
XAetna Dental Benefits - Glaim Instructions

NOTE: INCOMPLETE CLAIM FORMS WILL BE RETURNED T0 YOU FOR MISSING INFORMATION. THIS wlLL DELAY THE PROCESSING OF THE CLAIM. FOR
FASTER, EASIER SUBMISSION OF CLAIMS, THE PROVIDER MAY CONTACT THE AETNA CLAIM PROCESSING CENTER FOR INFORMATION REGARDING
ELECTR0NIC CLA|l,l SUBMISSIONS.
TO THE EMPLOYEE - USE BLACK INK ONLY

1. Complete blocl$ 1-22 in full.
2. Complete blocks 23-27 only ifother dental coverage exisk.
3. Eecertain to sign the authorization to release information block 28.
4. lfyou wish to have your benefits for this claim paid directly to your denlist, sign block 29.

lf totalcharges for tre planned murse of treatment are expected to exceed the minimum Predetermination dollar amountstated in your dental plan booklel, il is
suggested iou file for Predetermination of Benefits. Aelna Dental will nolit your denlist of the benefits payable.
NOTE: YOUR DENTAL COVERAGE lS SUSJEGT TO SPECIFIC LIMITATIONS AND EXCLUSIONS. PLEASE REFER TO YOUR DENTAL BOOKLET FOR
DESCRIPTION OF COVERED EXPENSES, DEDUCTIBLE AND COPAYMENT INFORMATION, AND LIMITATIONS AND EXCLUSIONS.

TO IHE DENN$T - USE BLACK INK ONLY
1. Co|\4PLETED SERVICES - Check lhe box noted 'STATEIVENT 0F SERVICES RENDERED" and complete blocks 3048. When entering the featment plan on

the form, please indicate a separate fee for each individual seNice rendered.
2. PREDETERI\,IlNATl0N 0F BENEFITS-lf totalcharges forthis claim are to exceed lhe minimum Predetemination dollar amounl indicated in the employee's

DentalPlan Eooklet (and treatment is notemergency ii nature), Predetemination of Benelib is suggested. Check the box marked "PRE-TREATI\4ENT
ESTI[4ATE", and complete blocks 30-48.
NOTE: PREDETERMINATION 0F BENEFITS lS ONLY INTENDED T0 AV0l0 I/IISUNDERSTANDINGS BETWEEN THE EMPLOYEE, DENTIST AND
INSURANCE COMPANY CONCERNING BENEFITS PAYABLE. YOU AND YOUR PATIENT ARE, OF COURSE, FREE TO PURSUE ANY TREATMENT PLAN
YOU THINK 8EST.

3. lf the employee indicates that benefits should be paid directly to the dentist,lhese benefib will be sent directly toyou with a copy of the transaction tothe
emDloYee.

'X.rays taksn foi metsl restorslions snd crowns should be submitted with trsatment plan. They may also be requested lorother services. X.rays will be roviewed
by pnclicing Dentists and retumed pronptly.

TOTHE EMPLOYEE & DENTIST
send the completed benefits tequest and the bills to' 

l$li3ilh|*
Lexington, KY,0512"409{

GC-&13(3{n R+OD

lpanyofotherpersonf|esanapp|icationforinsuranceorstatementofdaim
Stnino anu hit*iitVfatse information or mncxials. for the oumose of inisleadino, inforinati'on conceirinq any fact materialttereto mmmib a fraudulent insuranceiiiit5iijnqa;iimiid;iiilatselntorrnaiionoimnriiii,foiitrepurposeotinisleading'inforinationconce|iringanyfactmateria|e

which is;cridre and $6jecls such pelson to.criminal and civil penalties.
ItinUon A*aniai, Lo'uiiiinilria West ViBinla Besidenli: Any pemon-who knowingly presenb a false_or lraudulent^claim for.paymenl of a loss or benefit or
knowinolvpresentsfalseinfomalioninanapplicAtiontorinsuranceisgurlty0laCnmeandmaybeSuDleCltotlnesanommlnemenllnpnson..
Anenfi6n Califomia, Ohio and Pennsylvania R€sidents: Any percon who klorvingly and wth intenl to delraud any Insurance.comp-any 0r dner percon lEs an . . ,
app|icationtorinsuranceorstatementofc|aimcontaininganymatenallyla|s€int0rmati0n0r'mncea|S.l0r1hepUrP0s€olm|s|ea0|ng.|nbImat|0nmncem|ng
thereto commits a fraudulenl insurance acl, which is a cflme and subFcls sucn peftlon to cflmnalano dvll penalles.
Attention Colorado ResidenE: lt is unlawful to knowinqly provide false, incomplete. or misleading facts or information l0 an insurance company l0r the purpose 0l
defraudino or attemDtina to defraud lhe companv. Penaltids may include imprisonment, fines, denial of insu€nce, and civil damages. Any insuranle @mp_any 0r agent oJ
aninsura6cecompanyivhokno!ving|yprovidesIa|se'inmmp|ete'ormis|eadingfact9oIinforrnationtoap0licyho|der0rc|aimanttor1h.epurpose'oldetra
to defraud the policyholder orclaimantwilh regard to a settlement 0r award payable trom insurance proceeds shallbe reponed t0ne uobraoo olvlslon ol nsurance wmln
the de0anmenl ol reoutalory aqenc€s.
Attenlion norida nEsiOents:"Any person who knowingly and with intent,to iniure, defraud, or deceive any insurer, files a slatement of claim or an application mntaining
anv lalse. rnmmolete ff msEadrna Inlormarcn s qu tY 0l arcbny 0lme mrc oeqree.
Adeniiori Xansis Residents: Ari'v oerson who ldolvinqlv and viith intent to iniuie, defraud or deceive any insurance mmpany or other person submils an enrollmenl form
ioihsuranceorstatementofc|aimbontaininganymatea[yfa|s€informationo.rconcea|s'forthepurpos€ofmis|eading'inforrilatio
mav nave v0la€0 $ale raw.
Aftantion Kertuckv Residents: Anv oerson who knowinqly and with intenl to defraud any insurance @mpany oI othel peFon files an application for insuranc€ or
ltatement of daim dlntaining any maldrially false informati6n or mnceals. for lhe punose of misleading, inform?tion mncerning any facl materialtherelo commits a
lftludulent rnsurance act, whrch s a cnme ano maY suDEd sucn pennn lo cnmnal ano c|v|| penafles.
nttentlon Miineand finnessee Residenis: lt.is a crfrme to klbwingly provide false, inmrirplete or misleading information to an insurance company for the purpose of
defraudino the comoanv. Penalties mav include imprisonment fines or denialof insurance benelib.
Attention"t{ew Jerbey-Residents: Ani.pgrson wfio includes any false or misleading inJormation on an application for an insurance policy or knowinglyfiles a slatement of
claim contarnrno anv talse 0r m|sleadrno Inbrmamn ts suDFct l0 cnmtnal ano ov Denaftes.
Attention NewYoik Residents: Anv 

-Derson 
who kno,,vinhly and with intenlto delraud any insurance company or olher person files an applicalion for insurance or

siaiement of claim mntainino anv matehallv false infomati6i, ormnceals for lhe purpose ofmisleadinq, infom-ation conceminq any facl material lhereto, commits a
fraudulent insurance act. which iS a crime, and shall be subiect to a civil Denaltv nol td exceed five thousand dollars and the stafed talue of the claim for each violation.
Anention North Carclina Residents: Anv Derson who knbwinqly and 'ivilh intent to iniure, defraud or deceive any insurance @mpany oI other person fles an application
forins'uranForstalernentofc|aimmntainin.ganymateria||yfa|s-e'informalionorconceab,for1hepurposeofmis|eading,informationmnminganyfadm
commrc afiauduEnt tnsurance act. wlrcn mav 0e a cnme ano su0pcls sucn Derson ocnmlna ano cMlpena|xes.
Atenlion Oklahoma R$idents: WARNING: Any percon who. kniMngly, arid with intelt to injure, defraild or deceive any insurer, makes any claim for lhe proce€ds of an
insurance oolic./ mntainino anvfals€. inmmDlete or misleadinq informat'on isouilty ofa felonv
Attention or€don ResiddntsiAnv oerson iiho with intent to i-niure, defraud oi debeive anv insurance mmpanyorother person submits an enrollmenlform for insumnceor
statemenl of cl:im containing any materially fals€ infomation of conceals for the purpose df misl€ading, infomaion conceming any fact materialthereto may have violated
state law.
Attention Puerto Rico Residenls: Anv Derson 'rrho knowinqlv and with the intention to defraud includes false information in an application for insurance or lile, assist or
abet in the ilinq of a ftaudulent daim to bbtain Davment of a l6$s or other benefit, or fles more than one claim for lhe same loss or damaqe, mmmits a felony and if found
ouiltv shallbe iunished for each violationwith a i'ne of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or imprisoned for a fxed
fend of three (3) years, or both. .lf aggravating.circumstance^s exist, the lixed jail term may be indeased to a maximum of live (5) years: and if miligating circumstances ar
Dresent. tne Hrl erm mav De reouceo rc a mnrmum 0l lwolz) Years.
Attention V6rmont Residonk: Anv o€rcon who knouiinqlv and with intent to iniure, defraud or deceive any insurance mmpany or oher person iles an application for
insUranceorstatementofc|aimmntaininganymateria]|yla]se'in'ormationorconcea|s,foIthepurposeof'niis|eading,informa1ioi]concemlnganyfactmateria||heto
mmmrc araudubnt Insurance act, wncn mav De a cnme ano may suoteclsucn Derson n cnmrnalano clvllpena|l]es.
Anenfon Viruinia Residents: Anv oerson who knorvinoly and wi{h intdnt to iniurb, defraud or deceive any insurance ompany or other person fles an application for
insurance qr slalement of claim codtdining any materia ffalse inform?tion or cdnceals,.for the.purpos€ of misleading. information mnceming any fact malelial lhereto
commrb afiauouEnl act. wnEn 6 a cnm€ ano suopcts sucn Derson rc cnmlnalano cMlDena[es.
Attention Washington Residenb: lt is a crirne ldknowingly-provide false, inmmplete, or misleading infomation to an insurance company forthe purpose of defrauding lhe
comoanv. Penanes Induoe monsonmenl lrnes, ano oenrar0T Insurance oener$.



XAetna Dental Benefits Request Mairto: 
fJ:#|fl*
Lexington, KY 405124094

TO BE COMPLETED BY EMPLOYEE. USE BLACK INK ONLY
1. Employels Name 2. Policy/Group Number

3 Employee's Aetna lD Number 4. Employee's Name 5. Employee's Birthdate (MM/DDNYYV

O. EActive ERetired
Date of Retirement

/. Employee's Address (include zip code) ! Address is new 8. Employee's Daytime Telephone Number
( )

9. Patient's Name 10. Patient's Aetna lD Number 1 1. Parient's Birthdate (M^tt/DD/yyyy 12. Patient's Relationship to Employee
n ser n Spouse n cniu E otner'13. Patient's Address (if different from employee) 14. Patient's Sex ltS. fuil Time Student

E tr,tate ! Fematel D tto E yes
16, Patient's Expected Graduation Date 17. Name of School City

18. Patient's Marital Status
I tvtanieo I Sinote

19. ls patient employed?
n llo ! yes

20. Name & Address of Employer

21. ls claim related to an accident?

! No ! Yes lf yes, date t i m e  _ ! a m l p m
22. ls claim related to employment?

E N o  D Y e s
23. Are any family members'expenses covered by another group health plan, group pre-payment plan

(Blue Cross- Blue Shield, etc,), no fault auto insurance, Medicare or any federal, state or local
government plan?

I tto n yes

24. lf yes, list policy or contract holder, policy or contract numbe(s) and name/address of
insurance company or administrator:

25. Membe/s lD Number 26. Member's Name 27. Member's Bi(hdate (MM/DDNYYY)

28. To all providers of dental care:
You are authorized to provide Aetna Lifu Insurance Company or one of its affiliated companies ('Aetna'), and any independent claim administrators
and consulting dental professionals and utilization review organizations with whom Aetna has contracted, inform;tion concerning dental care,
advice, treatment or supplles provided the patient. This information will be used to evaluate claims for dentat benefits. Aetna mat provide the
employer named above with any beneflt calculation used in payment ofthis claim for the purpose of reviewing the experience and operation of thepoliqy or conlract. This authorization is valid for the term ofthe policy or contracl under which a claim has beein submitteo.
I know that I have a right to receive a copy of this authorization upon request and agree that a photographic copy ofthis authorization js as valid asthe original.
Patient's or Authorized Person's Signature Date

29. I authorize payment of dental benefits to the dentist or supplier of service.
Patient's or Authorized Person's Signature Date

I U E tr UUMTLtr I trU trY UEN I I5I - USE ELACK INK ONLY
JU This is a reouest for:

fl Pre-Treatment Estimate Predetermination/Preauthorization Number E Statement of Services Rendered
31. Dentist's Name & Address (include zip code) 32. National Provider ldentifier 33. Dentist License No. 34 Telephone Number

( )
35Enterthetaxpayer ident i fy ingnumbertobeusedfor1099report ingpurposes.vouarerequ@

furnish your taxpayer identifying number.

36. FirstVisit Date Cunent Series 37. Place of Treatment

n otrice ! Hosp.
I EcF ! ottrer

38. iadiographs or models enclosed?
I N o  l y e s
low many?

ls treatment result of: No Yes lf yes, enter brief description and dates

39, occupational illness or iniury?
40. auto accident?
41. other accident?
42. Are any services covered by another plan?
43. lf prosthesis, is this initial placement? lf no, date of prior placement and reason for replacement
44. ls treatment for orthodontics? Date appliance placed:

No. of months of treatment:

Mos, of treatmenl remaining'

Initial Appliance Fee:

Monthly Fee:

Total Case Fee:
45. To expedite claim handling, identify

all missinq teeth with "X'
46. Examination and treatment plan. List

Tooth #
or Letter

lf Previously
Extracted, Give Date

Surface Description of Service (x-rays, prophylaxis, materials
used. etc,)

Date Service Performed
MM DD YYYY

Procedure
Number

Fee

47. I hereby certify that the procedures as indicated by date have been completed anO tnat tfre fees
submitted are the actualfees I have charged this patient and intend to accept for those
procedures.

Dentist 's Signature Date

48. National Provider ldentification
Total charge $ _
Amount  pa id  $  _
Balance due $ --


