 (
Mail the completed form to: 
Willow Health
5050 20
th
 Street East, Suite B, Fife, WA 98424 
or
 Fax to 
844.
755.6410
) (
Treatment Completed, Payment Requested
I hereby certify that the procedures as indicated by the date have been completed and that the fees submitted are the actual fees I have charged and intend to collect for those procedures. I request payment in accordance with Plan rules and regulations.
Dentist Signature__
______
_______________________________
          
 
 
Date: ____________________________
 
) (
I accept this attending Dentist’s statement and authorize release of information relating hereto I certify the truth of all personal information contained above. AI agree to be responsible for payment for services provided during any ineligible period.
Patient (parent or employee signature) 
_______________________________
          
  
Date: ____________________________
 
) (
Is 
treatment a result of occupational illness/injury? 
 
Yes 
 
No
  
 
 
Is treatment result of auto accident
?
  
Yes 
 
No   Other
 accident
? 
Yes 
 
No   
  
Are any services covered by another plan?  
Yes 
 
No
       If yes to any, describe:____________________________________________________
Dentist Soc. Se
c. No. or E.I.N. _____________
__ Dent
ist License No _____________
_ Dentist Phone _____
____
___
 First Visit Date ____________
Is this first prosthesis for this area? If no, reason
 and date
 for replacement 
Yes 
 
No
 _____________
________________________
_
__________
I
s the treatment for orthodontics? 
Yes 
 
No
  If services already commenced, dates appliances placed __________ Months treating patient _____
Identify Missing Teeth with X (below)             
Check one:  
 
Prestatement of Costs  
   
 
Cla
i
m for Payment
Radiographs required for prestatement of costs (special services). Mount and staple to top right corner of form.
) (
__________     Totals
__________     Plan Pays
__________     Patient Pays
__________     Deductible
) (
Tooth, Surface, Crown, 
Description
 of service,
 X-Rays, Prophylaxis, Materials
…
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
) (
Remarks for Unusual Services ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
) (
Fee Charged ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
) (
ADA Code Procedure No.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
) (
Date Service 
Completed
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
) (
CLAIM INFORMATION
) (
Does patient have other coverage?  
 Yes 
 
 No
 – if yes, provide below:
Policy Holder 
Name:
 ___
___________
________
__________ 
     
Policy Holder is   
Member  
 
Dependent
Dental Plan Name   ______________________ Union Location _________Group Number: ________________  Phone Number ________________
) (
OTHER PLAN
 INFORMATION – 
for family members other than your spouse
) (
Spouse’s 
Name:
 ___
_____________________ 
Social Security Number:
 __ __ __/__ __ __/__ __ __
 
Date of Birth
:
 __
_
/__
_
/
_
___
Is your spouse employed?  
 Yes 
 
 No
 – if yes, provide below:                      
Active   
 Retired
:
 
Employer Name __________________________ Employer Address _______________________________________________________________
Does spouse have other coverage
?  
 Yes 
 
 No
 – if yes, provide below:
Dental Plan Name
 
 
 _________________
____
_ 
Union Location _________Group Number
: ________________  
 
Phone Number ___
__
__________
) (
SPOUSE INFORMATION
) (
Employee 
Name:
 ___
_____________________ 
Social Security Number:
 __ __ __/__ __ __/__ __ __
 
Date of Birth
:
 __
_
/__
_
/
_
___
Current Address
:
 ____________________________
________________
_________
_____
 
Home phone: ____________________
Date you last worked for this employer? ______________________________    
Active   
 Retired      Work Phone: _____________________
) (
EMPLOYEE INFORMATION
) (
Patient’s Full Legal
 Name:
 _________________________
__________
 
Sex
: 
 
  male   
 female
    
Date of Birth
:
 
___
/
____
/
_
______
Patient is:   
 
 Member  
  
 
Spouse 
    
 
Child    
 
  
Step Child  
  
 Other, please explain relationship
 ___
________
____
____________
If claim is for child 18
 or older, is child: 
    
A full time student?     
 
 Yes   
  
No      
    
Handicapped?   
 Yes   
 No
) (
PATIENT
 INFORMATION
 – 
A separate claim
 form
 must be completed for each family member
.
) (
DENTAL
 CLAIM FORM
PATIENT SIGNATURE REQUIRED, DENTIST SIGNATURE REQUIRED ON CLAIM FOR PAYMENT
Name of Plan: _________________
_______________________________
Group Number: _____________________ Effective Date: _____________
)
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