


Section A - Attending Physician’s Statement

Physician Information (Print) Patient Information (Print)

Name Name

Address Address

City Province Postal Code City Province Postal Code
Telephone Telephone

1. Diagnosis including complications (If fracture, specify bones and type of fracture)

2. Did any disease or previous injury contribute to loss?
Yes d  No O IfYes, describe

3. To the best of my knowledge

(a) Symptoms ‘ | ‘ ‘ (b) Patient has had same or similar condition (c) If “Yes”, state when and describe
first appeared D,M‘M‘M/Y‘Y‘Y‘Y) Yes [ No
4. Date of first visit for present disability Date of latest attendance Date of Surgery Treatment required
I I B AR R AT AR A
(D D/M M M/Y Y Y Y) (D D/M M M/Y Y Y Y ) (D D/M M M/Y Y Y Y)

5. If referred to you give name of referring Physician

Physician’s Signature

Section B — Attending Dentist's Statement |

Dentist Information (Print) Patient Information (Print)
Name Name
Address Address
City Province Postal Code City Province Postal Code
Telephone Telephone
‘\\‘\\‘\\\ ‘\\‘\\‘\\\
Date of Service | Int. | pooqire Tooth Laboratory Dentist's | Dentist Supplementary Report (must be completed in full) |
Tooth Total Charge
Day |Month| Year | code Code Surfaces Charge Fee
1. Description of damage
2. Teeth injured
3. Is further treatment indicated? No (] Yes [ If “Yes" please indicate:
This is an accurate statement of services performed and fees TOTAL SUBMITTED FEE === Int.Tooth Treatment indicated — Est. Date - Treatment
charged. E & OE Code Use procedure code if possible DD MMM YYYY
Dentist's Signature Date DD | MMM | YYYY

For dentist’s use only. For addtional information re: diagnosis, procedures, or complications, and special considerations.

| understand that the fees listed in this claim may not be | hereby assign benefits payable from this claim to the above
covered by or may exceed my policy benefits. | understand named dentist and authorize payment directly to the dentist.
that | am financially responsible to my dentist for the entire

cost of the treatment. | authorize release of the information

contained in this claim form to my insuring company or its

agents. | also authorize the communication of information Dentist's Signature
related to the coverage of services described in this form to

the named dentist.

Date
Signature of patient (or parent/guardian) Signature of subscriber (DD/MMM/YYYY)






