RETURN THIS FORM TO:

ATTENDING DENTIST'S STATEMENT

Office and Professional Employees
Locals 30 & 537 Health & Welfare Trust Fund
13191 Crossroads Parkway North, Suite 205

City of Industry, CA 917146-3434

(562) 463-5065 * (800) 386-4350

NOTICE: IT IS ILLEGAL TO FILE A FALSE OR FRAUDULENT 8
CLAIM OR TO KNOWINGLY HELP SOMEONE ELSE FILE ONE.

YOU MAY BE FINED OR SENT TO PRISON FOR DOING SO.
YOU MAY ALSO BE REQUIRED TQ PAY CIVIL DAMAGES
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PRE-CERTIFICATION IS REQUIRED FOR CLAIMS IN EXCESS OF $500.00. PLEASE SUBMIT X-RAYS.
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For Administrative Office Use Only: CERTIFICATION FOR DENTAL BENEFITS The benefits described below

are effective July 11996

[0 Usted allowance is payable at 100% for preventive and diagnostic procedures, and 90% for all other procedures after $50.00 deductible per calendar year. Payment of penefis 1s
subject to the following: (1) Patient must be eligible at the time of service, (2) Maximum benefit per calendar year is $1,250.00, and (3) Benefils are subject to coordination of bene-
fits, prior benefits paid and Plan provisions. When service is completed, indicate date of service on this claim form and submit for payment.

(7 Listed allowance is payable at 90%. The maximum lifetime orthodontic benefit is $1,250.00. Please submit claim when banding is completed, with date ang amount chaged or
banding date. Quarterly claims thereafter. Benefits are subject to coordination of benefits, prior benefits and patient must be eligible at the time of service

[ This claim cannot be pre-authorized as the patient is not eligible for benefits at this time
[ Please note that certain procedures have been excluded or replaced with alternative procedures that meet the policy provisions of necessary, reasonable and customary

For eligibility or any questions, please contact the claims office.




