
THE FIRST REHABILITATION LIFE INSURANCE COMPANY OF AMERICA
600 Northern Blvd., Great Neck, New York  11021-5202

PLEASE READ BEFORE FILING YOUR DENTAL INSURANCE CLAIM

FOR THE EMPLOYEE

1. PLEASE ANSWER ALL QUESTIONS IN THE SECTION ENTITLED " TO BE COMPLETED BY  EMPLOYEE "

2. SIGN AND DATE THE " AUTHORIZATION TO RELEASE INFORMATION".

3. IF YOU WISH TO HAVE YOUR BENEFITS PAID DIRECTLY TO THE DENTIST SIGN AND DATE THE
"AUTHORIZATION TO PAY BENEFITS TO DENTIST."  
ASSIGNED BENEFITS:  PAYMENT  WILL BE MADE DIRECTLY TO YOUR DENTIST.  A  COPY OF THE
PAYMENT WILL BE SENT TO YOU FOR YOUR RECORDS.
NON-ASSIGNED BENEFITS: PAYMENT WILL BE MADE DIRECTLY TO YOU.

Assignment

4. IF THE PATIENT  HAS  COVERAGE  UNDER ANY OTHER  GROUP OR GOVERNMENT PLAN, SUBMIT
THE SAME BILLS TO THE OTHER INSURANCE COMPANY AT THE SAME TIME.  THIS  IS VERY
IMPORTANT BOTH IN  RECEIVING FULL BENEFITS  FROM YOUR   INSURANCE PLAN AND IN THE
LENGTH OF THE TIME REQUIRED TO PROCESS YOUR CLAIM.

5. DO NOT DETACH THIS  INSTRUCTION  SHEET UNTIL DENTIST HAS COMPLETED  THIS PORTION OF
THE CLAIM FORM.

6. IF ALL  OR A PORTION  YOUR  CLAIM  HAS  BEEN  DENIED,  YOU  MAY  REQUEST A  REVIEW  BY
WRITING TO THE PLAN ADMINISTRATOR WITHIN 60 DAYS OF RECEIPT OF THE DENIAL.  THIS
WRITTEN REQUEST FOR REVIEW SHOULD  STATE THE REASONS  WHY YOU FEEL YOUR CLAIM
SHOULD NOT HAVE BEEN DENIED AND SHOULD INCLUDE ANY  DOCUMENTATION (DENTAL
RECORDS, ETC.) WHICH  YOU   FEEL SUPPORTS  YOUR CLAIM.  UNDER  NORMAL
CIRCUMSTANCES,  YOU WILL BE NOTIFIED  IN  WRITING  OF THE FINAL  DECISION  WITHIN  60
DAYS  OF THE DATE YOUR  REQUEST FOR  REVIEW  IS RECEIVED.   IF  THERE  ARE  SPECIAL
CIRCUMSTANCES  REQUIRING DELAY, YOU WILL BE NOTIFIED OF THE  FINAL  DECISION  NO
LATER  THAN 120 DAYS  AFTER  YOUR  REQUEST
FOR REVIEW IS RECEIVED. 

Request  for
Review

FOR THE DENTIST
PLEASE COMPLETE THE SECTION ENTITLED"TO BE COMPLETED BY  ATTENDING DENTIST" USING
THE ADA CODES & NOMENCLATURE LISTED ON THE REVERSE SIDE OF THIS FORM.
PROCEDURE CODES ARE REQUIRED ON ALL CLAIMS.

1.

2. WHEN TOTAL CHARGES FOR THE TREATMENT PLAN ARE EXPECTED TO EXCEED $200,
PRE-TREATMENT REVIEW IS REQUIRED.  DETACH THE DENTIST'S COPY AND SEND THE
REMAINDER OF THE FORM AND MOUNTED PRETREATMENT X-RAYS TO THE  ADDRESS SHOWN
ON THE FORM.  THE FORM AND X-RAYS WILL BE RETURNED TO YOU PROMPTLY.  THE AMOUNT OF
BENEFITS PAYABLE IF THE DESCRIBED PROCEDURES ARE PERFORMED DURING A PERIOD OF
THE   PATIENT'S ELIGIBILITY WILL BE SHOWN ON THE FORM.

Pretreatment
Review

WHEN YOU COMPLETE TREATMENT, PLEASE RETURN THE SAME FORM TO US WITH TREATMENT
DATES COMPLETED AND YOUR SIGNATURE, WE WILL THEN PAY THE BENEFITS INDICATED,
SUBJECT TO POLICY PROVISIONS AND BASED ON THE PATIENT'S CONTINUED ELIGIBILITY.

YOU AND YOUR PATIENT ARE FREE TO PURSUE ANY TREATMENT PLAN YOU RECOMMEND.
PRETREATMENT REVIEW IS ONLY TO AVOID ANY MISUNDERSTANDING BETWEEN THE PATIENT,
THE DENTIST  AND THE INSURANCE COMPANY ABOUT BENEFITS PAYABLE.

WHEN TOTAL CHARGES ARE FOR LESS THAN $ 200 OR WHEN THE SERVICES TO BE PERFORMED  
  FOR EMERGENCY TREATMENT OR FOR DIAGNOSED CONDITIONS WHICH REQUIRE IMMEDIATE     
TREATMENT ACCORDING TO RECOGNIZED PROFESSIONAL STANDARDS OF CARE OR WHEN THE
TREATMENT PLAN INVOLVES ONLY THE USE OF AMALGAM, PLASTIC OR SILICATE PRETREATMENT
                                             REVIEW IS NOT NECESSARY.

3.

1.Important WE ARE SORRY, BUT IF THE CLAIM FORM IS NOT COMPLETED IN FULL AND SERVICES ARE NOT
COMPLETELY ITEMIZED, PROCESSING OF PAYMENT WILL BE DELAYED UNTIL ALL REQUIRED
INFORMATION HAS BEEN SUBMITTED.

EMPLOYEE AND DENTIST'S INSTRUCTIONS AND PROCEDURE CODES





ATTENDING DENTIST'S STATEMENT
PLEASE MAIL COMPLETED FORM TO:CHECK ONE:
FIRST REHABILITATION LIFE INSURANCE COMPANY OF AMERICADENTIST'S PRE- TREATMENT ESTIMATE
600 NORTHERN BOULEVARD
GREAT NECK,  NEW YORK  11021
(516) 829-8100

DENTIST'S STATEMENT OF ACTUAL SERVICES

1.  PATIENT NAME 2.  RELATIONSHIP TO EMPLOYEE 3.  SEX 4.  PATIENT BIRTHDATE 5.  IF FULL TIME STUDENT
SELF       SPOUSE       CHILD        OTHER M      F MO DAY YEAR SCHOOL CITY

6.  EMPLOYEE/SUBSCRIBER NAME 7.  EMPLOYEE/SUBSCRIBER
    

9.   NAME OF GROUP DENTAL PROGRAM
FIRST MIDDLE LAST SOCIAL SECURITY NO.

8.  EMPLOYEE/SUBSCRIBER MAILING ADDRESS 10. EMPLOYER (COMPANY) NAME AND ADDRESS

CITY, STATE, ZIP

11. GROUP NO. 12. LOCATION (LOCAL) 13. ARE OTHER FAMILY MEMBERS EMPLOYED? 14. NAME AND ADDRESS OF EMPLOYER IN ITEM 13
SOC. SEC. NO.EMPLOYEE NAME

NAME AND ADDRESS OF CARRIERIS PATIENT COVERED BY
ANOTHER DENTAL PLAN?

DENTAL PLAN NAME UNION LOCAL GROUP NO.15.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE OR STATEMENT
OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION,  OR CONCEALS FOR THE PURPOSE OF MISLEADING,  INFORMATION CONCERNING ANY FACT MATERIAL THERETO, 
COMMITS A FRAUDULENT INSURANCE ACT,  WHICH IS A  CRIME AND SHALL BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE STATED
VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.

I HAVE REVIEWED THE FOLLOWING TREATMENT PLAN.  I AUTHORIZE RELEASE OF ANY INFORMATION
RELATING TO THIS CLAIM.

I HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW- NAMED DENTIST
OF THE GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME.

DATESIGNED (PATIENT, OR PARENT IF MINOR) SIGNED (INSURED PERSON) DATE

NO YES IF YES, ENTER BRIEF DESCRIPTION AND DATES24.  IS TREATMENT RESULT OF16. DENTIST NAME
OCCUPATIONAL
ILLNESS OR INJURY?

25.  IS TREATMENT RESULT
       OF AUTO ACCIDENT?

17. MAILING ADDRESS

26.  OTHER ACCIDENT?

27.  ARE ANY SERVICES
       COVERED BY
       ANOTHER PLAN?

CITY, STATE, ZIP

(IF NO, REASON FOR REPLACEMENT) 29.DATE OF PRIOR20.  DENTIST PHONE NO. 28.  IF PROSTHESIS,IS
     

18. DENTIST (SOC. SEC. OR T. I. N ) 19.  DENTIST LIC.  NO.
THIS  INITIAL PLACEMENT
PLACEMENT?

21.  FIRST VISIT DATE IF SERVICES DATE APPLIANCES MOS. TREATMENTNO YES HOW 30.  IS TREATMENT FOR22.  PLACE OF TREATMENT 23.  RADIOGRAPHS OR
ALREADYORTHODONTICS?CURRENT SERIES MANY? PLACED REMAINING?MODELS ENCLOSED?OFFICE    HOSP    ECF    OTHER
COMMENCED,
ENTER

IDENTIFY MISSING TEETH 31. EXAMINATION AND TREATMENT PLAN - LIST IN ORDER FROM TOOTH  NO.1 THROUGH  NO. 32 - USE CHARTING SYSTEM SHOWN 

WITH " X " FORDATE SERVICETOOTH DESCRIPTION OF SURFACE
#   OR SURFACE (INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC) PERFORMED PROCEDURE FEE ADMINISTRATIVE

LINE NO. DAY YEAR NUMBERLET. MO. USE ONLY

32.  REMARKS FOR UNUSUAL
SERVICES.

TOTALI HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED.
FEE

CHARGED
DATE

MAX. ALLOWABLESIGNED (DENTIST)

DEDUCTIBLENOTE:  ALL  CLAIMS  OVER  $ 200  MUST  BE  PRE-APPROVED  BY  FRLICA.
CARRIERSMOUNTED  X- RAYS  MUST  BE  SUBMITTED  FOR  ALL  PRE - AUTHORIZED

CROWN,  BRIDGE,  ORTHODONTIA  AND  ENDODONTIA.   PRE   AND  POST
OPERATIVE X-RAYS MUST BE SUBMITTED ON ALL ROOT CANAL THERAPY.

CARRIER  PAYS

GDC-98 PATIENT  PAYS


