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INSTRUCTIONS FOR INSURED:

Please be sure that you complete all information requested in Part 1, the Insured's Section on the front
copy of this form. Particularly note:

Box 5— Enter the insured's social security number.

Box 6— Enter the insured's hame.

Sign Patient Authorization Section.

If you want benefits to be paid directly to the provider please complete the Member Authorization
Section. '

Your dentist will complete the Dentist's Information and Treatment Section of this form.

if you have paid the dentist's fees, you are responsible for submitting this form, completed by you and
the dentist, to:

Central Laborers’ Welfare Fund's Dental Plan

RPO. Box 1267

Jacksonville, lllinois 62651-1267

You will be reimbursed as provided in your contract. Additional report forms may also be obtained from
the same address or from your local union hall.

INSTRUCTIONS FOR THE DENTIST:

Mail original to: Central Laborers’ Welfare Fund’s Dental Plan
P.O. Box 1267
Jacksonville, lllinois 62651-1267

Payment will be made to the provider for those services that are covered under the insured's plan,
subject to eligibility determination and any applicable co-insurance, deductible and/or other benefit
limitation or exclusion provided that the Member Authorization Section is properly completed.

For your convenience, you can report up to six (6) individual teeth with the same service on one pro-
cedure line in addition to utilizing the elongated tooth map for specific procedure identification on the
individual tooth such as extractions, restorations, bridges and partial dentures.

Tooth numbers, letters or tooth ranges should be entered to the left side of the treatment description
section as follows:
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*++ ANY CLAIM FORM NOT PROPERLY COMPLETED WITH ALL PERTINENT INFORMATION WILL BE RETURNED FOR SUCH. ***



