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E TRICARE Dental Program
N [8. Patient mailing address (APO/FPO or street, city, country, postal mailing code) 13. Is patient covered by Dental plan name
T another dental plan?
[yes [Ino
Insured name and SSN Group no.
S
= b o
g 9. Telephone number {include country, city, and/or area code) Name and address of carrier
T
1 [10.Thave reviewed the following treatment plan. | authorize release of any 14. | hereby authorize payment of my group insurance benefits, otherwise payable to me, to
(0] information relating to this claim. the dentist listed below.
N
Signature (patient or parent if minor) Date Signature (insured person) Date
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Was patient rebanded?
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