MEDICAL HISTORY, TREATMENT, DISABILITY, OR BENEFITS PAYABLE. A PHOTO-STAT OF THIS
AUTHORIZATION SHALL BE AS VALID AS THE ORIGINAL. THIS AUTHORIZATION SHALL EXTEND TO MY SPOUSE AND DEPENDENTS.

EMPLOYEE’S SIGNATURE (NOT VALID UNLESS SIGNED IN INK): DATE SIGNED (MM/DD/YYYY):
SPOUSE’S SIGNATURE (NOT VALID UNLESS SIGNED IN INK): DATE SIGNED (MM/DD/YYYY):

68> AUTHORIZATION TO PAY BENEFITS TO PROVIDER: | HEREBY AUTHORIZE PAYMENT FOR DENTAL SERVICES, IF ANY, DIRECTLY
TO THE PROVIDER BUT NOT TO EXCEED THE SCHEDULED AMOUNT, OR THE REASONABLE AND CUSTOMARY CHARGES.
PLEASE NOTE: FAILURE TO SIGN THIS SECTION DOES NOT GUARANTEE THAT PAYMENT WILL BE MADE TO YOU DUE TO PPO
CONTRACTUAL REQUIREMENTS.

EMPLOYEE’S SIGNATURE (NOT VALID UNLESS SIGNED IN INK): DATE SIGNED (MM/DD/YYYY):
D. DENTIST INFORMATION AND TREATMENT OVERVIEW
- DENTIST NAME: PATIENT NAME (LAST, FIRST, M.):
0
E
z
u DENTIST MAILING ADDRESS: cITy: STATE: ZIP CODE:
o
z
e DENTIST S.S.N. OR T.LN. DENTIST LICENSE NO. DENTIST PHONE NO.
il
'_
<
> 1ST VISIT DATE OF CURRENT SERIES: PLACE OF TREATMENT: RADIOGRAPHS/MODELS ENCLOSED:
o
o QO orfrice  QHospitaL (Ec.F () OTHER O nNo (O YES, HOW MANY:
m
0 IS TREATMENT RESULT OF OCCUPATIONAL ILLNESS OR INJURY: IF YES TO ILLNES OR INJURY, ADD A BRIEF DESCRIPTION & DATES:
-
il OnNno QO YEs
>
3 IS TREATMENT RESULT OF ACCIDENT: IF YES TO ACCIDENT, INCLUDE A BRIEF DESCRIPTION & DATES:
u OnNo O YEs, Auto AcCIDENT () YES, OTHER ACCIDENT
O
F ARE ANY SERVICES COVERED BY ANOTHER PLAN: IF YES TO OTHER COVERAGE, ADD A BRIEF DESCRIPTION & DATES:!
N

OnNo (O YES, NAME & PLAN #:

IF PROTHESIS, IS THIS THE INITIAL PLACEMENT: IF NO TO INITIAL PLACEMENT, INCLUDE A REASON FOR REPLACEMENT:
O Yes (O NO, DATE OF PRIOR REPLACEMENT:

IS TREATMENT FOR ORTHODONTICS: IF ORTHODONTIC SERVICES HAVE ALREADY COMMENCED:!
Ono (O YES DATE APPLIANCES PLACED: NO. OF MONTHS REMAINING:

E. EXAMINATION & TREATMENT PLAN-LIST BY TOOTH NUMBER (PLEASE USE CHARTING SYSTEM SHOWN)

IDENTIFY MISSING TEETH WITH X" TOOTH NO. SURFACE: DESCRIPTION OF SERVICE (X-RAY, DATE OF PROCE- FEE:
FACIAL ORLETTER ’ PROPHYLAXIS, MATERIALS USED, ECT.) SERVICE DURE NO. '

RIGHT LINGUAL LEFT ! | ] ] | |

@32 LOWER 17@ ] | ] ] 1 1
©

TO BE COMPLETED BY ATTENDING DENTIST
=
[
T
T
m
P
>

] ] ] ] 1 ]
FACIAL O | HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED.

DENTIST SIGNATURE (NOT VALID UNLESS SIGNED IN INK): DATE SIGNED (MM/DD/YYYY): TOTAL FEE (FROM ABOVE):

X

= FOR PROCESSING, PLEASE MAIL TO: BAC, PO BOX 107, REYNOLDSBURG, OH 43068-0107




