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	DENTAL CLAIM FORM 
STANDARD     

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

	
	
	

	Insured’s Statement
	(to be completed in full by the Insured Client)
	

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

	1.  Insured’s Name
	[bookmark: Text87]     
	Date of Birth
	 D        M         Y     

	2.  Dependent’s Full Name
	Relationship to Insured
	Date of Birth

	
	[bookmark: Text88]     
	     
	D        M         Y     

	
	     
	[bookmark: Text89]     
	 D        M         Y     

	
	     
	     
	 D        M         Y     

	
	     
	     
	 D        M         Y     

	
	(If space is insufficient, please use a separate sheet of paper)

	3.  Name and address of post-secondary school he/she is currently attending if dependent child is age 21 or older.
     Please include Proof of Registration/Enrollment

	
	     

	4.  Complete Address in 
	     

	     Canada 
	Number & Street                                                                    City                                        Province                                  Postal Code                 

	5.  Complete Address outside Canada
	     

	6.  Email Address
	     

	[bookmark: Check15][bookmark: Check16]7.  Are you eligible for benefits under a Provincial Health Plan?          |_| Yes  |_| No

	     Are your dependents eligible for benefits under a Provincial Health Plan?       |_| Yes  |_| No 

	     Do you have any other medical plan?         |_|  Yes        |_|  No          If “Yes”, please complete the following :

	     Name of eligible family member : 
	[bookmark: Text94]     

	      Relationship :
	[bookmark: Text96]     

	     Name of Insurance Company administering the Plan
	[bookmark: Text95]     

	     Police Number
	     
	     Type of insurance
	     

	8.  Is any treatment required as the result of an accident?
     If  “Yes”, please complete the Dental Accident Report form.
	     |_| Yes  |_| No

	

	Direct deposit
	

	   Please provide the following information if  you would like your claim payment deposited to a Canadian bank account:

	Bank #
	[bookmark: Text98]     
	Transit #
	     
	Account #
	     
	Please attach a “Void” cheque

	   For a direct deposit in a foreign currency, please complete the Authorization Direct Deposit/ Bank Transfert form.

	




	
	
	
	

	
	
	
	

	Dentist
	
	Policy No.:
	1P410

	Unique No.
	[bookmark: Text100]     
	Spec.
	[bookmark: Text60]     
	Patient’s Office Account Number
	     

	Patient’s Name
	Dentist’s Name
	For Dentist use only                   |_| Duplicate form
(for additional information, diagnosis, 
procedures or special consideration)
[bookmark: Text67]     

	[bookmark: Text64]     
	     
	

	Address
	Address
	

	[bookmark: Text206]     
[bookmark: Text207]     
[bookmark: Text209]     
	     
     
     
	

	Telephone 
	[bookmark: Text215][bookmark: Text216](     )       
	Telephone
	(     )       
	

	Date of Service 
	Procedure Code
	Intl.  Tooth Code
	Tooth Surfaces
	Dentist’s Fees
	Laboratory Charges
	Total Charges

	
	
	
	
	
	
	

	D  M  Y    
	[bookmark: Text70]     
	[bookmark: Text71]    
	[bookmark: Text72]     
	[bookmark: Text111]     
	[bookmark: Text112]     
	[bookmark: Text74]     

	D  M  Y    
	     
	    
	     
	     
	     
	     

	D  M  Y    
	     
	    
	     
	     
	     
	     

	D  M  Y    
	     
	    
	     
	     
	     
	     

	D  M  Y    
	     
	    
	     
	     
	     
	     

	D  M  Y    
	     
	    
	     
	     
	     
	     

	D  M  Y    
	     
	    
	     
	     
	     
	     

	D  M  Y    
	     
	    
	     
	     
	     
	     

	This is an accurate statement of services performed and the total fee due and payable, E & OE.
	Total Fee Submitted :
$                                                

	
	




	Remit Payment to Provider
	(To be completed by the employee if cheque is to be made payable to the Provider)  

	I hereby assign to                                            any benefits payable from this claim to the named dentist and authorize payment directly to him/her, but not to exceed the charge for the services described on this claim form.  
[bookmark: Text108]I understand that the fees listed in this claim may not be covered by or may exceed my plan benefits.  I understand that I am financially responsible to my dentist for the entire treatment.  I acknowledge that the total fee of $               is accurate and has been charged to me for services rendered.  

	
	
	D          M          Y      
	
	(        )         

	Signature of patient (parent / guardian)
	
	Date
	
	Telephone

	
	
	
	
	

	Authorization
	

	I agree that the information provided on this form is complete and accurate. I understand that the information provided by me to SSQ about myself and my dependents, will be used by SSQ for claims adjudication and any other services necessary in the administration of our benefits which may include the exchange of information with other parties to administer this benefit claim. I authorize release of the information contained in this claim form to my insuring company / plan administrator. I understand that this information may be seen by the cardholder.

	
	
	D          M          Y      
	
	(        )         

	Signature of Insured Employee
	
	Date
	
	Telephone
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