
P.O. BOX 1614, WINDSOR, ONTARIO N9A 0B9
ATTN: DENTAL DEPARTMENT
CUSTOMER SERVICE CENTRE 1-855-264-2174

DENTAL CLAIM FORM
I hereby assign my benefits payable from thisPART 1 - PROVIDER

P

atient's Office 

xceed my plan benefits  I understand that
I am financially responsible to my pro

t (Parent

Office erification

CodeAllowed AmountTotal ChargesLaboratory ChargesProvider's FeeTooth SurfacesInt'l Tooth CodeProcedure CodeDate of Service
DAY MO YR.

TOTAL FEE SUBMITTEDThis is an accurate statement of services performed and
the total fee due and payable, E & OE.

INSTRUCTIONS FOR CLAIM SUBMISSION:
Please carefully fill in all pertinent areas and sign the completed form. (Refer to RBC Life Identification Card for correct patient information). Incomplete or incorrect claim forms
will be returned or rejected and will result in a delay in reimbursment.

All claims must be submitted within 12 months of the date of service (unless
otherwise stated in your benefit plan documentation).

PART 2 - EMPLOYEE/PLAN MEMBER
Plan Member Date of BirthPlan Member IDPlan Member Name (Please Print)

PART 3 - PATIENT INFORMATION
Patient's Date of BirthPatient's Identification NumberPatient's Name (Please print)

DayMoYr

Given NamesLast Name

benefits

Date
YearMonthDay

Signature of Plan MemberAll information recorded on this form is confidential.

By signing this claim form and/or submitting actual receipts, I agree that the information provided on this form is complete and accurate. I understand that the information provided by me to RBC Life about
myself and my dependents, will be used by RBC Life for claims adjudication and any other services necessary in the administration of our benefits which may include the exchange of information with other
parties to administer this benefit claim.
I am authorized by my spouse and/or dependents to disclose and receive information about them that is used for these purposes. I understand that this information may be seen by the insured.

DayMoYr
 

Given NamesLast Name
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