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HOW TO USE THIS FORM
MEMBER’S INSTRUCTIONS

You should complete Part 1 of this form. Fill in all information for items 1 through 10 and 13 through 15. If any
item is left blank, arequest for such information may be generated from the claim paying office . . . creatingan
otherwise avoidable and unnecessary delay in the processing of your claim for benefits.

Payment will be made directly to the dentist only if you sign your name in the right-hand box of the last line in
Part 1. Otherwise, the payment will be sent to you.

Ask the dentist, in advance, how much the total fee will be.

IF $250 OR MORE, YOU MAY ASK FOR A PRE-DETERMINATION OF BENEFITS AS FOLLOWS:

1.

2.

3.

Prior to receiving treatment, have your dentist complete this form as a ‘‘Dentist’s Pre-Treatment Estimate”
and send to National Elevator Industry Health Benefit Plan.

National Elevator industry Health Benefit Plan will send a Pre-Determination of Benefits to you and to your
dentist so that you and your dentist may review the benefits allowable prior to services being performed.
The dentist will return the Pre-Determination of Benefits form to National Elevator Industry Health Benefit
Plan when the work is completed. Payment is based on patient’s eligibility and Plan provisions in effect at the
time services were actually received and will be sent to you or the dentist, depending on your election in Part
1 of this form.

IF LESS THAN $250, OR EMERGENCY TREATMENT

1.

The dentist performs the necessary services, checks ‘‘Dentist’s Statement of Actual Services’’ at the top of
the form, completes Parts 2 and 3, and sends the form to National Eievator Industry Health Benefit Plan.
Instructions for the dentist are below.

. Payment is based on patient’s eligibility and Plan provisions in effect at the time services were actually

received and will be sent to you or the dentist, depending on your election in Part 1 of this form.

DENTIST’S INSTRUCTIONS

. At the top of the form check the applicable box for either ‘‘Dentist’s Pre-Treatment Estimate’’ or ‘‘Dentist’s

Statement of Actual Services.”’

. Complete Part 2 using Nomenclature and applicable American Dental Association Procedure Codes. if this

course of treatment includes crowns or any type of prosthesis, please indicate in ltem 28 of the claim form
whether this is THE INITIAL OR REPLACEMENT CROWN/PROSTHESIS. In order to expedite pre-determination
of benefits and final payment, it is suggested that pre-treatment X-rays be submitted along with this form
when the course of treatment includes gold restorations, crowns, or bridgework. X-rays may also be
requested for other services. Please staple the X-rays to the claim form whenever possible. They will be
returned promptly.

. Ifyou have checked ‘‘Dentist’s Statement of Actual Services, "then Part 3 must be completed by your signing

and dating of the form.

. Send the form with any necessary pre-treatment X-rays to National Elevator Industry Health Benefit Plan at

the address shown on the top of the form. If you have checked ‘“‘Dentist’s Pre-Treatment Estimate,” a Pre-
Determination of Benefits form will be returned to both you and your patient indicating the benefits aliowable
for the course of treatment submitted. All benefits are subject to the patient’s eligibility and Plan year
payments to date at the time services are actually provided and the subsequent claim for benefits is
processed.

SUPPLEMENTARY INSTRUCTIONS FOR ORTHODONTIC TREATMENT

Please supply the following information on the Dental Claim Form:

A. Class of malocclusion.

B. Total charge for treatment.

C. Estimated fength of active treatment.

D. Date initial appliance was or will be inserted.



