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Check one: Mail Claims To: -
Sheffield, Olson & McQueen, Inc.
O Dentist's pre-treatment estimate Claims Department
[J Dentist's statement of actual services 2145 Ford Parkway, Suite 300
St. Paul, MN 55116-1862
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T (if differant than patient's) : soc. sec. or .D. number birthdate
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1 have reviewed the foliowing plan. 1 authorize rel of any informati { hereby authorize pay of the dental benefits otherwise payable to me directly to the below
relating to this claim. | und d that | am responsible for all costs of denta} treatment, named dental entity.
Signed (Patient, or parent if minor) Date Signed (Insured person) Date
16. Name of Bilting Dentist or Dental Entity 24. Is treatment result No {Yes | If yes, enter brief description and dates.
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Identify missing teeth with *x* 30. Examination and treatment plan - List in order from tooth no. 1 through tooth no. 32 - Use charting system shown. For
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I hereby certify that the procedures as indicated by date have been completed and that the fees submitted Total Fee :
are the actual fees | have charged and intend to coflect for those procedures. Charged 1
1
1
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Signed (Treating Dentist) License Number ‘ Date Max. Allowable
Deductible
Benefit %
Plan pays
Patient pavs




