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FOR THE EMPLOYEE

FOR THE DENTIST

1. Please answer all questions in Part | entitted "TO BE

COMPLETED BY EMPLOYEE".

2. Sign and Date the ''Authorization to Release Information”.

w

. If you wish to have your benefits paid directly to the Dentist,

sign and date the “Authorization to pay Benefits to

Dentist’.

If avthorized, payment will be made directly to your Dentist,
A copy of the payment will be sent to you for your records.
Otherwise, payment will be made directly to you.

4. If the patient has coverage under any other group or
Government plan, submit the same bills to the other plan at

the same time.

The following supportive documentation, as indicated below,
may be necessary to determine benefits:

A. Pre-operative X-rays and/or Narrative

B. Periodontal Case Type and Pocket Depth Chart

C. Narrative

For claims involving Predetermination of Benefits:

1. Complete the section

“TGQ BE COMPLETED BY

ATTENDING DENTIST". Be sure to itemize charges for

each proposed procedure.
2 North Star Health

will review the treat-

ment plan and will provide the estimate of benefits payable.

3. Review the form and benefit estimates with your patent

before the work is done.

4. When you complete treatment, return the form with the
treatment dates completed and your signature.

For claims not involving Predetermination of Benefits:

1. Complete Part Il

Be sure to date and itemize charges.

2. Sign and date bottom of claim form when work is completed.

PLEASE NOTE: IF THE CLAIM FORM IS NOT COMPLETED IN FULL AND SERVICES ARE NOT COMPLETELY ITEMIZED,
PROCESSING OF PAYMENT WILL BE DELAYED UNTIL ALL REQUIRED INFORMATION HAS BEEN SUBMITTED.

DENTAL PROCEDURE REFERENCE LIST

I. DIAGHNOSTIC/GENERAL

Examinations
e g ndal On e .
0130 Peroae Faamsnaton

Radiographs

9210 iniraciat Compieie saes
e g bl

0270 Inirasual mingie bewl Bim

£33 Inmacrss wach acdaonel lim

D277 Bigmwng fme hwe

DI7a  Buewng fow hime

BAM0  Pascsdmes mgslisry and

mandinuie wangle him

Il. PREVENTIVE

el Frophyiame (ncludeg scaling b palanag)
P10 Adulia
VIF0 Cheigvan weter (4

Fiuords 1re
Tow ot adwt
5210 Fachedng prophribss

w=in
o madium e  1eE Leale

Tosrer wl agphicaron ol giasnows Rucndd o8 1 salmant

2 Eachedeg prophylisd

Space bamianers

1825 Famossbie Desiecal e

. /RESTORATIVE

Amaigum lewioraion s | Se0idunus fesin]

Sube mhe P19 8109 8
1

Sacwin camenl par a0 Bl

Fa R o
7391
FRE -
308

Tk miny Fewios whians
7330 ey goid iw .
IEH0 iy goic 1N BetacEY

Iil./Restorative (Con’t)

A

Vi

Cocrmens Gerght Flest nratanns Omby

2700 Pilasie (worgheh

itn = priabio abed

120 e b g

wn i weilh e £ T 0w el

122 L L

3180

s

187

e

EEL]

iree

0

ELE ]

e Po eore - pdison

IREE  Siewl poed and o whoew
Eampane o B temm
saigem

e Fasiod giive Sermces
7910 Flecemant siare
2070 Aecemant D

I¥. ENDODONTICS

Protgeotamy [0 g reatoni=e]
AFID Thermpeuic pupaloey

Mool Canel Tharapy (o wdes irasimenl plas cehdl
Proceduiss BR0 IS0 SP CRUE, BEE IS rmEbo nin)

N Oew cwnml
I Ve EwAR
3330 Theww canals

Fanmpaal Sevices
3410 Apcoscromy pariamed an s aeparale
surgical proc sdue

¥. PERIODONTICS

Swrgec #l St
wazid greecioey of Geprodlaily D8 awsdran!
4780 Quawsus eurgery. e Quadrant

Acduntlies Seindes

a1 tmge (bl 4l mal
aroneioal
aidn O g i [complete Aol
- MEep—
4340 Fool Planmg. snlre mosll
4340 Aol Planeg pae Quas est

Minr wHanaous Semiai

rlan (e ebrdontal man
e OCeBuren Falinwing BCTvE B
odental thesayh

PROSTHODONTICS-REMOVABLE

Commpiate Geniures
ad
5120
®130
140

Vi. Prosthodontics-Remov. (Con't)

A

Faris Demtuan

heryer Bane

701 Upoer wanow clases

5212 Lews? =ARD TR

8318  Upper wih rwo chrome clasps. with resis

BZIR  Livwsr @ik e chooma clusge, weh raals

BIAN Lowes wiih cPeome gl B e e o Claeos
BEryh Baid

BN Lowsr wilh creems bnges BB and rwo Cleon
canl baae

SI81  Uppss wan Chroms palebel Dar sed meo claene
ncrybc bans

EIB!  Uppsr wh chooms palnisl Bar sed me cinaps
cant bass

oy 1 o SNt (8 s BMas matslatoa o By
e (W] e [l ] | QD EDpRsAC e |

BAID Complelis danlers

431 Parial dest e (sooel

B4 Partial gasae (st

Pepay Brchan COMEME & DT SHSuie

BEI0 Mo lsath damagad

SA70  Rmpenw o ke ok en fooih

SA30  Rapiarcs aa0ionsl iseth, sach nath

Al  Hep/ece beolen Iooih on desture S0 offel
renars

Mgdeng iath |3 DEP G TeE MES @airaChed bOOIR

SABD ERChIBOIN Aol maci e
[ ach laalm imvalveg &
LT3 Rahneg wppes Do inws complats desurs
ahnel
Sran wopas o lome DEral Geniucs (ol
i
STA0 Masning uppe o6 lower Comgieis deniue
diwbenwins i
STB0  Aebeng uppes o lowar parisl denies

Alasora =y

Vil. PROSTHODONTICS-FIXED
Finmd Binsgan

Birsdge Fonlca

BI0 Cawl goid
BIET Cawl non gecaus
8217 Casl wam precious

A7al Forceises hasd io pokd

BI41  Poac sines st 10 0o Dracious matal

a1az Poscwinm 12 e o eLrdul =818
8780 Plasne p wil 10 goie

8331 Puawic proe in mon Grecaus Selal
BIBT  Pianie precanEed 10 B DO Mt
ABuimania

R T suriece gokd ey

L.L5 ] Trams or mora aurlac e gokd wiay

BRAD Gl waay (oniwperg cunpal

Comamn

IO Plasbe faesyhc)

A1 Pladbd pocasied 1o ged

BTZ1 FlRRC pOCREed 10 non DOeCious metal
BIZF  Planic pracaiidd 12§95 Brecaes matsl
BTN Poscelns feid 1 gokd

TS0 Poccelsm feswd 1o nos Bredioud matel
ATAF  Forcews fesed 1o sem precaus melel

A

Vil. Prosthodontics-Fixed (Con't)

AFBG Gowd [% casl
TR0 Gold (uk cawt)
are Bon pracews metal (il casl)
BTS2 Sems preceus metsl | casl)
Cirvar parecen
BUN Facaman bdge

Vill. ORAL SURGERY
i1 Do adier 8 sehase oca] anadtheti sad posi
aparalid Lial

Sumgie b e

TIND Sl e
TIF0  Each sdddmonal iaoth

St bl E s BCI-0ng

e L T

Mlwwednpianty [ewgecal preosrenon of oge b
deniw bl per Oue e

TIN oA e s
PP RS L D R i

=
SirBtnnn

1X. ORTHODONTICS

roieTae e Full Banoed Tiesim

Ll
e Orthadoste e uatmen!
Apphances i onih Gudescs

Bian Hemosshie
B0 Fasdor camanted

Agpiancay i3 Conicol e e Hebis

8210 Femowanis
8220 Fosd or comanisd

X. ADJUNCTIVE SERVICES

Emeguncy Tisarmem
81




