n ﬁ L [: E _[ n E Insurance Breakdown Details

Date:

Patient Name:

Dob:

Insurance Company: Group #: Cert #;

Please fill in the following information, you can obtain it from logging into your benefits or

caIIinE your insurance company for this information.

Deductible? Y/N S

What fee guide does your benefit use? Currant fee guide? Y/N

If no what year?

Benefit renewal year, Is it a calendar year? Y/N  Month: Day:
Basic coverage % Major Coverage %
Yearly Max $ Is your yearly max combined? Y/N

Intervals for the fo“owing treatment: (nis information is required for us to know your intervals and how many units you have.

Complete exams: Panorex: Full mouth series:
Recalls Aduit: Recalls Child:

Bitewings Adult: Bitewings Child:

Polish Adult: Polish Child:

Fluoride:

Is there a restriction for fiuoride in your policy? If so at what age?

Scaling units allowed: Aduit: Child:

Does the scaling renew every benefit year? ¥/N If no, how many units allowed per rolling year?
Do you have ortho coverage? Y/n

If so what percentage? Max:

Patients Signature:




