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Dental Claim Form  

Employee Information 
Last Name:  First Name:  Mid: 
Street Address:   Apt./Unit #  
Birth Date:              /        / 
                                 month      day        year    

Marital Status:  
 

 

City:  State:  Zip: 
Home Phone: (      )  Alternate Phone: (      )  
Email Address:     
Employer Name:   
Group Number (from Member ID Card):   
Member Identification Number (from Member ID Card):   
Patient Information 
Last Name:  First Name:  Mid: 
Street Address:   Apt./Unit #  
City:  State:  Zip: 
Birth Date:              /        / 
                                 month      day        year    

Patient’s Sex:   Male       Female 

Relationship to Participant:  Self     Spouse  Child  Other 
    
Home Phone: (      )  Alternate Phone: (      )  
Claim Information  
Date of Service Tooth # or Letter Procedure Code Description Fee Notes 

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

Dentist’s Information 
Name of Billing Dentist: TIN: Dental License# 
Address (City, State, Zip): 
Phone Number: 
If prosthesis, is this the initial placement?   Yes  No Date of prior placement: 

 

Any reimbursement due should be made to:   Member  Provider 

I certify that the above is complete and correct and that procedures, as indicated by date, have been completed. I 
have charged and intend to collect for those procedures. 

Dentist’s Signature                                                                                            Date  

Electronic Submission:
https://secure.cbabluevt.com/


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	CheckBox77: Off
	CheckBox78: Off
	CheckBox79: Off
	CheckBox80: Off
	CheckBox81: Off
	CheckBox82: Off
	CheckBox83: Off
	CheckBox84: Off
	CheckBox85: Off
	CheckBox86: Off


