                                                                                                                                  PRIVATE 
MAIL TO: Meritain Health 

Central Michigan University
     P.O. Box 30126

PLAN NO.:922
Lansing, MI  48909
 EMPLOYEE INFORMATION



| PATIENT INFORMATION

  NAME:






|  PATIENT’S NAME (First, Middle, Last)
| RELATIONSHIP
  |    SEX
|    BIRTHDATE

  ADDRESS:





|



|  Self   Spouse  |  F  M
|   MO/DAY/ YR
 






|  



|  Child  Other
  |   
|








|___________________________________________________________________







|  PATIENT'S ADDRESS  (If different than Employee's)


  PHONE:  (                 )




|

________________________________________________________
|____________________________________________________________________

  SOCIAL SECURITY NO.




| Is the patient a full-time student?      Yes      No

________________________________________________________
| If Yes, Name of School:

 Is patient covered by other DENTAL insurance?   Yes    No
| Was condition related to:
| If an accident - give date

 Insured's Name:_________________________________________
|  A.  Patient's employment? 
| Description (how and where):

 Name of the Employer providing Dental insurance:


|         Yes    No
|  

  _____________________________________________________
|  B.  An accident?

|

 Name of Insurance Company:_____________________________
|         Yes    No
|                                                                                            

 Policy No.:_____________________________________________
| I authorize the release of any DENTAL information relating to this claim.

________________________________________________________
|

 I authorize payment of DENTAL  benefits to the Dentist or               
|    

 supplier of services.





| 

                     AUTOMATIC ASSIGNMENT                             
 
|                                                                                   
              

        

 Signed (Patient or Authorized Person)



|   Signed (Patient or Authorized Person)


Date

DENTIST INFORMATION

PLEASE DO NOT SEND X-RAYS,   MERITAIN  WILL REQUEST IF NEEDED.

  DENTIST NAME





|  Is treatment result of an
|    Yes
|     No
| If yes, give description and dates.

  






|  occupational illness or
|
|
|

 COMPLETE MAILING ADDRESS:



|  injury?


|
|
|

  






|  Is treatment result of an
|
|
|








|  auto accident?

|
|
|








|  Other accident?

|
|
|

  PHONE NUMBER :  (                 )



|  Are services covered by 
|
|
|








|  another plan?

|
|
|








|


|________|_______|______________                              

DENTIST SS# OR TAX ID #   
DENTIST LICENSE #

|  If prosthesis is this initial
|
|
|If no, reason for placement and date







|  placement?

|
|
|of treatment.



Date of first visit
|
Place of treatment 

| Radiographs or models enclosed?
|
|
|Is treatment for Orthodontics?
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1


|   OFF   |   HOSP  |  ECF  |  OTHER
|    Yes      No


|                |    
|     Yes     No                                  |      Examination and Treatment Plan - List in order from Tooth #1 - 32 - Use Charting System




| Tooth
| 
|          DESCRIPTION OF SERVICE
|   Date Service
|  

|       

|     |  # or
| Surface
|          (Including x-rays, prophylaxis,
|     Performed
|  PROCEDURE
|

|     | Letter
|
|          materials used, etc.)
     
|  MO  /DAY  /YR
|         CODE
|           FEE
|

|
|
|1



|

|

|

|

|
|
|2



|

|

|

|

|
|
|3



|

|

|

|

|
|
|4



|

|

|

|

|
|
|5



|

|

|

|

|
|
|6



|

|

|

|
| If Orthodontic services have already commenced, please provide dates, months, etc.

|

|
| Appliance Placed:








| TOTAL:

|
| Treatment Remaining:









|
| I hereby certify that the procedures as indicated by date have been completed.




|

|_____________________________________
______________



|

| Signed





Date





| 

PLEASE READ CAREFULLY:

  1)  Each time you go to the dentist, take this form with you.

  2)  COMPLETE the EMPLOYEE and PATIENT information .

  3)  SIGN the authorization to release dental information.

  4)  PRE-TREATMENT ESTIMATE - If you are likely to incur dental expenses over $200, 

       request the dentist to file a Pre-Treatment Estimate.

MERITAIN PHONE NUMBER:  1-800-748-0003
