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

Assignment

Request for
Review

Pretreatment
Review

Important

=

w N

3.

FOR THE EMPLOYEE

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

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

. 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.

. 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.

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

. 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.
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.

. 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.

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.

- 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



1. Diagnostic/ General

Exominations

0110 Initial Oral Examination

0120 Periodic Oral Examination

Radiographs

0210 Introoral-complete series
(including bitewings)

0220 Intraoral -single, first tilm

0230 Intraoral-each additional film

0240 intraoral-occlusal, single, first
film

0250 Extraorol-single, first film

0260 Extracral-each additional film

0270 Bitewing, single film

0272 Bitewing, two fiims

0273 Bitewing, three films

0274 Bitewing, four films

0330 Panoramic-maxillary and
mandibular-ungle film

0340 Cephalometric radiograph

Tests and Loboratory Examinations
0420 Cories susceptibility tests
0460 Pulp vitality tests

0470 Diagnostic cost

It. Preventive

Dental Prophylexis

1110 Adults

1120 Children under 14

Fluoride Treatments

Topical application of sodium fluoride,

four treatments;

1210 Exciuding prophylaxis

1211 Including prophylaxis

Topical opplication ot stannous

tiuoride, one treatment

1220 Excluding prophylaxis

1221 including prophylaxis

Topicol application of acid tuoride

phosphate, one treatment:

1230 Excluding prophylaxis

1231 inctuding prophylaxis

Spoce Maintainers

1510 Fixed, unilateral type

1515 Fixed, bidateral type

1520 Removable, uniloteral type

1525 Removable, biloteral type

1550 Recementation of space
maintainer

i, Restorative

Amalgam Restorations (deciduous teeth)

2110 Amalgom one surface

2120 Amalgem-two surtaces

2130 Amalgam-three surfaces

2131 Amalgam-four surfaces

Amolgom Restoraotions {permanent

teeth!

2140 Amalgam-one surtace

2150 Amolgam two surfaces

2140 Amoalgam-three surfoces

2161 Amalgam-tour surfaces

2190 Pin retention, exclusive of
omalgam

Silicote Restorations

2210 Silicate cement-per restoration

Acrylic or Plastic Restorations

2310 Acrylic or Plastic

2330 Composite resin-one surface

2331 Composite resin-two surfaces

2332 Composite resin-three surfaces

2334 Pin retention, exclusive of
composite

2335 Composite resin, involving incisal
angle

Gold inlay Restorations

2510 Inloy, gold-one surface

2520 inioy, gold-two surfoces

2530 inlay, gold-three surfaces

2540 Onlay; {in addition to above-
per tooth)

Porceloin Restorotions

2610 Intay, porcelain

Crowns-Single Restorations Only

2710 Plastic (acrylic)

2711 Plastic-prefobricated

2720 Plastic with gold

DENTAL PROCEDURE REFERENCE LIST

Below is a partial listing of dental procedures (adapted from the American Dental Association Uniform Code on Dental Procedures and Nomenclature). Procedures not listed
below should be reported in terms of the ADA uniform code or by a narrative description The lead 2ero (0) has been omitted. This list is provided for reference in completing
the claim form only and is not a substitute for the group insurance contract.

272} Plastic with non-precious meta!

2722 Plastic with semi-precious metal

2740 Porcelain

2750 Porcelain with gold

2751 Porceloin with non-precious
metal

2752 Porcelain with semi-precious
metal

2790 Gold (full cast)

2791 Non-precious metal - full cast

2792 Semi-preciovs metal - full cast

2810 Gold (# cast)

2830 Stainless steel

2891 Post and core in oddition
2892 Steel post and to above-
composite or per tooth

amaigam

Other Restorative Services

2910 Recement inloys

2920 Recement crowns

2950 Crown build-ups - pin retained

V. Endodontics

Pulp Capping (excluding restoration)

3110 Puip cap-direct

3120 Pulp cap-indirect

Pulpotomy (excluding restoration)

3220 Vital pulpotomy

Root Canal Therapy (includes

treatment plan, clinical procedures,

and tollow-up core; excludes

restoration}

3310 One conal

3311 One conal (in conjunction with
apicoectomy}

3320 Two canals

3321 Two canals (in conjunction with
opicoectomy)

3330 Three canals

3331 Three canals (in conunction with
apicoectomy!

3350 Apexitication

Periapical Services

3410 Apiccectomy, performed os o
separate surgical procedure

V. Periodontics

Surgicat Services

4210 Gingivectomy or gingivoplasty,
per quadront

4220 Gingival curettage, and root
planing, per quadrant

4260 Osseous surgery, ‘per quadrant

4261 Osseous graft-single site
including flap entry and closure
and donor site

4262 Ossecus graft-multiple site
including tlop entry and closure
and donor site, per quadrant

Adjunctive Services

4330 Occlusal adjustment (limited;
not involving restoratian)

4331 Occlusal adjustment (complete;
not involving restoration)

4340 Periodontal scaling (12 or more
teath)

4341 Periodontal scaling (fewer thon
12 teeth)

Miscelianeous Services

4910 Periodontal prophylaxis

Vi. Prosthodontics- Removable

Complete Dentures

5110 Complete upper

5120 Complete lower

5130 immediote upper

5140 immedia’s lower

Partial Dentures

Acrylic Base

5211 Upper without closps

5212 Lower without closps

5215 Upper with two gold dasps,
with resis

5216 Upper with two chrome clasy.-,
with rests

5217 Lower with two gold closps,
with rests

5218 Lower with two chrome clasps,
with rests

5230 Lower with gold lingual bor and
two clasps, acrylic bose

5231 Lower with chrome linguol bar
and two clasps, acrylic bose

5240 Lower with gold lingual bar and
two closps, cast base

5241 Lower with chrome lingual bar
and two clasps, cast bose

5250 Upper with gold palotal bar
and two clasps, ocrylic base

5251 Upper with chrome palatal bor
and two clasps, acrylic base

5260 Upper with gold palatal bar
ond two closps, cast base

5261 Upper with chrome palatal bar
and two closps, cast bose

Removable unilateral partial denture,

clasp oftachments; per unit including

pontics

5280 One piece gold casting

5281 One piece chrome casting

Full Cast Partial Denture

5291 Upper with two gold clasps

5292 Upper with two chrome closps

5293 lower with two gold clasps

5294 Lower with two chrome clasps

5320 Each odditionol tooth {appli
to 5291-5294 only)

Adjustments 1o denture (6 mos. after

instollation or by dentist other than

dentist providing appliances)

5410 Complete deniure

5421 Partial denture {upper)

5422 Partial denture (lower)

Repair broken complete or partial

denture

5610 No teeth damaged

5620 Replace one broken tooth

5630 Replace additionol teeth, each
tooth

5640 Replace broken tooth on
denture, no other reparrs

Adding teeth to partiol to replace

extracted tooth:

5650 Each tooth not invalving clasp

56680 Each tooth involving clasp

5670 Reottaching damaged clasp

5680 Replocing broken closp with
aew clasp

5690 fach additional broken clasp
with rest

5730 Relining upper or lower complete
denture (office reline)

5740 Relining vpper or lower partial
denture {office reline}

5750 Relining upper or lower complete
denture (loboratory)

5760 Relining upper or lower partiat
denture {labaeratory)

5850 Tissue conditioning

Vil. Prosthodontics - Fixed

Fixed Bridges

Bridge Pontics

6210 Cast gold

46211 Cast - non-precious

6212 Cast - semi-precious

6220 Slotted (Steele’s) facing

6230 Slotted {Tru) Pontic

6240 Porcelain fused to goid

6241 Porcelain tused to non - precious
metal

6242 Porcelain fused 1o semi-precious
metal

6250 Plastic processed to goid

6251 Plostic processed to non-
precious metal

6252 Plastic processed to semi-
precious metal

Abutments

6520 Two surtace gold inloy

6530 Three or more surface goid inlay

6540 Gold inlay, {onlaying cusps)

Repairs

Replace broken pin focing:

6610 With slotted (Steele’s) or other
facing

6620 Where post is intact

6630 Where post backing is broken

6640 With acrylic

6450 Replace broken Pontic

Crowns

6710 Plastic {ocrylic)

4720 Plostic processed to gold

6721 Plostic processed to non-
precious metal

6722 Plostic processed to semi-
precious metal

6740 Porceloin

6750 Porcelain fused to gold

6751 Porcelain fused to non-precious
metal

6752 Porcelain fused to semi-precious
metol

6780 Gold ($ cast)

6790 Gold (full cost)

6791 Non-precious metal (full cast)

6792 Semi-precious metal (fuil cast)

Other Services

6930 Recement bridge

6960 Dowel pin (in addition to crown
per tooth)

Viil. Oral Surgery

(Al procedures include local
anesthesia and postoperotive care)
Simpie extractions

7110 Singie tooth

7120 Each additional tooth

Surgical Extractions

7210 Erupted tooth

7220 Soft tissue impaction

7230 Partial bony impaction

7240 Complete bony impaction

7241 Complete bony impaction
presenting unusual ditficulty
and circumstances

Other Surgicat Procedures

7285 Biopsy of oral tissue: hard

7286 Biopsy of oral tissue: soft

Alveoioplasty (surgical preparation of

ridge for dentures), per quadrant:

7310 in conjunction with extractions

7320 Not in conjunction with
extractions

tX. Orthodontics

Comprehensive Full Banded Treatment

8010 Preliminary Study (including
cephalometric radiographs,
diagnostic casts and trectment

lon

8020 First month of octve treatment
including all active and retention
appliances

8030 Active trectment, per month
atter first month

8040 Retention treatment per visit

8050 Examination, treatment, or
ndjustment of appliance, per
visit

Other Qrthodontic Treatment

Appliances for Tooth Guidance

8110 Removaobie

8120 Fixed or cemented

Applionces to Control Harmful Habits

8210 Removable

8220 Fixed or cemented

Orthodontic Retention Appliances

8310 Removabie

8320 Fixed or cemented

Adjunctive Services

Emergency Trectment

2110 Polliative (emergency) treatment
of dental pain, minor proceduras

9220 General anesthesia

9610 Therapeutic drug injection,
antibiotics only



ATTENDING DENTIST'S STATEMENT

CHECK ONE:
DENTIST'S PRE- TREATMENT ESTIMATE
DENTIST'S STATEMENT OF ACTUAL SERVICES

PLEASE MAIL COMPLETED FORM TO:

FIRST REHABILITATION LIFE INSURANCE COMPANY OF AMERICA
600 NORTHERN BOULEVARD

GREAT NECK, NEW YORK 11021

(516) 829-8100

1. PATIENT NAME

SELF ; SPOUSE ; CHILD ; OTHER

2. RELATIONSHIP TO EMPLOYEE 3.

SEX

IF FULL TIME STUDENT
SCHOOL

4. PATIENT BIRTHDATE 5.
MO DAY | YEAR

CITY

7. EMPLOYEE/SUBSCRIBER
SOCIAL SECURITY NO.

6. EMPLOYEE/SUBSCRIBER NAME

FIRST MIDDLE LAST

9. NAME OF GROUP DENTAL PROGRAM

8. EMPLOYEE/SUBSCRIBER MAILING ADDRESS

10. EMPLOYER (COMPANY) NAME AND ADDRESS

CITY, STATE, ZIP

14. NAME AND ADDRESS OF EMPLOYER IN ITEM 13

ANOTHER DENTAL PLAN?

11. GROUP NO. 12. LOCATION (LOCAL) 13. ARE OTHER FAMILY MEMBERS EMPLOYED?
EMPLOYEE NAME SOC. SEC. NO.
15. IS PATIENT COVERED BY DENTAL PLAN NAME UNION LOCAL GROUP NO. NAME AND ADDRESS OF CARRIER

VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.

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

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

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

SIGNED (PATIENT, OR PARENT IF MINOR) DATE

SIGNED (INSURED PERSON) DATE

16. DENTIST NAME

2 NO |YES | IF YES, ENTER BRIEF DESCRIPTION AND DATES

&

IS TREATMENT RESULT OF
OCCUPATIONAL
ILLNESS OR INJURY?

17. MAILING ADDRESS

2!

o

. IS TREATMENT RESULT
OF AUTO ACCIDENT?

26.

=3

OTHER ACCIDENT?

CITY, STATE, ZIP

2

~

ARE ANY SERVICES
COVERED BY
ANOTHER PLAN?

20. DENTIST PHONE NO.

28. IF PROSTHESIS,IS (IF NO, REASON FOR REPLACEMENT)  29.DATE OF PRIOR

18. DENTIST (SOC. SEC.ORT.I.N) 19. DENTIST LIC. NO.
THIS INITIAL PLACEMENT
PLACEMENT?
21. FIRST VISIT DATE 22. PLACE OF TREATMENT 23.| RADIOGRAPHS OR NO | YES| HOw | 30. IS TREATMENT FOR IF SERVICES DATE APPLIANCES ~ MOS. TREATMENT
CURRENT SERIES OFFICE, HOSP, ECF , OTHER MODELS ENCLOSED? MANY? ORTHODONTICS? ALREADY PLACED REMAINING?
! ! ! COMMENCED,
: : : ENTER
H : H
IDENTIFY MISSING TEETH 31. EXAMINATION AND TREATMENT PLAN - LIST IN ORDER FROM TOOTH NO.1 THROUGH NO. 32 - USE CHARTING SYSTEM SHOWN
WITH ™ X TOOTH DESCRIPTION OF SURFACE DATE SERVICE FOR
raciaL # OR | SURFACE (INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC)| PERFORMED PROCEDURE FEE ADMINISTRATIVE
LET. LINE NO. MO. DAY YEAR NUMBER USE ONLY
rFaciaL
32. REMARKS FOR UNUSUAL
SERVICES.
| HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED. TOIIEAIIE_
DATE CHARGED
SIGNED (DENTIST) MAX. ALLOWABLE
NOTE: ALL CLAIMS OVER $ 200 MUST BE PRE-APPROVED BY FRLICA. DEDUCTIBLE
MOUNTED X- RAYS MUST BE SUBMITTED FOR ALL PRE - AUTHORIZED CARRIERS
CROWN, BRIDGE, ORTHODONTIA AND ENDODONTIA. PRE AND POST CARRIER PAYS
GDC-98 OPERATIVE X-RAYS MUST BE SUBMITTED ON ALL ROOT CANAL THERAPY. PATIENT PAYS




