UFCW LOCAL ONE HEALTH CARE FUND
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Please review Before Submitting Claim

information for Employee

1.

Complete your section of the claim form (items 1 through 20) in full fo assure positive identification and prompt payment.
Please print or type. Note that item 7 (employee social security number) must be compieted for the claim to be processed.

The patient (or parent if patient is a minor) MUST SIGN ITEM 1 9. (We do not accept “signature of file”.)

You must sign the claim form in item 20. (We do not accept “signature on file".)

. If total charges for the planned course of treatment are expected to be $250 or more the form should be completed and

submitted to UFCW LOCAL ONE HEALTH CARE FUND prior to the commencement of the course of treatment for a
prefreatment estimate of benefits, UFCW LOCAL ONE HEALTH CARE FUND will nofify you of your benefits payable.
(If you wish, a pretreaiment estimate may be requested for anticipated dental expenses of less than $250.)

. If total charges for the planned course of ireatment will be less than $250, the claim form should be completed when treat-

ment is compieted and mailed to the address below.

Dental coverage is subject to specific limitations and exclusions. Please refer to your
booklet for a description of covered services, schedule of benefits payable, limitations
and exclusions.

Information for Attending Dentist

Benefits are payable in accordance with four Classes of Services. It is therefore important that a separate fee is indicated for
each item of service petformed.

If total charges for a completed course of treatment are less than $250, check the box noted “Statement of Actual Services”
and compiete item 23 through 38. The claim form should be sent to the address shown below.

If total charges for a course of treatment are expected to be $250 or more check box noted “Pre-Treatment Estimate” and
complete items 23 through 38. The completed claim form should be sent to UFCW LOCAL ON HEALTH CARE FUND prior
to the commencement of the course of treatment. UFCW LOCAL ONE HEALTH CARE FUND wili review the claim (and
any supplementary information reguired) and notify your patient of the benefits payable.

A pretreatment estimate of benefits is not intended to préclude a course of treatment agreed upon by you and your patient.
The intent is to avoid any misunderstanding concerning the henefits payable under the dental plan. A pretreatment estimaie
is not necessary for oral examinations, cleaning, fluoride applications, dental x-rays, or emergency treatment.

. SCHEDULE FOR SUBMISSION OF CLAIM FORMS

In the event the work proposed by your dentist extends beyond 90 days from the date of your visit, your dentist must submit
a claim form io the Fund Office at the end of the 90-day period for work completed. He must submit an additionai claim form
to cover work done iollowing the 80-day period.

. Generally, we do not request x-rays where standard filling materials are used. Pre-operative x-rays are requested only in

connection with prosthetics, fixed bridgework, or cast restorations. Occasionally we may request x-rays that relate to other
dental services.

Mail completed form to; UFCW LOCAL ONE HEALTH CARE FUND
5911 Airport Road
~ Oriskany, NY 13424
ATT: Dental Depariment

Claim inguiries: 1-800-859-9497



