Dental Claim Form MAIL COMPLETED FORM TO:

HEADER INFORMATION
1. Type of Transaction (Mark all applicable boxes)
DRequest for Predetermination/Preauthorization

DStatement of Actual Services
DEPSDT / Title XIX

2. Predetermination/Preauthorization Number
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THIS FORM WILL BE RETURNED IF IT IS INCOMPLETE OR INCORRECT

NOTICE TO MEMBERS

PRE-AUTHORIZATION BY THE FUND’S DENTAL CONSULTANT IS REQUIERED FOR ANY PROPOSED COURSE OF




