CANADIAN
PACIFIC

RAILWAY Group Benefits Dental Claim

M Manulife Financial

PART 1 - DENTIST
LAST NAME GIVEN NAME UNIQUE NO. SPEC. PATIENT'S OFFICE ACCT. NO.
P
A D
H E
N
E T
N |
T ? PHONE NO.

I HEREBY ASSIGN MY BENEFITS PAYABLE FROM THIS CLAIM TO THE NAMED DENTIST AND
AUTHORIZE PAYMENT DIRECTLY TO HIM/HER.

SIGNATURE OF >

PLAN MEMBER

| UNDERSTAND THAT THE FEES LISTED IN THIS CLAIM MAY NOT BE COVERED BY OR MAY
EXCEED MY PLAN BENEFITS. | UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE TO MY
DENTIST FOR THE ENTIRE TREATMENT.

| ACKNOWLEDGE THAT THE TOTAL FEE OF $§ IS ACCURATE AND HAS BEEN
CHARGED TO ME FOR SERVICES RENDERED. | AUTHORIZE RELEASE OF THE INFORMATION
CONTAINED IN THIS CLAIM FORM TO MY INSURING COMPANY/PLAN ADMINISTRATOR.
SIGNATURE OF PATIENT >

(PARENT/GUARDIAN)

OFFICE VERIFICATION

FOR DENTIST'S USE ONLY - FOR ADDITIONAL INFORMATION, DIAGNOSIS,
PROCEDURES, OR SPECIAL CONSIDERATION.

[ ] pupLICATE FORM

DATE OF SERVICE INTL.
PROCCC')ESERE TOOTH SJF?SATCHE S DENTIST'S FEE LAiaigg;RY TOTAL CHARGES
DAY | MO. | YR. CODE

|:| CHECK HERE IF TREATMENT PLAN

WHEN A PROPOSED COURSE OF
TREATMENT IS EXPECTED TO COST
MORE THAN $500, A TREATMENT PLAN
MUST BE FILED WITH MANULIFE
FINANCIAL GROUP BENEFITS. YOU
WILL BE ADVISED OF THE BENEFITS
PAYABLE UNDER THE GROUP PLAN
BEFORE TREATMENT BEGINS.
PRE-TREATMENT X-RAYS ARE
REQUIRED FOR SOME PROCEDURES
(E.G. CROWNS AND BRIDGES).

THIS IS AN ACCURATE STATEMENT OF SERVICES PERFORMED
AND THE TOTAL FEE DUE AND PAYABLE, E & OE.

PART 2 - PLAN MEMBER INFORMATION
NOTE: THE ADDRESS UPDATES SHOULD BE SENT DIRECTLY TO CPR HR SERVICES.

TOTAL FEE SUBMITTED: $

1. PLAN CONTRACT NUMBER 84500 2. PLAN MEMBER NAME
PLAN SPONSOR Canadian Pacific Railway PLAN MEMBER CERTIFICATE NUMBER
NAME OF INSURANCE COMPANY Manulife Financial DATE OF BIRTH (DD/MMM/YYYY)

PART 3 - PATIENT INFORMATION

1. PATIENT: RELATIONSHIP TO PLAN MEMBER
SPOUSE DATE OF BIRTH (DD/MMM/YYYY)

NAME OF INSURANCE COMPANY

DATE OF BIRTH (DD/MMM/YYYY)

IF CHILD, INDICATE [] sTUDENT [_] HANDICAPPED 3.1S ANY TREATMENT REQUIRED AS THE RESULT OF CIno [ ves
AN ACCIDENT? IF YES, GIVE DATE AND DETAILS
IF STUDENT, INDICATE SCHOOL SEPARATELY.
4. IF DENTURE, CROWN OR BRIDGE, IS THIS INITIAL [Ino [ ves
2. ARE ANY DENTAL BENEFITS OR SERVICES PROVIDED UNDER ANY OTHER PLACEMENT? GIVE DATE OF PRIOR PLACEMENT AND
GROUP INSURANCE OR DENTAL PLAN. ANY TYPE OF REASON FOR REPLACEMENT.
WORKERS' COMPENSATION BOARD OR GOV'T PLAN [_] No [_] YES
5.1S ANY TREATMENT REQUIRED FOR ORTHODONTIC [Ino [ ves
PLAN CONTRACT NUMBER PURPOSES?

Please complete both pages of this form.
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