Dear Patient,

Inorder for usto hel p you maximizeyour insurance benefits, would you please call your dental insurance
company prior to your visit with our office and ask them thefollowing questionsregarding your dental
coverage? You can bring thisform along with the Health History form for your first appointment. Thank
you for your cooperation.

Benefits Provided

Areyour Benefitson afiscal or annual calendar? What isyour deductible?

How oftenisthe deductible applied?

Isthereayearly coveragemaximum?

What will theinsurance company pay for thefollowing services:
_______ %Diagnostic—examinations, X-rays, lab tests
___ Y%Preventative—Professional cleaning, fluoridetreatment, sealants, space maintainers
______ %BascRestorative—resin (tooth colored), sedativefillers
_______%Mgor Restorative—Goldinlay, onlay and crowns
9% Endodontics—pulp cap, root canal therapy
______ %€Periodontics—gingivectomy, gingiva curettage, root planing, periodontal maintenance
______ %Prosthodontics—dentures, partia dentures, bridges
% Orthodontics—inceptive, comprehensive
AreTMJ splints covered? Y/N

Areyouona“feeschedule” or “UCR” coverage?




