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*UNICARE does not insure benefits under the Plan.  Your employer is solely responsible for determination of, entitlement to, and payment of any amounts due under the Plan.
REED ELSEVIER INC.

GROUP No. 06128, Payor No. 65099
Mail To: UNICARE Dental Service Center
P.O. Box 9178

Oxnard,  CA  93031-9178

Telephone 1-800-343-0034

[image: image3.wmf]To Be Completed By Dentist



1.  PATIENT NAME
2.  RELATIONSHIP TO EMPLOYEE
3.  SEX
4.  PATIENT BIRTHDATE
5.  IF FULL TIME STUDENT



SELF
SPOUSE
CHILD
OTHER
M
F

MO
DAY
YEAR
SCHOOL
CITY



6.  EMPLOYEE NAME
7.  EMP. SOCIAL SECURITY NO.
8. EMPLOYEE/SUBSCRIBER BIRTHDATE





FIRST

MIDDLE

LAST


(MO
DA.
YR.)



 EMPLOYEE MAILING ADDRESS
9.  EMPLOYER (COMPANY) NAME
10.  GROUP NUMBER

06128



 CITY, STATE ZIP


       CITY, STATE, ZIP






11.


IS PATIENT COVERED BY ANOTHER BENEFIT PLAN?

      FORMCHECKBOX 
 Yes        FORMCHECKBOX 
   No                                       DENTAL PLAN NAME               GROUP NO.
12.  NAME AND ADDRESS OF CARRIER



13. 
EMPLOYEE/SUBSCRIBER NAME          EMPLOYEE /SUBSCRIBER          BIRTHDATE           RELATIONSHIP TO PATIENT     

(IF DIFFERENT FROM PATIENT)           SOCIAL SECURITY NUMBER

                                                                                                                   MO.     DA.   YR.     FORMCHECKBOX 
SELF  FORMCHECKBOX 
PARENT  FORMCHECKBOX 
SPOUSE  FORMCHECKBOX 
OTHER


14. DATE OF ACCIDENT 

MO.     DA.   YR.
HOW DID IT                          HAPPEN?










15A.  I HAVE REVIEWED THE FOLLOWING TREATMENT PLAN, MY DENTIST MAY GIVE UNICARE INFORMATION ABOUT MY DENTAL CONDITION OR TREATMENT NEEDED TO DETERMINE BENEFITS FOR THE DURATION OF THIS CLAIM.  I KNOW THAT I  AM ENTITLED TO A COPY OF THIS AUTHORIZATION. 


I HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW NAMED DENTIST FOR THE SERVICES DESCRIBED BELOW.








Signed (Patient or Parent if Minor)

Date
Employee Signature


Date



IMPORTANT:  FOR X-RAY SUBMISSION, SEE INSUTRUCTIONS.





16.  DENTIST NAME
24.  IS TREATMENT RESULT 


OF OCCUPATIONAL ILLNESS 


OR INJURY?
NO
YES
IF YES, ENTER BRIEF DESCRIPTION AND DATES



17.  MAILING ADDRESS
25.  IS TREATMENT RESULT


OF AUTO ACCIDENT?

26.  OTHER ACCIDENT






      CITY, STATE, ZIP
27.  ARE ANY SERVICES


COVERED BY


ANOTHER PLAN?







18.  DENTIST SOC.OR T.I.N.

19.  DENTIST LICENSE  NO.
20.  DENTIST PHONE NO.
28. IF PROSTHESIS, IS


THIS INITIAL


PLACEMENT?




(IF NO. REASON FOR REPLACEMENT)
29.  DATE OF PRIOR PLACEMENT



21.  FIRST VISIT DATE CURRENT SERIES
22.  PLACE OF TREATMENT

OFFICE    HOME    HOS.  OTHER
23.  RADIOGRAPHS OR MODELS ENCLOSED?
YES
NO
HOW MANY?
30. IS TREATMENT FOR


ORTHODONTICS?





IF SERVICES ALREADY COMMENCED ENTER
DATE APPLIANCES PLACED
MOS. TREATMENT REMAINING

DENTISTS


Pre-Treatment Estimate


Statement of Actual Services
31.  Examination and Treatment Plan - List in Order Tooth No.  1  Through Tooth No. 32

Using Charting System Shown


* Indicate Missing Teeth

With an “x”

FACIAL
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FACIAL

32.  REMARKS FOR UNUSUAL SERVICES
Tooth # or Letter
Surfaces
DESCRIPTION OF SERVICES

(Including X-Rays, Prohylaxis Materials Used, Etc.)
Date Service Performed

Mo.   Da.   Yr.
Procedure Number

Total Fee Actually Charged
Fee
FOR ADMINISTRATIVE USE ONLY












Does this plan have a direct pay provision?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No








AMOUNT PAID BY PATIENT










BALANCE DUE
















 I HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED AND THAT THE FEES 

SUBMITTED ARE THE FEES I USUALLY CHARGE AND ACCEPT FOR SUCH PROCEDURES.

_______________________________________________________________

Date_______________________


*Signed (Dentist)




Future plan benefits, as well as those indicated, will be payable if the services listed above are performed while this patient is covered under this plan, subject to plan provisions and coordination of benefits with other Group Plans.

Any person who, with intent to defraud or knowing that he/she is facilitating against an insurer, submits an application or files a false claim or deceptive statement is guilty of insurance fraud.
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