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O DENTIST'S PRE-TREATMENT ESTIMATE
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O | 15. IS PATIENT COVERED BY DENTAL PLAN NAME UNION LOCAL GROUP NUMBER NAME AND ADDRESS OF CARRIER
N ANOTHER DENTAL PLAN? U YES U NO
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GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME.
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IDENTIFY MISSING |31, EXAMINATION AND TREATMENT PLAN - LIST IN ORDER FROM TOOTH NO. 1 THROUGH TOOTH NO. 32 - USE CHARTING SYSTEM SHOWN. FOR
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| HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY THE DATE HAVE BEEN COMPLETED. TUTFLE\E
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CARRIER PAYS
PATIENT PAYS

Blue Cross and Blue Shield of Louisiana incorporated as Louisiana Health Service & Indemnity Company



