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I.LE. SHAFFER & Co.

830 Bear Tavern Road, West Trenton, NJ 08628-1020 (609) 883-6688

Mailing Address:

(800) 792-3666

PO Box 1028, Trenton NJ 08628-0230 Fax (609) 530-1331

HOW TO REQUEST DENTAL PLAN BENEFITS

EMPLOYEE

. Complete items 1 - 15 on the attached form and sign your name. If you wish your benefits

paid directly to your dentist, also sign the payment authorization.

. Ask the dentist to complete items 16 - 32. If the charges are only for examinations, clean-

ings or X-rays, itemized bills may be submitted instead of the dentist’s portion of the form.
Each bill submitted must show the patient’s name, relationship, date of service and nature
of service. if this information is missing, write it on the bill yourself and sign your name.

Please be sure you have provided your Social Security Number (itam 7).

The completed “Benefit Request Form’’ should be submitted directly to |.E. Shaffer &Co.

IF YOU ANTICIPATE EXTENSIVE DENTAL WORK, YOU MAY SUBMIT A REQUEST FOR A
PRE-TREATMENT ESTIMATE OF BENEFITS AS DESCRIBED IN YOUR BOOKLET.

DENTIST

. Complete items 16 - 32 on the Benefit Request Form using the ADA codes and nomenciature

listed on the reverse side of this sheet. indicate whether the form represents a request
for a pre-treatment estimate or is a statement of services actually rendered.

. If for a pre-treatment estimate, leave the date blank for those services that have not been

completed. Our estimate and your X-rays will be returned to you promptly. Estimates are
made taking into consideration plan provisions and are based on the assumption that the
patient will receive the services while covered and the treatment plan does not change.
Actual payment may differ from the estimate.

When you complete treatment, please return the same form to us with the treatment dates
indicated on it. Please describe any change in the treatment plan.

NOTE: In order to expadite payment it is suggested that PRE-TREATMENT X-RAYS be
submitted along with the Benefit Request Form when the course of treatment includes

gold restorations , crowns or bridgework. X-rays may also be requested for other services.
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