Insurance Information

Insurance at an Orthodontist’s office differs from insurance at a General Dentist’s office in four
ways:
- There are no dental codes for services provided by an Orthodontist
- Orthodontists cannot receive reimbursement from insurance companies
- Orthodontists cannot send claims electronically
- Orthodontists produce a Standard Information Form which your insurance carrier requires
before reimbursing you

The Standard Information Form

The Standard Information Form only needs to be submitted ONCE - either ahead of or at the same
time as your first receipt. If you are unsure of your orthodontic insurance, we recommend that you
submit the form ahead of time. After receiving the form, your insurance carrier will send you back
written confirmation of your orthodontic insurance. Please note that the Standard Information
Form is the only form that Dr. Freeman or Dr. Caro or Dr. Lands will ever have to sign during
treatment. To complete the form, simply fill out the box at the top right of the page .

that says “FOR SUBSCRIBER USE ONLY.”

How to Receive Reimbursement STANDARD INFORMATION FORM

1. If you haven’t already done so, complete the Standard Information
Form (as described above)

2. Fill out a Dental Claim Form which you can obtain online from

UN 061161850

your insurance carrier or from your employer. An example is on

the back of this page.

a. In Part 1, complete the “Patient” box along with the
information pertaining to your payment. Write down the
date of payment (which is on your receipt) along with the
description ORTHODONTICS.

b. Please note that you do not require Office Verification. The
dentist section does not need to be filled out and you do
not require a stamp.

c. Complete Part2 and 3

3. Submit the 2 or 3 documents to your insurance carrier. If it is your
first time submitting, remember that the Standard Information
Form only needs to be submitted once. Your subsequent
submissions will just include a receipt and a Dental Claim Form.

s 120000
s 15 Charges @ $400.00, s 6.000.00

o
7,200.00

Additional Information

- Keep a photocopy of all receipts submitted to your insurance carrier as any unpaid portion may
be able to be claimed as a deduction on your Income Tax Return

- If you have dual insurance, the Standard Information Form needs to be submitted to both
insurance carriers initially. Subsequent submissions need to be sent first to the policy holder
with the birthday (month and day) that falls earlier in the calendar year.

- If you wish to pay in full, the process is different. Please consult with us.

- Consult with your insurance carrier to see if they allow for online reimbursement submissions.
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I AUTHORIZE RELEASE OF THE INFORMATION CONTAINED IN THIS CLAIM FORM TO MY INSURING COMPANY /
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