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FOR THE EMPLOYEE

FORTHE DENTIST

1. Please answer all questions in Part | entitled

“TO BE COMPLETED BY EMPLOYEE".

Sign and Date the “Authorization to Release
Information.”

If you wish to have your benefits paid directly to the
Dentist, sign and date the “Authorization to pay
Benefils to Dentist”,

If authorized, payment will be made directly lo your
Dendist. A copy of the payment will be sent 1o you for
your records. Otherwise, payment will be made directly
to you.

If the patient has coverage under any other group or
Government plan, submit the same bills to the other
plan at the same time.

For claims involving Predetermination of Benefits:

For claims not invaiving Predetermination of Benefits:
1. Complete Part Il. Be sure to date and itemize

charges.

2. Sign and date bottom of claim form when work is

completed.

1. Complete the section “TO BE COMPLETED BY
ATTENDING DENTIST". Be sure to itemize charges
for each proposed procedure.

2. CoreSource, Inc. will review the treatment plan and
will provide the estimate of benefits payable.

3. Review the form and bensfit estimates with your
patient before the work is done.

4,

When you complele treatment, return the form with the
treatment dates completed and your signature.
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