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We can help

If you, or someone you’re helping, has questions about Florida Combined Life plans, you have the right to get help
and information in your language at no cost. To talk to an interpreter, call 1-888-223-4892.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Florida Combined Life plans, tiene
derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al
1-888-223-4892.

Si oumenm oswa yon moun w ap ede gen kesyon konsenan Florida Combined Life plans, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon entéprét, rele nan
1-888-223-4892.

Néu quy vi, hay nguoi ma quy vi dang giup d&, co cau h0| vé Florida Combined Life plans, quy vi s& c6 quyén dwoc
gilip va c6 thém théng tin bang ngén ngt ca minh mi&n phi. D& néi chuyén véi mét théng dich vién, xin goi
1-888-223-4892.

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Florida Combined Life plans, vocé tem o
direito de obter ajuda e informag&@o em seu idioma e sem custos. Para falar com um intérprete, ligue para
1-888-223-4892.
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Sivous, ou quelgqu'un que vous étes en train d’aider, a des questions a propos de Florida Combined Life plans, vous
avez le droit d'obtenir de l'aide et l'information dans votre langue & aucun coQt. Pour parler & un interpréte, appelez
1-888-223-4892.

Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa Florida Combined Life plans, may karapatan
ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin,
tumawag sa 1-888-223-4892.

Ecnu y Bac unm nuua, KOTopomy Bbl MOMoraeTe, umetoTcs Bonpockl no nosogy Florida Combined Life plans, To Bbl
nmeeTe NpaBo Ha GecnnaTtHoe Nosly4YeHne NOMOLLM U MHOpPMaL MK Ha BalleM A3bike. [nia pa3roBopa ¢ NepeBogYMKOM
Nno3BoHUTe Mo TenedoHy 1-888-223-4892.
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Se tu o qualcuno che stai aiutando avete domande su Florida Combined Life plans, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-888-223-4892.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Florida Combined Life plans haben, haben Sie das Recht,
kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte
die Nummer 1-888-223-4892 an.
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Jesli Ty lub osoba, ktorej pomagasz ,macie pytania odnosnie Florida Combined Life plans, masz prawo do uzyskania
bezptatnej informacji i pomocy we wtasnym jezyku .Aby porozmawia¢ z ttumaczem, zadzwon pod numer
1-888-223-4892.
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1557 Non-Discrimination

Florida Combined Life Insurance Company, Inc. (FCL) complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. FCL does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

FCL.:
¢ 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 1-888-223-4892

If you believe that FCL has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with:

Civil Rights Coordinator

17500 Chenal Parkway

Little Rock, AR 72223
1-800-260-0331

Email civilrightscoordinator@fclife.com.

You can file a grievance in person or by mail, or email. If you need help filing a grievance, our Civil Rights Coordinator 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, DC 20201 1-800-368—
1019, 800-537-7697 (TDD).

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

HEADER INFORMATION

1. Type of Transaction (Mark all applicable boxes)
I:‘ Statement of Actual Services I:‘ Request for Predetermination/ Preauthorization

[ ] epspT/Title xix

Send Completed Claim Form To:
Florida Combined Life

Dental Claims Department

P.O. Box 69436

Harrisburg, Pa 17106-9436

2. Predetermination/ Preauthorization Number

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Name, Address, City, State, Zip Code

12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

14. Gender

Cm L

13. Date of Birth (MM/DD/CCYY) 15. Policyholder/Subscriber ID (SSN or ID#)

OTHER COVERAGE

[ INo (skip5-11) []ves (Complete 5-11)

4. Other Dental or Medical Coverage?

16. Plan/Group Number 17. Employer Name

5. Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

PATIENT INFORMATION

7. Gender

Cim [F

6. Date of Birth (MM/DD/CCYY) 8. Policyholder/Subscriber ID (SSN or ID#)

19. Student Status

[Jrs  [Jrrs

18. Relationship to Policyholder/Subscriber in #12 Above

D Self |:| Spouse I:‘ Dependent Child I:‘ Other

10. Patient’ s Relationship to Person Named in #5

|:| Self |:| Spouse |:| Dependent

9. Plan/Group Number

D Other

11. Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code

20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

22. Gender

L

21. Date of Birth (MM/DD/CCYY) 23. Patient ID/Account # (Assigned by Dentist)

RECORD OF SERVICES PROVIDED
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MISSING TEETH INFORMATION Permanent Primary 32. Other |

1 2 3 4 5 6 7 8|9 10 11 12 13 14 15 6|A B CD E|F G H 1 13 Fee(s)

34. (Place an X' on each missing tooth) t

32 31 30 29 28 27 26 25 |24 23 22 21 20 19 18 17 [T S R Q P|o N M L K [33Total Fee |

35. Remarks

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all

charges for dental services and materials not paid by my dental benefit plan, unless prohibited by law, or
the treating dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of
such charges. To the extent permitted by law, | consent to your use and disclosure of my protected health
information to carry out payment activities in connection with this claim. Any person who knowingly presents
a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an
application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

X
Patient / Guardian signature

Date

38. Place of Treatment

D Provider’s Office D Hospital |:| ECF I:‘ Other

39. Number of Enclosures (00 to 99)
Radiograph(s)  Oral Image(s) Model(s)

0. Is Treatment for Orthodontics?

[ INo (skip 41-42)

41. Date Appliance Placed (MM/DD/CCYY)
|:| Yes (Complete 41-42)

37. I hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to the below named
dentist or dental entity.

X
Subscriber signature

Date

42. Months of Treatment
Remaining

43. Replacement of Prosthesis?

D No |:| Yes (Complete 44)

44. Date Prior Placement (MM/DD/CCYY)

45. Treatment Resulting from

D Occupational illness/injury |:| Auto accident I:‘ Other accident

46. Date of Accident (MM/DD/CCYY) | 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is not submitting
claim on behalf of the patient or insured/subscriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

48. Name, Address, City, State, Zip Code

53. | hereby certify that the procedures as indicated by date are in progress (for procedures that require multiple
visits) or have been completed.

X

Signed (Treating Dentist) Date

54. NPI 55. License Number
i i 56A. Provider
56. Address, City, State, Zip Code Specialty Code
49. NPI 50. License Number 51. SSN or TIN
52. Phone 52A. Additional 57. Phone 58. Additional
Number ~ ( ) - Provider ID Number ) - Provider ID
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How to File a Claim

1. Complete boxes 1 — 23.

2. Please ensure box 15 contains your member number as it appears on your ID card.

3. Be sure to sign the authorization to release information in box 36.

4. If you wish to have your benefits paid directly to your dentist, sign box 37.

5. Ask your dentist to complete boxes 24 — 58, or attach an original itemized billing from
the dentist on his/her letterhead or approved ADA claim form that includes all
information requested in boxes 24 — 58.

6. Attach all related Explanation of Benefits statements for other coverage if applicable.

7. Please keep copies of your bills prior to sending the originals with this claim. Services
that are denied for payment will be noted on your Explanation of Benefits. No bills are
returned to you even if they are denied for payment.

8. Send completed claim form to:

Florida Combined Life
Dental Claims Department
P.O. Box 69436
Harrisburg, Pa, 17106-9436
NOTE: Subscriber submitted claim forms should be submitted within 90 days of the date of

service. Claims which cannot be identified due to incomplete subscriber information will be
returned.

How to Reach Us

Phone: 888-223-4892
Monday - Friday, 8:00 am - 8:00 pm EST

FRAUD NOTICE: Any person who knowingly, and with intent to injure, defraud, or
deceive any insurer, files a statement of claim containing any false, incomplete, or
misleading information is guilty of a felony.




