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Completing Your Standard Information Insurance Form

In order for you to receive reimbursement, the insurance company requires a brief
description of the malocclusion and a breakdown of your payment schedule. This
information is found on the Certified Specialist in Orthodontics Standard
Information form. According to the insurance company, this form describes the
“Treatment Plan”.

It is important to complete this form accurately and attach appropriate receipts.

Below is a sample form. Follow the 10 steps on page 3 to put in the required
information. The Group Policy Number and the Certificate Number (which may be
listed as an ID number or employee number) are found on the insurance card that
was provided to you by your employer.

This form needs to be sent only once with the initial down payment receipt. The
monthly payment receipts do not require this form to be attached.

In circumstances where there is dual coverage (i.e., the patient is covered under
more than one insurance plan) you will need to send a copy of the form with your
receipts to each insurance carrier. In the case of two different insurance carriers,
the primary carrier is determined by the subscriber whose birthday falls first in the
calendar year.

When submitting the insurance form and receipt to the secondary carrier, a copy
of the remittance statement (i.e., receipt) from the primary insurance company
must be included. In the case of both plans being with the same insurance carrier
(e.g., both plans are with Manulife) the insurance forms and receipts can be sent
at the same time.

If you have any further questions, please do not hesitate to call Radiant
Orthodontics at 604.946.9771.
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You only need to fill in the
“For Patient Use Only” box
(highlighted in yellow). The
rest of the form has been
filled out by our office.
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2. Print the name of the
insurance policy holder here.
This may or may not be the
patient. For child patients, it is
usually a parent/guardian, but
in the case of adult patients it

1. Print the name
of your Insurance
Company here.
For example:
Great West Life,
Pacific Blue Cross,

may be the patient or his/her 3. Print the address of the

Spouse. insurance policy holder (named
in step 2) here.

Sun Life.

PATIENT IDENFIFICATION 4. Print the employer of the
insurance policy holder (named

Bl This section to\be coyded by PWW”GW in step 2) here.
(*l Insurance Carrier -
R Name. 5. Print the address of the
o IB ' / A employer (named in step 4)
~ B Address: / here.
T
H B 6. Print the Group Policy
ﬁ S Number from the insurance
T (R: policy holder’s insurance card
- here.
'gl I Employer' / / /
M B [ Address / 7. Print the Certificate Number
E ' from the insurance policy
ﬁ R i = holder’s insurance card here. It
L Groupw/ ertificate No. Soc. Ins_hla may be listed as an ID number
Y T AN or employee number on the
PATIENT'S DATE OF BIRTH RELATIONSHIP TO suascmaﬁ\ =
DEPENDANT NO. :
\ 8. Print the insurance policy

FOR PATIENT USE ONLY holder’s SIN here.
10. Print the patient’s date of 9. Print the relationship of the patient to the insurance policy
birth here. holder here. If the patient is the insurance policy holder, print

“Self”. Otherwise, describe the relationship as “Father”,
“Mother”, “Husband”, “Wife”, etc. Also include the patient’s
Dependent Number as listed on the card (if applicable; some
companies do not require this).




