Plan Name: Return this form to the claims processor.

AL CLAIM FORM WEST VIRGINIA ASSOCIATION OF COUNTIES Benefit Assistance Corporation
m DENTAL AND VISION BENEFIT PLAN PO Box 850, Hurricane, WV 26526

Pre-treatment Estimate | ~ Phone: (304)562-1913 |
(Servicas in Excess of $200)° Ptan Administrator end Sponsor: Electronic Claims Submission: www.eedi.net

clual Charges WEST VIRGINIA ASSOCIATION OF COUNTIES Clearinghouse ID: 135221807

TO BE COMPLETED BY EMPLOYEE
NAME I SOGIAL SECU ﬁi?ORMEMBER(DNUMBER
ADDRESS NUMBER AND CcitYy STATE ZIP CODE

GROUP HEALTH INSURANCE BENEFITS PAYABLE FROMANY OTHER  [IF “YES™ (A) INSURING ORGANIZATION:
URCE FOR THE EXPENSES SUBMITTED? YES NO (B) EMPLOYER:
CLAIM IS FOR DEPENDENT THE FOLLOWING QUESTIONS

NUMBER AND STREET v ZIP GODE
AUTHORIZATION
1 sutherizo retease to West Association of Counties Dental and Vigion Benefit Pian of 1 authorizo payment diractly 10 the provider O Sa1Vic.
any information required to process my ciaim. A photocopy of this authorization may be honored.

] NA EMPLOYEE S SIGNATURE _

TO BE COMPLETED BY THE DENTISY

EXAMINATION AND TREATMENT PLAN - LIST IN ORBER FROM TOOTH NO. 1

AN X USE CHARTING SYBTEM SHOWN
FaciaL TOOTH DESCRIPTION OF SERVICES BATE SERVICE
SOR | SURFACE|  INCLUDING X-RAYS, PROPHYLAXS, PERFORMED
LETTER MATERIALS USED, ETC. WO JGAY] VA |

NOTES: TOTAL
TOTAL COVERED
| HEREBY CERTIFY YHAT THE SERVICES USTED ABOVE HAVE BEEN PERFORMED CN THE BATES INXCATED. TOTAL
PLAN PAYS
| DENTISTS SIGNATURE: DATE: PATIENT PAYS

s et ——— e ————— i ————
* PLEASE NOTE: PRE-DETERMINATION OF BENEFITS DOES NOT GUARANTEE PAYMENT. This estimate of benefits has been calculaled based on current availebla benefits and employeo
cligibility. This estimate Is subject to modification based upon remaining benefits available and efigibility which applias at tho time services are completed and claim is submitiod for payment.





