
School Claims Service, LLC

Dental Claim Form

School Claims Service
Employee Benefits Division
P.O. Box 812
New Cumberland, PA 17070-0812
Phone: (866) 403-7700
Fax: (866) 403-7701

PART I TO BE COMPLETED BY EMPLOYEE

PART II TO BE COMPLETED BY ATTENDING DENTIST

1.  EMPLOYEE NAME (first name, middle initial, last name)

4.  EMPLOYEE SOCIAL SECURITY NUMBER

7. EMPLOYER OR GROUP NO.

9. EMPLOYEE’S ADDRESS (Street, City, State, ZIP Code)

2.  PATIENT’S DATE OF BIRTH

5.  PATIENT’S SEX

MALE FEMALE

8. PATIENT’S RELATIONSHIP TO INSURED

SELF SPOUSE CHILD OTHER

10.  WAS THE SERVICE REQUIRED AS THE
RESULT OF AN ACCIDENT?

o YES                 o NO

3.  PATIENT’S NAME (first name, middle initial, last name)

6.  IS SPOUSE EMPLOYED?               o YES           o NO

EMPLOYER’S NAME:

TELEPHONE NUMBER:

11.  OTHER DENTAL INSURANCE COVERAGE        o YES       o NO
(Enter name of Policyholder, Plan Name and Address, and Policy Number)

12.  PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE
I AUTHORIZE THE RELEASE OF ANY INFORMATION NECESSARY TO PROCESS THIS CLAIM

SIGNED ___________________________________________________________ DATE _____________________

13.  I AUTHORIZE PAYMENT OF DENTAL BENEFITS TO UNDERSIGNED PHYSICIAN OR SUPPLIER FOR
SERVICE DESCRIBED BELOW

SIGNED _____________________________________________________________________________________
(Employee or Authorized Person)

DENTIST NAME

MAILING ADDRESS

CITY, STATE, ZIP

DENTIST T.I.N. #

Is treatment result of
occupational illness
or injury?

Is treatment result of
auto accident?
Other accident?

Are any services
covered by another
plan?

If Prosthesis, is this
initial placement?

Is treatment for
Orthodontics?

NO YES If yes, enter brief description and dates

If yes, name of other plan

If no, reason for replacement Date of prior
placement

If services already commended, enter:
Date appliances placed           Mos. treatment remaining

First visit date
current series

NO YES How
many?

DENTIST LICENSE NUMBER DENTIST PHONE NUMBER

CHECK ONE:    o Dentist’s Pretreatment Estimate    o Dentist’s Statement of Actual Services
Examination and treatment plan – list in order from tooth #1 through tooth #32 – use chart shown

Tooth
# or

Letter

Surface
(i.e. M.O.

D.B.L.LA.I.)

DESCRIPTION OF SERVICE
(including X-rays, prophylaxis,

materials used, etc.)

Date Service
Performed

Mo.       Day     Year

Procedure
Number

FEE

FOR PLAN
ADMINISTRATOR

USE ONLY

TOTAL FEE
CHARGED

I certify that the procedures indicated by date have been completed and the fees shown are not greater than those usually
accepted by me as payment in full for each procedure. No copayment provisions and/or deductibles of this plan will be
forgiven. (Any exceptions require a full explanation.)

Dentist’s Signature _______________________________________________________ Date ______________________

PLEASE NOTE: PRETREATMENT REVIEW IS NOT A GUARANTEE OF BENEFITS PAYABLE.

This estimate advises you in advance of the amount of insurance benefits payable if the described procedures are performed
during a period of the patient’s eligibility.

MAXIMUM BENEFIT: ________________

PLEASE READ INSTRUCTIONS ON BACK OF FORM

Remarks for unusual services

Identify Missing Teeth with “X”

Place of Treatment

Office         Hosp.         SNF      Other

Radiographs or
Models enclosed

6-06-2.5M-W.O. 424



HOW TO COMPLETE A DENTAL CLAIM FORM

Employee . . . Part I . . . Blue Shaded Area

Answer all questions in blocks numbered 1 through 11. Sign and date block number 12. Your claim cannot be
processed without your signature in this block. If you want the benefit issued to the dentist or provider of service
sign block number 13. Have the dentist complete Part II.

Dentist . . . Part II

Predetermined Benefits. If a course of treatment is expected to be costly, a predetermination of benefits must be
submitted to School Claims Service, LLC before dental work begins. Complete Part II, excluding dates of service.
Attach necessary X-rays and any additional supportive material and mail to the address on the front of this form.
School Claims Service, LLC will review the proposed procedures and fees. The covered person and the dentist will
be notified of the payable benefit. After the work is completed, indicate the dates and any changes on the form and
return to School Claims Service, LLC. Predetermination of benefits is not a guarantee of payment. Actual claim
payment will be based on the coverage in effect on the date each service is performed.

“Date of service” for gold restorations, crowns and fixed bridgework is the first date of preparation of the tooth
or teeth involved; for dentures, the date the impressions were taken; for root canals, the date the tooth was opened
and drained.

If you have any questions please call the toll-free number on the front of this form. Submit claims to School Claims
Service, LLC, P.O. Box 812, New Cumberland, PA 17070-0812.

EMPLOYER: If employer certification is required, please complete the following:

EMPLOYEE’S NAME (Last, First and Middle Initial) DATE BENEFITS BECAME EFFECTIVE
EMP Mo.          Day           Year         DEP Mo.        Day          Year

DATE TERMINATED
Mo.            Day             Year

IS EMPLOYEE

o ACTIVE

o RETIRED

DATE

Mo.           Day            Year

EMPLOYER’S NAME SIGNATURE OF AUTHORIZED PERSON


