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O DENTIST'S PRE-TREATMENT ESTIMATE
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E
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| EMPLOYEE NAME SSN
O | 15. IS PATIENT COVERED BY DENTAL PLAN NAME UNION LOCAL GROUP NUMBER NAME AND ADDRESS OF CARRIER
N ANOTHER DENTAL PLAN? U YES U1 NO

FOR OFFICE USE ONLY | HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW-NAMED DENTIST OF THE
GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME.
SIGNATURE (PATIENT, OR PARENT IF MINOR) DATE
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N ILLNESS OR INJURY?
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IDENTIFY MISSING |31 EXAMINATION AND TREATMENT PLAN - LIST IN ORDER FROM TOOTH NO. 1 THROUGH TOOTH NO. 32 - USE CHARTING SYSTEM SHOWN. FOR
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| HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY THE DATE HAVE BEEN COMPLETED. TUTFéE
X CHARGED
DENTIST SIGNATURE DATE MAX. ALLOWABLE
DEDUCTIBLE
CARRIER %
CARRIER PAYS
PATIENT PAYS
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