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1. Please answer all questions in Part | entitled “TO BE
COMPLETED BY EMPLOYEE".

2. Sign and Date the '‘Authorization to Release Informa-

3. If you wish to have your benefits paid directly to the Den-
tist, sign and date the '*Authorization to pay Benefits to

Dentist’’.

If authorized, payment will be made directly to your Den-
tist. A copy of the payment will be sent to you for your
records. Otherwise, payment will be made directly to

you.

4. If the patient has coverage under any other group or
Government plan, submit the same bills to the other plan

at the same time.

For claims involving Predetermination of Benefits:
i. Complete the section “TO BE COMPLETED BY AT-
TENDING DENTIST''. Be sure to itemize charges for

each proposed procedure.

2. CoreSource, Inc. will review the treatment plan
and will provide the estimate of benefits

payable.

3. Review the form and benefit estimates with your patient

before the work is done.

4, When you complete treatment, return the form with the
treatment dates completed and your signature.

For claims not involving Predetermination of Benefits:
Be sure to date and itemize charges.
2. Sign and date bottom of claim form when work is com-

1. Complete Part Il.

pleted.

PLEASE NOTE:

I. DIAGNOSTIC/GENERAL

Enxamingtions
0110  initial Orel Examination
0120  Periodic Oral Examination

Fadiographs

0210 intraoral-complata serien
(including bitewings)

0220 iniracrai-singie, firal film

0230 intrsoral-sach sdditional film

0272 Bitewing, two filma

0274  Bitewing. four filma

i~

Il. PREVENTIVE

Dentai P i (i
1110 Adults
1120 Chiidren under 14

scaling &

Flucride Traatments
Topecal spplicaton of sodium flucride, fowr trastments
1210 Excluding prophylazis

Topical application of stanncut fuoride, one trestment:
prophylaxie

1220 Excluding

Spece

1510 Fined, uniateral typs
1515 Fized, bisternl typs

1520 Remcvable. wnilatersl hype
1625 Removable. bilstersi fype

Ill./Restorative (Con't)

Crowns-Single Rastorations Only

2710 Plastic (acrylic)

2711 Plastic-prefabricated

2720 Plastic with gold

2721 Plaatic with non-precious metal
2722 Plastic with semi-pracious metal
2780 Porcalain with gold

2781 Porcelain with non-precious metal
27582  Porcalain with semi-preclous matal
2790 Gold (full caet)

2781 Mon-pracious metal - ull cast
2782 Seml-precious matal - hull caat
2810 Gold (% cast)

2830 Siainless slesl

2891 Postand core In addition
092 .‘Jlul postand 1o sbave-
o of par loath

lmlﬂm

Other Restoralive Bervicea
2910  Recemeni inlays
2020 Aecement crowns

IV. ENDODONTICS

3220 Therapeutic pulpotomy
Root Canal Therapy {includes tresiment plan, clinical
procedures, and lolow-up care; exchudes restoration)

3310 One canal
3320  Two canals
3330 Thres ranals

Services

lI./RESTORATIVE

a = testh)
2110 Amaigam-one surfacs
2120  Amsigam-two surfaces
2130 Amaigem-thies surfaces
1eeth)

2140  Amsigam-one surlace
2150 Amaigam-reo suriaces
2180  Amaigam-thres surlaces
2181 Amalgam-low serfaces

Siicate Ruslorations
FZ10  Silicate comen-per rasioration

Filled or Unfilled Resin Resioralions

#33  Composite resin-one surlace

2331 Composfe resin:two surfaces

2212  Compoatte resin Thres surlsces

233  Comgosfie reab, Invohing incisal angle

Gold inlay Rasloraliony

2820 inlay, goid-two surfaces
2530 nlay, goid-thes sufaces

TMIOr Api ot d ms & nop
wurgicsl procedure

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.

V1. Prosthodontics-Remov. (Con't)

Partial Dentures

5218 Upper with two chroma clasps, with resls

5218 Lower with hwo chroma claspe, with rests

5231 Lower with chrome lingual bar snd two clasps,
sCrybc base

5241 Lower with chrome lingual bar and two claspa,
cesl bass

£281  LUpper with chrome patatsl bar and two clasps,
acrylic base

5287 Upper with chrome palatal bar and two clasps,
cast base

Adjgstmants 1o denturss (8 mos. after iInalallation or by den-
tigt other then dentist providing appiances)

5410 Complete deaturs

5421 Partial dentors (opper)

5422 FPartia! denturs (lower)

Repair brokan compists or partial dentura

S810 Motesth

SE20 Replscse one broken looth

5630 FReplsce scdwtional teath, sach tooth

5840 FRspiace broken footh on denture, no other repairs

Adding teath to partial 1o replace extracted looth:

5850 Each tooth not involving clasp

5880 [Eachlooth imvolving clasp

5730 Relning spper o lower complets denture (office relina)
5740  Relining spper or lower partial denture {office reline)
5750 Relining upper or lower cn«vl-u denture Mllﬂ'\']

Vil. Prosthodontics-Fixed (Con't)

B7TB0  Gold (% cast)

6790  Oold (hull cast)

8791 MNoa-precious metal (full cast)
8782 Sami-precious metal (full cast)

Other services
2830  Recement bridge

Vill. ORAL SURGERY

(Al procedures inciude local snesthesia and postoperalive
care)

Simgie sxtractions

7110  Single tooth
T120  Esch additional tooth

Sergical Extractions
T210  Erepted tooth

T2 G sl
difficuity and circomaiances
= of ridge for dentursd).
P qussrant

T30  Inconjunction with sxiractions
TIX0 Mol i conjuntion with sxtractond

IX. ORTHODONTICS

V. PERIODONTICS

Surgical Services
4210 O par
4260 Osssous l-low [ qulﬂ anl

Adjunclive Bervices

4330  Occlusel adjustment (Hmited; rol
involving restoration)

4331 Occlusal adjusimant {complsts; not
invoiving restoralion)

4340 Aoot Planing, entire mouth

4341 FAoot Planing, per quadrant

Miscellanacus someu
4BI0  Parodontsl p
[ aclive therapy)

Vi. PROSTHODONTICS-REMOVYABLE

Compleie Dentures
5110 Complets upper
5120  Complele lowst
5130 immadiale upper
6140  immadisie lower

&£780 Relining uppar or kower partd c. Full Banded T
8020 Pn Stucy (inch

ic casts and phsn)

Vil. PROSTHODONTICS-FIXED #ad lrs! month of active irestment inclucing sl sc-

Fiaed Brdges

Bridge Pontics

B210  Cast gold

B211  Casi-non-precious

8212 Casl-semi-precios

8240 Porcelsin lused 1o gold

B241 Porcelsin lused 1o non-precicus metal
6242 Porcelsn fused 1o semi-piecious metal
8250 Plastic processed 1o gold

8251 Plastic processed 1o non-precious melal
8252 Plasiic processed to semi-precious melsl

Abutments

8520 Two swrisce goid inlay

B530 Thres or more surtace gold inlay
B540  Gold inlay. (onlaying cuspe)

Crowns

6710  Plasiic (acryic)

6720 Plastic processed o gold

6721  Plastic processsd (o non pracious melal
&722 Plastic procssssd (o semi-precious melal
8750 Porcelsia fused 1o goid

8781 Porcelain fused 10 non-precious melal
8782 FPorcelain luesd 1o semi-precious melal

thve and ralealion apphances
O30 Active treatment, per month afted first manth

Other Orthodontic Treatment

Appliances lor Tooth Cuidasce
8110  Asmovabls
8120 Fizsd of cementsd

Appliances 10 Control Harmiul Habits
8210 Removabla
B220 Flusd or comented

X. ADJUNCTIVE SERVICES

Emergency Treaiment

@110 Paliative (smaeigency) raatment of dealal pain,
minod procedures

9220 Genersl snesthasia

2195



