%%JOI—]NS HOPKINS Mail to: Employer
744 ZVEMPLOYER HEALTH PROGRAMS

sponsored by Johns Hopkins Medicine

Glen Burnie, MD 21060

toll free 800-261-2393

Health Programs
6704 Curtls Court

DENTAL

410-424-4400

CLAIM FORM

CHECK ONE:
DPretreatmem eslimate {please submit radiographs/models)

Dstalemanl of actual service

1. Patient name (firgt, middle, last} 2, Relationship to employee

Dself Dchild
Dother

..-Ispouse

3. Sex

BMale
D Femate

4, Patient's birthdate 5. Employee 1.D.#

6. £mployeo name and mailing address

7. Group number

8. Is patient covered by another dental plan? 9. Name and address of oth

U Yas
Is patient cevared by a medical plan?

E]Yes DNO

DNO If Yes, compleie 8-12

er dental plan casriers,

10. Employee/name of other plan (if different than
patient’s}

PATIENT COVERAGE INFORMATION

11, Employee social security or LD, #

12, Refationship o patient

Dself Dchild
Dsp()use DOlher

| have reviewed the following treatment plan. [ autherize refease of any information relating | hereby authorize payment of the dental benefits otherwise payabie to me directly to the
to this claim. |understand that | am responsitzle for all costs of deatal treatiment, below named dental entity.
» »>
Signed (Patient or parent if minor) Date Signed (Patient or parent il minor) Cate
13. Name of billing dentist or dental entity 21, Is treatment No Yes | Ifves, enter brief description and dates
- resuit of occupational
iflness? Or injury?
14, Address where payments should be remitted 22, Is treatment
rasult of aute
[ aceident?
,9-_’ City, State, Zip 23. Other accident?
=
w
O 75 Thantist Soc. Security # or LN, 16. Dentist License # 17, Dentist phone # | 24. If prosthesis, is [if no, reason for replacement) 28. Date of
g this initial placement? prior placement
j 18, First visit date, current series 19. Place of treatment 20. Radiographs cr 25, Is trealtment for If services already Date Manths
m models enclosed? orthodontics? commenced enter: | appliances treatment
I:IOffice DHospital — placed remaining
I_INo DYes
DECF F lower How many?
26. Exarmination and treatment plan (list in arder from toeth # 1 through taoth #32) Use charting system shown,
o L i Gate of service FOR
. o e Tooth # Description of service (including x-rays, Procadure
Identify missing teeth with “X' of letter Suiface prophy?axis, materials used, et(ﬁ) ¥ R‘%forr[l;‘:;i . Number Fee ﬁl’s)g‘llcl}\:JﬂRATIVE
PACIAL | | !
| [ ]
| [ ]
I I ]
| | ]
| 1 I
| I i
| | i
| | i
| | i
| | i
| | 1
| | i
| | 1
| | |
FACIAL I | |
| | ]
27.  Remarks for unusual services
Fhereby corliy thal the procedure(s) as indicated by dale have been completed and that the feels) submitted are the actual foo(s). TOTAL FEE i
t have charged and intend to collect for those procedures. CHARGED i
»
Signed (treating dentist) Date ;




