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		DENTAL CLAIM FORM
ACCIDENT REPORT 

SSQ, Insurance Company Inc 
1225 St-Charles Street West, Suite 200  Longueuil (QC)  J4K 0B9   
Fax : 1-855-690-9895  Email: cfs.claims@ssq.ca

	Identification of the Participant
	
	

	Policy No.:
	1P410 CFS
	Certificate No.:  (if known)
	[bookmark: _GoBack]     
	

	Participant Name
	[bookmark: Text87]     
	Date of Birth
	 D        M         Y     

	
	
	

	Patient Information
	
	

	Patient Name :
	     
	Date of Birth
	 D        M         Y     

	Do you have coverage for dental expenses under any of the following:

	
	Group Health Plan?   
	|_|  Yes       |_|  No
	Plan Name/Policy No.
	     

	
	Group Dental Plan?   
	|_|  Yes       |_|  No
	Plan Name/Policy No.
	[bookmark: Text89]     

	
	W.C.B. Plan?             
	|_|  Yes       |_|  No 
	Plan Name/Policy No.
	     

	
	Government Plan?     
	|_|  Yes       |_|  No
	Plan Name/Policy No.
	     

	
	

	Accident Description 
	
	

	Date of accident
	D          M           Y     
	Time 
	[bookmark: Text225]     
	[bookmark: Check13][bookmark: Check14]|_|  am  |_| pm
	Place
	     

	Describe how accident occurred?
	     

	Nature of injury?
	     

	If taken to hospital, name of hospital?
	     

	Admission
	J      M     A      
	Time
	     
	|_|  am  |_| pm
	Discharge
	D      M      A      
	Time
	     
	|_|  am  |_| pm

	Dentist’s Name
	[bookmark: Text226]     
	Date first treated
	D         M           Y     



	Patient Statement
	

	I certify that to the best of my knowledge that the statements made above are true, correct and complete.

	
	
	D          M          Y      
	
	(        )         

	Signature of patient
	
	Date
	
	Telephone


				
	Dentist’s Supplementary Report
	

	1.   
	Description of damage
	[bookmark: Text213]     

	
	[bookmark: Text212]     

	2.
	Is further treatment indicated?          |_| Yes     |_|  No      If Yes, please indicate :

	
	Int. Tooth Code
	Treatment Indicated – use procedure code if possible
	Estimated Date – Treatment (D/M/Y)

	
	[bookmark: Text105]     
	[bookmark: Text91]     
	     

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	3.  
	Describe further potential problems and indicate time frame
	[bookmark: Text210]     

	
	[bookmark: Text211]     

	4.
	A)  How many teeth were injured?
	  
	
	[bookmark: Check10][bookmark: Check11]B)  Were these whole or sound teeth? |_| Yes   |_| No

	        C) How many of these teeth had fillings?
	  
	
	D)  How many of these injured teeth had crowns?  
	     
	

	        E)  How many of these injured teeth had root canal treatment?
	  
	

	        F)   If not whole or sound teeth, explain reason why
	     

	     Dentist’s Signature
	
	Date
	D         M         Y     
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