We“ma,gv'v‘; ATTENDING DENTIST'S STATEMENT Blue Dental

Farm Bureau Call: (515) 558-7755 or (877) 202-0395; Federal Employees Call (515)376-4784 or

Wellmrk Biue Cross and Blus Shield of lowa i an independent (800) 532-1537; All other Blue Dental Call: (515) 558-7778 or (877) 333-0164

licensee of the Blue Cross and Blue Shield Association.

PO Box 9354 « Des Moines, IA 50306-9354

Check one:

Dentist’s pre-treatment estimate
Dentist’s statement of actual services

Carrier name and address

dental plan? Yes No
If yes, complete 12-a.

Is patient covered by a
medical plan? Yes No

1. Patient name 2. Relationship to employee 3. Sex | 4. Patient birthdate 5. If full time student, school name:
first middle initial last :

self child m f|mm | dd |yyy
spouse other city

6. Employee/Policyholder name and mailing address 7. Employee/Policyholder | 8. Employee/Policyholder | 9. Employer (company) name and address 10. Group Number
social security # or ID# birthdate

MM | DD | YYYY
11. Is patient covered by another | 12-a. Name and address of carrier(s) 12-b. Group number(s) 13. Name and address of other employer(s)

(if different than patient’s)

Z0--4>E2T0MZ~- MOPIM<OO0 —HzZm—->7|[ |

14-a. Employee/Policyholder name

14-b. Employee/Policyholder 14-c. Employee/Policyholder birthdate | 15. Relationship to patient
social security # or ID# mm dd yyyy self child spouse
other

| have reviewed the following treatment plan. | authorize release of any information relating | | hereby authorize payment of the dental benefits otherwise payable to me directly to the

to this claim. | understand that | am responsible for all costs of dental treatment. below named dental entity.
/ / » / /
Signature (Patient or parent if minor) Date Signature (Policyholder) Date
16. Name of Billing Dentist or Dental Entity 24.1s treatment result of [ No [Yes| |f yes, enter brief description and dates
B occupational illness
1 or injury?
L |17. Street Address where payment should be remitted 25, |s treatment result
II- of auto accident?
N - -
City, State, Zip Code
G Y P 26. Other accident?
D
E 18. Dentist Social Security or T.I.N. 19. Licence # 20. NPI number 27. If prosthesis, is this If no, reason for replacement 28. Date of prior
T initial placement? plac?ment ;
é 21. Phone number 22. Place of treatment 23. Radiographs or | No |Yes|How many? If services already commenced, enter:
T Office | Hosp.| ECF | Other models enclosed 29.Is treatment fg’r Date appliances Months treatment
orthodontics? placed: remaining:
Identify missing teeth with “x” 30. Examination and treatment plan - List in order from tooth no. 1 through 32 - Use charting system shown. For
FACIAL T;;’%trh Surface Description of Service Dlgéerfglpn[]\gge Procedure Fee AdLrJniniscgra}tive
letter (including x-rays, prophylaxis, materials used, etc.? Mo. Day Year Number se Unly
1
i
& o b
=] X 2
RIGHT ZLEFT 3
x = z
g 2z
9 —
32
FACIAL
31. Remarks for unusual services
| hereby certify that the procedures as indicated by date have been completed and that the fees submitted are the actual fees | Total Fee
have charged and intend to collect for those procedures. Charged
/ /
Signature (Treating Dentist) License Number Date Max. Allowable
Deductible
NPI Number Carrier %
In accordance with 0512 Carrier pays
Patient pays
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Wellmark Language Assistance

Discrimination is against the law

Wellmark.

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex, including sex characteristics, including intersex traits; pregnancy or related conditions; sexual orientation; gender identity, and sex
stereotypes. Wellmark does not exclude people or treat them less favorably because of race, color, national origin, age, disability, or sex.

Wellmark

» Provides people with disabilities reasonable modifications and
free appropriate auxiliary aids and services to communicate
effectively with us, such as:

- Qualified sign language interpreters
- Written information in other formats (large print, audio,
accessible electronic formats, other formats).

» Provides free language assistance services to people
whose primary language is not English, which may include:

- Qualified interpreters
- Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, call 1-877-333-0164.

If you believe that Wellmark has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, you can file a grievance with: Wellmark Civil Rights Coordinator, 1331 Grand Avenue, Station 3E417, Des Moines, IA
50309-2901, 515-376-6500, TTY: 888-781-4262, Fax 515-376-9055, Email CRC@Wellmark.com. You can file a grievance in person or
by mail, fax, or email. If you need help filing a grievance, the Wellmark Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal,
available at https://locrportal.hhs.gov/ocr/portal/lobby.jsf,

or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/lindex.html.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
1-877-333-0164 o al (TTY: 711).

AR NMRZHEEE, RIUERANCRMESHEIRES. BRIT
1-877-333-0164 =, (WEEL: 711),

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hé tro ngdn ngtr mién phi
c6 s&n cho quy vi. Xin hay lién hé 1-877-333-0164 hoac (TTY: 711).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 1-877-333-0164 ili (tekstualni telefon za
osobe ostecena sluha: 711).

ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose
sprachliche Assistenzdienste zur Verfligung. Rufnummer: 1-877-333-0164
oder (TTY: 711).

AL Jaail Ailaall iy sall) acbsall ilons Gl i3 Lald Ay pall 48D Caans i€ 13) cagas
(MY rmail) Gl Fand) 5 £1)0FYTLVYALY

89000892308, w5929 919059 wonc8ITISNIVAIVLOBFTOGIVWIFILS
1 8 ] (=3 Iv3 =Y
$H9200VHOO9 F 9-NN-538-006¢ Fodd. (TTY: noo.)

Fo| #1301 B AFSSHAIE B2, 22 o1of X MHIAE 0/83HA £
QB LICH 1-877-333-01648 = (TTY: 711)HO 2 Q42t5 FAIA.

ST TG : ST ATTRT AT et &, a7 arae o sy sgraar e, 7:9
Iqere | 1-877-333-0164 7% F9F F¥ 47 (TTY: 711)1

ATTENTION: Si vous parlez frangais, des services d’assistance dans votre
langue sont a votre disposition gratuitement. Appelez le 1-877-333-0164
(ou la ligne ATS au 711).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei eegni
Schprooch koschdefrei griege. Ruf 1-877-333-0164 odder (TTY: 711) uff.

Tsansu: wnauye Iny Limmm5‘ﬁ1mwaamummﬁ’miuﬂmiﬂmmm
Al finna 1-877-333-0164 uia (TTY: 711)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 1-877-333-0164 o (TTY: 711).
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BHWMAHWE! Ecnun Baw poaHO A3bIK pyCCKUIA, BaM MOTYT ObITb

npepocTaBneHbl 6ecnnatHble nepesoayeckue yenyrn. Obpalyantech
1-877-333-0164 (tenetawn: 711).
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HATER 3T T1Ewg, | 1-877-333-0164 AT (TTY: 711) AT T T2 |
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HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi,
ene ngoodi ngam maada. Hebir 1-877-333-0164 malla (TTY: 711).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 1-877-333-0164 yookin
(TTY: 711) quunnamaa.

YBATA! AKLi0 BM pO3MOBNSAETE YKPAiHCLKOK MOBOIO, A5 BaC JOCTYMHI
6€e3KOLUTOBHI NOCNyr1n MOBHOI NiATPUMKK. 3aTenedoHyinTe 3a HOMEPOM
1-877-333-0164 abo (tenetann: 711).

Ge": Diné k'ehji yanitti‘go nikd bizaad bee dka’ adoowot, t'aa
jiik'é, naholg. Koji’ hdlne’ agjiiQdadqdaéé doodaii’ (TTY: 711)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.
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