
W-2 CONSTRUCTION INDUSTRY LABORERS WELFARE FUND 
1/96 

116 COMMERCE DRIVE • JEFFERSON CITY, MISSOURI 65109 • (573) 893-2446 

~g DENTAL BENEFITS CLAIM 
CHECK ONE:
 
D DENTISTS PRE·TREATMENT ESTIMATE
 EMPLOYEE MUST COMPLETE TOP SECTION EVEN IF DENTIST 
D DENTISTS STATEMENT OF ACTUAL SERVICES USES OWN CLAIM FORM. 

Mo. • Day ' Year PATIENT NAME Full time O Ves 
to Employee: o Spouse o Other o M 0 F Birthdate I I 
Relalionship o Self o Child Sex I Patient 

student? O No 

EMPLOVEE /NAME First Middle Last 
EMPLOYEE'S SOCIAL SECURITY NUMBER 

MUST BE PROVIDED 
E 
M EMPLOVEE MA ILING ADDRE SS NEW ADDR ESS ? 0 VES 

P 
CITY. STATE. ZIP DO D-DO- DODD L 

a 
IS ANY DEPENDENT UNDER THIS PLAN EMPLOYED? D YES D NO

Y 
DO VOU OR VOUR COV ERED DEPE NDENTS HAVE OTHER GROU P HEALTH CO VERAG E? 0 VES 0 NO IF VES. PLEASE IDENTIFV: 0 SPOUSE 0 EMPLOVEE 0 CHILD. E 

E OTH ER HEALTH COV ERAGE DATE OF BIRTH NAME 

NAMEPOLl CV NO.1 S 1.0 . NO. 
SOC. SEC. NO. OF PERSON WITH O THER COVERAG E ADDR ESS E 

EFF.DATE C DOD-DO-DODD 
T 

DOES OTHER GROUP COVERAGE LISTED ABOVE HAVE DENTAL BENEFITS D YES D NOI 
a I authorize re l~~se of any information related to this claim. If the claim is for a dependent, the dependent I hereby authorize payme nt di rectly to the below named dentist of the group benefits otherwise payable 

meets the eligibility requirements as ou tlined in the Summary Plan Description. lo me, N 

Signed (patient. or pa rent if minor) Dale Signed (employ ee) Date 

ATIENDING DENTIST S STATEMENT X·RAYS OR STUDY MODELS TO BE SUBMITIED UPON REQUEST ONLY 

6. Is treatment result 01occupational injury? 1. DENTIST S NAME If accide nt. enter brief description and dates. 
I I Ves I I No Auto accident? I J Yes I J No 

2. MAILING ADDRESS 7. Other accident? 
U VES 

NEW ADDRESS? 
[ J Yes [ J No 

STREET 8. Are any services cov ered by another plan? 
[ J Yes I 1No 

CITV STATE ZIP l OA. If no, reas on for rep lacement and 
Date of prior placement 

9. If yes. plan nam e? 

10. If pros thesis is this initial placement? 3. Enter the TAXPA YER IDEN TIFYING NUMBER 10 be used for 1099 report ing purpose s. You are
 
required under author ity of law to furnish your taxpayer identifying number.
 l iVes I 1No 

11. Is treat ment for orthodo ntics ? If service s al ready commenced. enter dates appliances placed. 
( J Yes I J No months treatment remaining. 

4. DENTI ST PHONE NO. I 5. FIRST VISIT DATE CURRENT SERVICE 

ADMINISTRATIVE USE ONL V 
12. Examination and treatment plan. List in order from tooth no . 1 through tooth no . 32 · Use charting system shown """""­

Date Service TOOlh 
Surtace Descri ption of Service Proce dure Fee Penormed # or n• n (Including x-ravs, prophylaxis. materials used .. etc.) Number Mo. Day Year Letter • ( , 0 u 

1 I I(ru~~ ': 
I I21 teFTI I I3; f 5 
I I 

, 
4 

I I~. l~:",,?k~~ " ,,~'< 
n ~ r:J
J~'lt ll ~ 6 I I 
~;r 

7 I I 
I I8 

I I9 

I I10 

I I11 

I I12 

11 I I 
I H E R EB V C E RTIFV THAT THE PR O C EDUR ES A S IN D IC A T E D BY DATE H A VE BEEN C O M P L ETE D AND THAT THE FEES 

TOTAL S UBMIITE D A R E THE FEES I USUAL LY C HA RGE A ND A C C E PT FO R S UCH P ROC E D U R ES . FEE 
CHARGED 

SIGNED (DEN TIST) DATE 


