Guardian
Group Dental Claims

*  The Guardian Lile lnsurance PO Box 2459 . B
GUARDIAN Company of Americs Spokane WA 99210-2459 Aﬁﬁﬂdlﬂg Dentist’s Statement
Patient Section
Check one: [J Dentists pre-trealment estimate [T Dentist's statement of actual services
1. Patient name 2. Refationship lo employee 9 Sex 4. Petient brthdate 5. i fulk time student
firsk mi bst st O chid K F MDD Yvyy school iy
¥ spouse  [J other
6. Employee’s name 7. Ei 2 Employee birthdale 9. Employes {company) 0. Grovp
and maifing address smﬂy Number MM DD YYYY rame and address mumber
H. Is pabient covered by another dental plan? 12-a. Name and address of carier(s). 12:-b. Group no.{s) 13, Name and address of employer
OYes OMo I yes, ndicate:
AUTHORIZATION 70 RELEASE INFORMATION - | hereby authorize any Provider, Insuses, or othes Organization | Signed (Patient of parent & minor) Date
to release any nformation regarding any inlormating regaiding the dental history, reatment, or benefits payable for
Ihis claim to the Plan Administratos or its authorized agend for the purpose of deleimining benelits payable.
AUTHORIZATION TO PAY BENEFITS TO DENTIST - | hereby authorize peyment diectly to the below named. | > 220 (Emplayce) Date
dentist of the dental benoffts otherwisoa payable to ma,
Signed {Patient or parent & mincr) Date

CERTIFICATION - | cerliy that the foregoing informetion is true and cormect.

Any person who knowingly arid with intent fo defraud any insurance company of other person files an applicalion for insurance or statement of daim contsining any
malerially false informalion, or coneeals for the purpose of misleading, information concerning any fact maleriad thereto, commits a fraudulent insurance act, wﬁich sa

crime.

Dentist Section
14, Dentist 22 Is frestment result No I yes, enter bri pti
name osf pooit Yes [If yes, brief description and dales.
Rness of injury?
15. M, add 23, Is realment a resul
Mafing address :fanbamidonl?
24. Other accident?
City, Stale, 7p 25. Are any services
covered
am&ugn? .
16. Dentis? Soc. Sec. or T.IN, 17. Dondict Bcense no. 18. Danlict no. 2. If is, is roason for ) ] '
phone mg‘;lﬁﬁss, {if no, replacement) 27. Date of prior
visit dal l akeady apphances
139, Firsl visit dale 20. Place of bealtment 21. Hadographs of No |Yes | How |28, Is treatment for M sarvices Dale Mos, treabmeat
current sofios [Uﬂi:ell-losp ECF IOlhar modsts enclosed? many? ! orthodentics? wg:pemed placed re;n”'anmg
. enter:
o . 29.Exam’m{iunandheahnentphtListhorderhm!ooﬂlm.ﬂhmughhohno.sz-Useﬁedmfmsyetemshown. Fi
Idently misshg leeth wih an "' [Toogh | Surace | Desciption of senica Dele service Procedure Fee sdministrative
Yor {nclkxding x-rays, prophykaxis, matesial nsod, ete ) perfomiad number use only
letter Eine No. me.  day  year
; - |
: - |
3 | | !
1 | I
5 i I
p T 1 ]
7 P E
1 J )
8 L ,'
9 Pt l
10 I I
i 1 I
i2 ! ! !
13 : : :
1 | | I
FACIAL 15 } : I
30. Remarks for unissual senvices ] i :
—1 i
- !
{ | |
P |
I hereby certify hat the procedures as indicated by dale have been completed and thal the foes submitked Total Fee |
ate the rotual fees | have charged and intend I coflect for those procedsires. Charged
Signied [Dentis) Date May afiowable
Deducdible
Carrier %
oL Carrier pays
GGC5/ {11/99) _ , _ Patient pays



INSTRUCTIONS

FOR THE EMPLOYEE FOR THE DENTIST
1. Please answer all questions in Part | entied *TO BE For claims involving Predetermination of Benefits:
COMPLETED BY EMPLOYEE".

2. Sign and Date the "Authorization to Release Information”.

3.  If you wish to have your benefits paid direcily to the Dentist,
sign and date the "Authorizalion to pay Benefits to Dentist™

I authorized, payment will be made directly to your Dentist. A
copy of the payment will be sent fo you for your records.
Otherwise, payment will be made directly to you.

4. Ifthe patient has coverage under any other group of
Government plan, submit the same bills fo the other plan at

the same ime.

procedure.

before the work is done,

1. Complete the section “TO BE COMPLETED BY ATTENDING
DENTISTS". Be sure to itemize charges for each proposed

2. Guardian will review the Featment plan and will provide the
estimate of benefits payable.

3. Review the form and benefit estimates with your patient

4. Whenyou complete treatment, retum the form with the
treatment dates compleled and your signature.
For claims not involving Predetermination of Benefits:

1. Complete Part 1. Be sure to date and ltemize charges. Send
this form with Pre-treatment X-rays to Guardian.

2.  Sign and date bottor of claim form when work is completed.

- PLEASE NOTE: IF THE CLAIM FORM IS NOT COMFP
PROCESSING OF PAYMENT WILL BE DELAYED UNTIL

LETED IM FULL AND SERVICES ARE NOT COMPLETELY ITEMIZED,
ALL REQUIRED INFORMATION HAS BEEN SUBMITTED.

DENTAL PROCEDURE REFERENCE LIST

1. DIAGNOSTIC/GENERAL L RESTORATIVE (Con'l)
Examinations Crowne-Singhe Resterations Only
0110 Inifial Oral Exammnation 2710 Phste facrykc)
0120 Petiodic Oral Examination 7711 Plaste prefabrcated
2720 Phstewithgod .
Rediographs 27 Plastic with non-precious metal
0210 ~ Intraoralcomplole seres 2722  Plastic with semi-precious metal
{mchiding bitewings) 2750 Pocchnwihgod
0220  Intraoral single, forst film 275t Porcelain with non-precious meltal
0230  Intracrateach additional fim 2752  Porcelan with semiprecious melal
0272 Biewing, wofims 2790 Gold ful cast)
0274 Bitewing, jour fms st | Homprmiousmelal- fuH cast
0330  Panowmic-maxiacy and mandibularsingled 2782 Semeprecious reveal - full cast
fim ' 2810 Gold {34 casl
2830 Skeinless stecl
1), PREVENTIVE 2891 Post and core in addition
Dental Prophylaxis Gncluding sealing and 2892 Stelpostandcomposie  foshove
polishing} or amalgam per tooth
1110 Adulls .
1120 Children under 14 Other Restorafive Services
2910 Recement intays
Fluoride Treatments 2920  Recementcrowns
Topical application of sodium fluoside, four
treatmonts V. ENDODONTICS
1210 Excloding prophylads Pulpotomy (sxciuding restoration)

Topical application of stannous fluoride, ore
froatment
1220 BExcluding prophylods

1515
1520
1525

Amalgam Restortions {permanent teeth)
240 Amalgam-ono surface

2150 Amalgam-hwo sufaces

2160 Amalgam-hree sinfaces

2161 Amalgam-four suriaces

Silicona Restorations
2216 Shcale cemment-per restoration

Filled or Unfilled Resin Restorations

2330 ComposRe esin-one surface

2321 Composie resin-iwo surlaces

2332 Composite resit-three surfaces

2335 Composite fesin,invalving incisal angle

GoH Inlay Aestorations
2529 Inlay, goldtwo surfaces
2530 Inlay, gokithree sufaces

3220 Therapeulic puipolomy

Root Canal Therapy {includes treatment plan,
clinical procadures, and follow-up care;
excludes restoration)

3310  Onecanal

3300 Twocanals

8330  Thioe canals

Periapical Services
3410 Apcoectomy, performed as a separate
suvgical procedure

V. PERIDDONTICS

Surgical Serrices L
4210 Gngm:amv or gingivoplasty, per
4260  Osseous sucgery per quadrant
Adjunctive Services
£330 Occhusal adiustment fimited: not including

restoration)
Occlusal adjustment {compiete, not
mvolving 1estorafien)
Root Planing, entirz mouth
Root Planing, per quadrant

433§

4340
434

Miscellaneous Services

4910 Periodontal prophyiads {pericdontal
maintenanco procedutes folowing active
periodental thesapy)

Wi. PROSTHODONTICS-REMOY. (Con't)
Parlial Dentures

521 mgan withou! chasps
pper

2 lowerwilhout chsps

Upper with two chrome clasps, wih rests
Lowes with two cheome clasps, with rests
1 owes with chrome Bnqual bar and wo
clasps, acrylic base

Lower with chiome Bngual ber and two

cast base
5261  Upper with chrome palate) bar and lwa

Lower wih chiomo palatel bar and two
clasps, cast base '

Adjustments ko dentures (6 mos. after
instaliation ot by denfist other than dentist
widing appli
10 e denture
5421 Partial dentwre (upper]
5122 Patial denture

air broken complels or parial denture
5510  Noleeth damage.‘lP partal
5520  Heplace one tooth
5630 Rephace additional teeth, each ooth
5640  Replace broken toolh on denture, no

other repairs
al;gg'fg 1octh to partial Yo replace axtracted
5550  Each kooth pot ivolving cla
220 Each booth oo oap
5730 Felining upper of lower complete denture
5740 ing eppar of lower parial denture
otfice

5750 ining uppot of kower complete dentura

5760 %Twmmlmm

VI PROSTHODONTICS-FIXED [Con't)
6750 Porcehin fused fo god
5751  Poreehin fused to non-precious metal
6752 Porcokin fused to semi-precious metal

precou
Semt-precious metal (uit cast)

Other

SOIVices
6930 Pecement bridge

VIl ORAL SURGERY
{AH procedures include local anesthesia and
postopetative care)

Simple exiractions
7110 Single tooth
7120 Each addlionailooth

Surgical Extraclions

7210 Erupled tooth

7220  Soft lissuo impaction

7230  Parfial bone impachon

7240  Compiete bony impaston

7241 Complele bony impaction presenting
unusual dificully and circumsiances

Alvsoloplasty {surgical preparation of ridge for
denlures), per quadrant -

7310 In cononclion with extractions

7320 Not in conjunction with extractions

V1. PROSTHODONTICS-AREMOVABLE

Complete Dentures
5110  Gomplele upper
5120 Complete lower
5130 Immediate upper
5440  Immediste kower

VI PROSTHCDONTICS-FDED
Fixed Bridges

god
Gast-non-precious
Gasl-semk-precious
Porcelan fused to goid
Porcelin fased o non-preciois metal
Poscelain fused to semi-precious metal
Plastic to gol
Plastic pocessed to non-precious melzl
Plaste processed fo semi-precious melal

Abutments

6520 Two surfaco goid inlay

6530  Thiee or more suface goid infay
6540  Gold mlay, (onkying cusps)

Crowns

6710 Plastic {actyfic}

6720 Flaste processed fo gold

672t  Flastic pricessed to non-preciovs metal

6722 Plastic processed lo semi-precions melal

DL ORTHODONTICS
Comprehensive Full Banded Treatment
8020 Profminary Study finchiding

ic radiographs, diagnostic
tasts and treqtment plan} and first month
of active treatment inchidmg el active and
relention apphances
Active hreatment, pet month after fast
month

Cthor Orthedontic Treatment

8030

Appliances for Tooth Guidance
2110 Removable
8120 Fixed or cemented

Appliances to Control Hasmful Habits
8210 Removable
8220 Fixed or cemented

%. ADJUNCTIVE SERVICES
Emergency Treatment
9110 Pdliafive {emergency) reatment of dental
pain, MmN proceduies
9220 Genetal anesthesia




