
Please submit claim to:
Dental Claims
P.O. Box 69421
Harrisburg, PA 17106-9421

6. Employee/Subscriber Name 7. Contact ID #

8. Employee/Subscriber Address, City, State, Zip Code 9. Employer (Company) Name, Address, City, State, Zip Code

1. Patient Name 2. Relationship to Employee

o Self  o Spouse  o Dependent  o Other

3. Gender

o M    o F

4. Date of Birth 5. If full time student, school and city

11. Location 12. Family members employed? 13. Employee Name 14. Contact ID # 15. Employer Name, Address, City, State, Zip Code10. Group #

o Y  o N

17. Dental plan name16.  Is patient covered by 
 another dental plan?

o Y  o N

18. Union local 19. Group # 20. Carrier Name, Address, City, State, Zip Code

Check One:    o Dentist’s pre-treatment estimate    o Dentist’s statement of actual services 

Patient/Guardian Signature Date

21. I have reviewed the following treatment plan. I authorize release of any information relating to 
this claim. I understand that I am responsible for all costs of dental treatment. 

   X 
Signature of Insured Date

22. I hereby authorize payment directly to the below name dentist of the group insurance 
benefits otherwise payable to me. 

   X 

The signer agrees that any personally identifiable health information about the signer or signer’s enrolled dependents is protected by the Health Insurance Portability and Accountability Act of 1996 and other privacy laws.  
In accordance with those laws, United Concordia may use and disclose Protected Health Information for treatment, payment and health care operations as described in its Notice of Privacy Practices.

New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any 
materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and  
shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.
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37.
Procedure Date 
(mm/dd/year)

38.
Area of 
Cavity

39.  
Tooth 
System

40.
Tooth Number(s)  

or Letter(s)

41. 
Tooth 

Surface

42. 
Procedure 

Code

42a. 
Diag. 

Pointer

43b. 
Quantity

44.
Description

45.
Fee

1.

2.

3.

4.

5.

46. Missing Teeth Information (Place an “X” on each missing tooth.)

 1      2      3      4      5      6     7      8      9      10     11      12      13      14     15      16

32   31    30    29    28    27    26    25    24    23    22    21    20    19    18    17

48. Diagnosis Code List Qualifier (ICD-9 = B; ICD-10 = AB)

49. Diagnosis Code(s) 
(Primary diagnosis in “A”) 

47. Remarks

A  B 
C  D 

50. Other Fee(s)

51. Total Fee(s)

23. Dentist’s Name

24. Address, City, State, Zip Code

25. SSN or TIN 26. License Number 27. Phone Number

28. First visit date of 
current series

29. Place of treatment 30. Radiographs/models enclosed?

o Y  o N     QTY:

If no, reason?

Yes No If yes, enter brief description and dates

31. Is treatment result of 
occupational illness/injury? 

32. Is treatment result of 
an auto accident?

33. Other accident?

34. Are any services covered 
by another plan?

35. If prosthesis, is this 
initial placement?

36. Is treatment for 
orthodontics?

Date of prior?

Date appliances placed Months remaining
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Dentist Signature Date

52. I hereby certify that the procedures as indicated by date have been completed and that the fees submitted are the actual fees I have charged and intend to collect for those procedures. 

   X 

New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false 
information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a 
civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.
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Equitable is the brand name of the retirement and protection subsidiaries of Equitable Holdings, Inc., including Equitable Financial Life Insurance Company (NY, NY); Equitable 
Financial Life Insurance Company of America, an AZ stock company with an administrative office located in Charlotte, NC; and Equitable Distributors, LLC. Equitable Advisors is the 
brand name of Equitable Advisors, LLC (member FINRA, SIPC) (Equitable Financial Advisors in MI & TN). The obligations of Equitable Financial Life Insurance Company and 
Equitable Financial Life Insurance Company of America are backed solely by their claims-paying abilities.

All group insurance products are issued either by Equitable Financial or Equitable America, which have sole responsibility for their respective insurance and are backed solely by 
their claims-paying obligations. Some products are not available in all states.

To: ny health care pro ider, pharmaceutical pro ider, pharmacy bene ts manager, employer, bene t plan, insurer, ser ice pro ider, nancial 
institution, educational institution, or Federal, tate, or Local o ernment gency, including the ocial ecurity dministration and eterans 

dministration. I AUTHORIZE you to disclose to Equitable  a complete copy of, and to communicate telephonically or electronically ith 
Equitable s representati es about, any and all of the follo ing personal, pri ate, or pri ileged information, records, or documents relati e to

Insured s Name ( lease rint)     ate of irth  Last  igits of N

ny and all medical information or records, including medical histories, physical, mental, or diagnostic e aminations, pharmaceutical records, 
and treatment notes, and including information regarding HI I , communicable diseases, alcohol or drug abuse, and mental health  or  
and performance information and history, including ob duties and earnings  information on any insurance co erage and claims led, including 
all records and information related to such co erage and claims  nancial information, including pension bene ts and ban  records  business 
transaction billing and payment records  academic transcripts  and any and all information concerning ocial ecurity bene ts, including 
monthly bene t amounts, monthly payment amounts, entitlement dates, and information from my aster ene ciary ecord. he information 
obtained by use of this uthori ation ill be used by Equitable (including subsidiaries and af liates) for the purpose of e aluating and 
administering my claim(s) for bene t s and or lea e request and or request for accommodation. uch information shall be referred to  
herein collecti ely as y Information.  I understand I ha e the right to re o e this uthori ation for future disclosures, e cept to the e tent 
action has been ta en in reliance upon this uthori ation. I must re o e this uthori ation in riting directly to Equitable.

I UNDERSTAND that once y Information has been disclosed to Equitable as permitted under this uthori ation, it may be re disclosed 
by Equitable as permitted by la  or my further authori ation. I authori e Equitable to use or disclose y Information (i) to my employer 
for a) functions related to accommodating my restrictions limitations, including in accordance ith la  b) responding to claims related to 
accommodation or ad erse or discriminatory treatment related to my claim or condition  c) responding to complaints by me or my representati e 
relating to bene ts or lea e or accommodation  d) responding to any litigation, agency or regulatory proceeding, or la ful subpoena (including 
regarding employment claims)  e) federal, state, or other lea e administration  f) ful lling duciary obligations under my bene t plan  or 
(g) claim or other audits or re ie s  (ii) to the administrator or other ser ice pro iders, including health and ellness endors, of my employer s
bene t plan(s) and or programs, including lea e management, for plan, bene t, or program related functions or data aggregation and analysis
(iii) to any electronic claim systems or programs or third party endors used for claims administration or processing or to any insurance bro er
to carry out functions related to my bene t plan or claim  (i ) to any health care professional ho has treated or e aluated me or ho may do
so  ( ) to other persons or entities performing business, medical, or legal ser ices related to my claim  ( i) for other insurance or reinsurance
purposes, including or ers  compensation insurance, ocial ecurity isability insurance, or subrogation or reimbursement purposes  ( ii) as
may be la fully required  ( iii) as may be reasonably necessary to protect the personal safety of others  (i ) as may be reasonably necessary
to respond to regulatory complaints  and ( ) as may be reasonably necessary to pre ent or detect perpetration of a fraud.

I ALSO UNDERSTAND that information disclosed pursuant to this uthori ation may be sub ect to re disclosure by the recipient. I understand 
that I ha e the right to re o e this uthori ation for future disclosures Equitable may ma e, unless Equitable has ta en action in reliance 
upon this uthori ation. I must re o e this uthori ation in riting directly to Equitable. I understand that my medical treatment or payment 
for medical bene ts cannot be conditioned on my allo ing Equitable to re disclose y Information. he authori ations set forth herein e pire 
t o years from the date listed belo , or upon my re ocation, if earlier, but ill not e ceed the term of my co erage under the policy(ies) or 
bene t plan or program, e cept as may be reasonably necessary to pre ent or detect perpetration of a fraud, respond to regulatory complaints, 
or protect the personal safety of others. I understand that I am entitled to recei e a copy of this uthori ation upon request.  photocopy or 
facsimile of this uthori ation shall be as alid as the original. If there is a con ict bet een a prior request for restriction on the disclosure of y 
Information and this uthori ation, this uthori ation ill control.

. ignature of Insured or uthori ed epresentati e          ate ( alid for  years) elationship to Insured (if applicable)

age 



S   

N  o   :
ny person ho no ingly and ith intent to defraud any insurance company or other person les an application for insurance or statement of 

claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, 
commits a fraudulent insurance act, hich is a crime and shall also be sub ect to a ci il penalty not to e ceed e thousand dollars and the 
stated alue of the claim for each such iolation.

NY STATE RESIDENTS READ AND SIGN ONLY: I ha e read and understood the Ne  Yor  tate Fraud arning.

S :
E o  S    D  

A  A  District of Columbia, Lo   N  o  R o  I  T   : ny person ho 
no ingly or illfully presents a false or fraudulent claim for payment of a loss or bene t or no ingly or illfully presents false information in 

an application for insurance is guilty of a crime and may be sub ect to ci il and criminal penalties, including nes and con nement in prison. 
A   N  H : ny person ho, ith a purpose to in ure, defraud or decei e any insurance company, les a statement of 
claim containing any false, incomplete or misleading information is sub ect to prosecution and punishment for insurance fraud, as
pro ided under state la .
Arizona: For your protection, ri ona la  requires the follo ing statement to appear on this form. ny person ho no ingly presents a false 
or fraudulent claim for payment of a loss is sub ect to criminal and ci il penalties.

a i ornia  For your protection, California la  requires the follo ing statement to appear on this form. Any person who knowingly presents 
false or fraudulent information to obtain or amend insurance coverage or to make a claim for the payment of a loss is guilty of a crime and 
may be subject to fines and confinement in state prison.

o ora o: It is unla ful to no ingly pro ide false, incomplete, or misleading facts or information to an insurance company for the 
purpose of defrauding or attempting to defraud the company. enalties may include imprisonment, nes, denial of insurance, and ci il 
damages. ny insurance company or agent of an insurance company ho no ingly pro ides false, incomplete, or misleading facts or  
information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant ith regard to 
a settlement or a ard payable from insurance proceeds shall be reported to the Colorado di ision of insurance ithin the department of 
regulatory agencies.
D a ar  ori a  I a o  In iana  an  O a o a: ny person ho no ingly, and ith intent to in ure, defraud or decei e any insurer,  
les a statement of claim containing any false, incomplete or misleading information is guilty of a felony.
ain  T nn  ir inia an  a in on: NIN  It is a crime to no ingly pro ide false, incomplete, or  misleading information to 

an insurance company for the purpose of defrauding the company or any other person. enalties may include  imprisonment, nes or a 
denial of insurance bene ts.

n  an  nn ania: ny person ho no ingly and ith the intent to defraud any insurance company or other person les an  
application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading,  
information concerning any fact material thereto, commits a fraudulent insurance act, hich is a crime, and may be sub ect to criminal and  
ci il penalties.

inn o a:  person ho les a claim ith intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
N  r : Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and 
civil penalties.
O io: ny person ho, ith intent to defraud or no ing that he is facilitating a fraud against an insurer, submits an application or les a  
claim containing a false or decepti e statement is guilty of insurance fraud.
Or on an  A  O r S a  ny person ho, ith intent to defraud or no ing that he is facilitating a fraud against an insurer, submits  an 
application or les a claim containing a false or decepti e statement that is material to the interests of an insurer may be guilty of  insurance 
fraud.

r o Ri o: ny person ho no ingly and ith the intention of defrauding presents false information in an insurance application, or  
presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other bene t, or presents more than one 
claim for the same damage or loss, shall incur a felony and, upon con iction, shall be sanctioned for each iolation ith the penalty of a ne  
of not less than e thousand (5, ) dollars and not more than ten thousand (1 , ) dollars, or a ed term of imprisonment for three  
( ) years, or both penalties. hould aggra ating circumstances be present, the penalty thus established may be increased to a ma imum of 

e (5) years, if e tenuating circumstances are present, it may be reduced to a minimum t o (2) years.

Equitable is the brand name of the retirement and protection subsidiaries of Equitable Holdings, Inc., including Equitable Financial Life Insurance Company (NY, NY); Equitable 
Financial Life Insurance Company of America, an AZ stock company with an administrative office located in Charlotte, NC; and Equitable Distributors, LLC. Equitable Advisors is the 
brand name of Equitable Advisors, LLC (member FINRA, SIPC) (Equitable Financial Advisors in MI & TN). The obligations of Equitable Financial Life Insurance Company and 
Equitable Financial Life Insurance Company of America are backed solely by their claims-paying abilities.
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Discrimination is Against the Law 
The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or sex, including sex stereotypes and gender identity. The Plan does 
not exclude people or treat them differently because of race, color, national origin, age, disability, or sex 
assigned at birth, gender identity or recorded gender.  Furthermore, the Plan will not deny or limit 
coverage to any health service based on the fact that an individual’s sex assigned at birth, gender identity, 
or recorded gender is different from the one to which such health service is ordinarily available.  The Plan 
will not deny or limit coverage for a specific health service related to gender transition if such denial or 
limitation results in discriminating against a transgender individual. 

The Plan: 

Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other

formats)

Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact the .

If you believe that the Plan has failed to provide these services or discriminated in another way on the 
basis of race, color, national origin, age, disability, or sex, including sex stereotypes and gender identity, 
you can file a grievance with:  P ,
Phone: 1 , TTY: 711, email: .  You can file a grievance
by mail, , or email. If you need help filing a grievance, the  is available to help
you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building
Washington, D.C. 20201 
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



English ATTENTION: If you speak English, language assistance services, free of charge, are available 
to you. Call 1  (TTY: 711). 

Español 
(Spanish)

ATENCIÓN: Si habla español, le ofrecemos servicios gratuitos de asistencia
lingüística. Llame al  (TTY: 711). 

(Chinese)
 

(TTY: 711)

Ti ng Vi t
(Vietnamese)

CHÚ Ý: N u quý v  nói Ti ng Vi t, chúng tôi có các d ch v  h  tr  ngôn ng  mi n
phí dành cho quý v . G i s 1-8  (TTY: 711).

(Korean) 
:   ,       . 

1-8  (TTY: 711)   .

Tagalog 
(Tagalog - 
Filipino) 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo 
ng tulong sa wika nang walang bayad. Tumawag sa 1-  
(TTY: 711).

 
(Russian) 1-  ( 711)

 
(Arabic)

  :          .  1-  (TTY: 711) 

Kreyòl Ayisyen 
(French Creole) 

ATANSYON: Si ou pale Kreyòl Ayisyen, gen sèvis èd nan lang ki disponib gratis pou ou. 
Rele nimewo 1-  (TTY: 711). 

Français 
(French) 

ATTENTION : si vous parlez français, des services d’assistance linguistique vous 
sont proposés gratuitement. Appelez le 1-  (ATS: 711).

Polski 
(Polish) 

UWAGA: je eli mówisz po polsku, mo esz skorzysta  z bezp atnej pomocy j zykowej. 
Zadzwo  pod numer 1-  (TTY: 711). 

Português 
(Portuguese) 

ATENÇÃO: se você fala português, encontram-se disponíveis serviços linguísticos gratuitos. Ligue 
para 1-  (TTY: 711). 

Italiano 
(Italian) 

ATTENZIONE: In caso la lingua parlata sia l’italiano, sono disponibili servizi di assistenza 
linguistica gratuiti. Chiamare il numero 1-8 (TTY: 711). 

Deutsch 
(German) 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Dienste für 
die sprachliche Unterstützung zur Verfügung. Rufnummer: 1-8  (TTY: 
711).

(Japanese) 1-8 TTY: 711

 
(Farsi)

TTY: 711))  
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