ANAULTCARE DENTAL CLAIM FORM
aNAULTRA o o mesenicesaultcare o

O Dentist's Pre-Treatment Estimate O Dentist's Statement of Actual Services

Place of Employment Group Number

PATIENT AND EMPLOYEE INFORMATION

PATIENT NAME

First Name Middle Initial Last Name | Date of Birth

Street City State Zip Code

Phone Number Gender CIMale CIFemale |Relationship to Employee CISelf CISpouse CIChild CIOther
EMPLOYEE NAME

First Name Middle Initial Last Name

Street City State Zip Code

Marital Status CISingle COMarried CIDivorced CISeparated CDWidowed
Are you or any of your dependents employed elsewhere? CYes CINo

If yes, name of company Phone Number

Employee ID Number

OTHER DENTAL COVERAGE
Policyholder Name Plan Name Address Policy Number

Was the condition related to any of these?
Patient's employment CIYes CINo
Auto accident CIYes CINo (If yes, please complete the information below based on the accident.)

Date Description

Location

Is the patient a full-time student? CIYes [INo (If yes, please complete the information below.)

Name of School City Expected Date of Graduation

If eligible, is the person enrolled in:
Federal Medicare PartA ClYes CINo  If yes, effective date for Part A
Federal Medicare PartB ClYes CINo  If yes, effective date for Part B

Any person who, with intent to defraud or knowing they are facilitating a fraud against an insurer, submits an application or files a
claim containing a false or deceptive statement is guilty of insurance fraud. | hereby certify that the above information is true and
accurate to the best of my knowledge. | authorize any insurance company, organization, employer, hospital, physician, or pharmacist to
release any information with regard to this claim and the expenses reported.

Patient or Authorized Person Signature Date

Authorization to Pay Benefits to Dentist: | hereby authorize payment directly to the undersigned provider of services, if any, other-
wise payable to me for services, but not to exceed the reasonable and customary charge for those services.

Employee Signature Date

8513126


mailto:ancillaryclaimsservices@aultcare.com

List in order from tooth number 1 through tooth number 32.

EXAMINATION AND TREATMENT RECORD

Date of
RIGHT PRIMARY  LEFT Tooth Description of service service Feeforeach | Procedure | Reserved for
#or (X-rays, prophylaxis, performed service code processing
LOWER letter Surfaces materials used, etc.) | (MMDDYYYY) | performed number use
R M
Q P O N
RIGHT PERMANENT  LEFT
Total

25 24
Please indicate if service was provided:
O For orthodontic purposes [ 1n patient’s home or hospital
If a prosthesis, is this an initial placement? COYes CINo | Date of prior replacement
If no, please indicate reason for replacement
Are X-rays enclosed? CYes [INo If yes, number of X-rays

DENTIST INFORMATION

Middle

First Name Last
Street

Office
Phone Number TIN NPI

Additional comments
(unusual services or circumstances)

| certify the services shown above are planned or have been performed.

State

City Zip Code

Practice
Specialty

Date

Dentist Signature

Stamp

If you have questions, please contact AultCare at 330-363-6360 or 1-800-344-8858 (TTY: 711) or via fax at 330-470-4757.

You have the right to assistance and information in your language at no cost. To speak with an interpreter, call 330-363-6360 (TTY: 711). ATENCION: si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingistica. Llame al 330-363-6360 (TTY: 711). {7 : AR M EREF L - TR IR B ESEE S TR - 32 330-363-6360
(TTY: 711). AultCare/Aultra complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

Reviewed: 04/2026
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