	 EMPLOYEE BENEFIT PLAN OF:  

AeroVironment Inc.
 Any benefits payable for services described should 

 be made payable to:     ( Dentist      ( Employee
	        Group #:  AE0000
	 Mail                         Cigna DPPO SA 

Direct  (          P.O. Box 188061
To                    Chattanooga, TN 37422-8061
                                        

	To Be Completed By Employee
	          DENTAL CLAIM FORM
	 (866) 280-4120

	Employee’s Name    (Last)                    (First)                       (Middle)


	Date of Birth
	Sex

(   MALE       (    FEMALE
	Employee’s Social Security Number

	Employee’s Home Address - Number                 Street                                 City                                State            Zip 
	Phone

(        )

	YOUR CURRENT EMPLOYMENT STATUS

	MARITAL STATUS OF EMPLOYEE
	LAST DATE WORKED
	ACTIVE EMPLOYEE
	RETIRED EMPLOYEE
	TERMINATED EMPLOYEE

	(  Single    (  Married    (  Divorced

        (  Separated      (  Widowed
	
	(    At Work     (  On Layoff

(    On Leave of Absence
	 (    For Disability              (   For Age

 Other Reason:
	       ( Yes        ( No

	DO YOU HAVE ANY OTHER EMPLOYER? 

                 (  YES           (  NO


	Give name and address of employer
	Employer’s Telephone

(       )

	EMPLOYEE:  COMPLETE IF YOU ARE MARRIED, SEPARATED OR DIVORCED.

	Name of Your Spouse
	Spouse’s Date of Birth
	IS YOUR SPOUSE EMPLOYED?

             (  YES      (    NO
	If “Yes”, name and address of your spouse’s employer.  If your spouse is disabled or retired, show last employer.



	Employer’s Telephone

(         )
	Name of her/his group health insurance                  (  NONE

	PATIENT INFORMATION - IF CLAIM IS FOR YOUR DEPENDENT

	Patient’s Name                (Last)                               (First)                             (Middle)


	Sex

( M   (  F
	Relationship to Employee:  ( Spouse   ( Daughter   ( Son    ( Stepchild                   ( Fosterchild      ( Other(explain)  ________________________________________



	Patient’s Address - Number        Street                        City                   State 


	Zip
	Age
	Patient’s Date of Birth
	Patient’s Marital Status if other than spouse:

                (  Single      (  Married

	If this claim is for dependent child over age limit, indicate:

(   Full-Time Student                    (  Part-Time Student       (  Vocational School                                    Name of School  ______________________________________________________________________

(   Handicapped Dependent         (  High School                (   College                                                    Full Address  _________________________________________________________________________



	IS THIS DEPENDENT EMPLOYED? 

             (   YES      (   NO


	If yes, give name and address of employer:
	Employer’s Telephone

(         )

	Name of dependent’s group insurance company and address.


	Dependent’s home address, if different than employees’

	AUTHORIZATION TO PAY BENEFITS TO DENTIST: I hereby authorize payment directly to the undersigned Dentist of the Plan Benefit; if any, otherwise payable to me for his services as described below but not to exceed the reasonable and customary charge for those services.
	SIGNED (EMPLOYEE)                                                                             DATE

	AUTHORIZATION TO RELEASE INFORMATION:  I hereby authorize the undersigned Dentist to release any information relating to this claim.
	SIGNED (EMPLOYEE)                                                                             DATE

	DENTIST:  READ INSTRUCTIONS CAREFULLY BEFORE YOU COMPLETE.

	DENTIST NAME


	IS TREATMENT RESULT OF OCCUPATIONAL ILLNESS OR INJURY?
	NO
	YES
	IF YES, ENTER BRIEF DESCRIPTION AND DATES

	MAILING ADDRESS


	IS TREATMENT RESULT OF AUTO ACCIDENT?

OTHER ACCIDENT?
	
	
	

	
	
	
	
	

	CITY, STATE, ZIP


	ARE ANY SERVICES COVERED BY ANOTHER PLAN?
	
	
	

	DENTIST SOC. SEC. OR T.I.N.               DENTIST LICENSE NO.        DENTIST PHONE NO.         


	IF PROSTHESIS, IS THIS INITIAL PLACEMENT?
	
	
	(IF NO, REASON FOR REPLACEMENT)      DATE OF PRIOR

                                                                      REPLACEMENT

	FIRST VISIT DATE

CURRENT      SERIES     OFFICE


	PLACE OF TREATMENT

HOSP.        ECF       OTHER
	RADIOGRAPHS OR MODELS ENCLOSED?
	NO
	YES
	IS TREATMENT FOR ORTHODONTICS:
	
	
	IF SERVICES ALREADY  COM-MENCED ENTER:
	DATE APPLIANCES

PLACED                                          
	MOS. TREATMENT

REMAINING
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	EXAMINATION AND TREATMENT PLAN – LIST IN ORDER FROM TOOTH NO. 1 THROUGH 32 – USE CHARTING SYSTEM BELOW


	

	
	TOOTH

* OR 

LETTER
	SURFACE
	DESCRIPTION OF SERVICE

(INCLUDE X-RAYS, PROPHYLAXISM MATERIALS USED, ETC.)

LINE NO.
	DATE SERVICE

PERFORMED

MO. DAY  YEAR
	PROCEDURE NUMBER


	FEE
	FOR  ADMINISTRATIVE

USE ONLY

100%    80%    _______%
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	/     /
	
	
	
	

	
	
	
	
	/     /
	
	
	
	

	
	
	
	
	/     /
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	/     /
	
	
	
	

	Remarks for unusual service


	I HEREBY CERTIFY THAT SERVICES LISTED ABOVE HAVE BEEN PERFORMED ON THE NAMED PATIENT ON THE DATES INDICATED AND THAT THE FEES SHOWN ARE THOS CURRENTLY CHARGED TO THE MAJORITY OF MY PATIENTS.

SIGNED:

(DENTIST)  ____________________________________________  DATE:  ______________________
	TOTAL FEE
	$
	

	
	
	
	DED.
	

	
	 *  MUST BE FURNISHED UNDER AUTHORITY OF LAW WHEN BENEFITS ASSIGNED.
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