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ATLANTIC PROVINCES 
PO BOX 220 
MONCTON NB E1C 8L3
INQUIRIES: 1-800-667-4511

QUEBEC 
PO BOX 3300 STN B 
MONTREAL QC H3B 4Y5 
INQUIRIES: 1-800-667-4511

ONTARIO 
PO BOX 2000 STN A 
ETOBICOKE ON M9C 5P1
INQUIRIES: 1-800-667-4511

OTHER PROVINCES AND TERRITORIES
PO BOX 2318 STN MAIN 
EDMONTON AB T5J 0L8 
INQUIRIES: 1-800-667-4511

 INSTRUCTIONS FOR CLAIM SUBMISSION

Being a standard form, this form cannot include specific instructions on where it should be sent, depending on who is the carrier for your plan. You can obtain details from either your plan booklet, your 
certificate or from your employer.
If your plan requires submission directly to the carrier, please send this form with only parts 1, 2 and 3 completed to the carrier’s appropriate claims office.
If your plan requires submission to your employer, please direct this form to your personnel office plan administrator who will complete part 4 and forward the form to the carrier

 PART 2 - DIRECT DEPOSIT

WANT YOUR MONEY FASTER? SIGN UP FOR DIRECT DEPOSIT.

FI TRANSIT NUMBER:   FI ACCOUNT NUMBER: 
  (TRANSIT-5 DIGITS;  FI-3 DIGITS)

 PART 3 - EMPLOYEE/PLAN MEMBER/SUBSCRIBER

1. POLICY NO.        

 EMPLOYER  

 NAME OF INSURING AGENCY OR PLAN  

2. YOUR NAME (PLEASE PRINT)  

 YOUR CERT. NO. OR I.D. NO.  

 YOUR DATE OF BIRTH (DD/MM/YYYY)  

 PART 4 - PATIENT INFORMATION

1. RELATIONSHIP TO EMPLOYEE/PLAN MEMBER/SUBSCRIBER  

 DATE OF BIRTH   

 IF CHILD, INDICATE STUDENT q HANDICAPPED q

 IF STUDENT, INDICATE SCHOOL   

 PATIENT I.D. NO.    

2. ARE ANY DENTAL BENEFITS OR SERVICES PROVIDED UNDER ANY OTHER GROUP   

 INSURANCE OR DENTAL PLAN, W.C.B. OR GOV’T PLAN?    NO  q          YES  q

 POLICY NO.   SPOUSE DATE OF BIRTH  

 NAME OF OTHER INSURING AGENCY OR PLAN  

3. IS ANY TREATMENT REQUIRED AS THE RESULT OF AN ACCIDENT? 
 IF YES, GIVE DATE AND DETAILS SEPARATELY.

NO  q     YES  q

4. IF TREATMENT INCLUDES DENTURE, CROWN OR BRIDGE, IS THIS  
 AN INITIAL PLACEMENT? IF NO, GIVE DATE OF PRIOR PLACEMENT  
 AND REASON FOR REPLACEMENT.  
  DAY MO. YR.

NO  q     YES  q

5. IS ANY TREATMENT REQUIRED FOR ORTHODONTIC PURPOSES? NO  q     YES  q

6. I AUTHORIZE THE RELEASE OF ANY INFORMATION OR RECORDS REQUESTED IN  
 RESPECT OF THIS CLAIM TO THE INSURER/PLAN ADMINISTRATOR AND CERTIFY  
 THAT THE INFORMATION GIVEN IS TRUE, CORRECT AND COMPLETE TO THE BEST  
 OF MY KNOWLEDGE. CLAIMING BENEFITS IMPLIES CONSENT TO BLUE CROSS  
 PRIVACY PROTECTION PRACTICES.

SIGNATURE OF PATIENT (PARENT/GUARDIAN)   DATE (DD/MM/YYYY)   

 PART 5 - POLICYHOLDER / EMPLOYER (FOR COMPLETION ONLY IF APPLICABLE. SEE ABOVE*)

DAY MO. YR.

 1. DATE COVERAGE COMMENCED

 2. DATE DEPENDENT COVERED

 3. DATE TERMINATED

DATE

DAY MO. YR.
 4. CONTRACT HOLDER

(POSITION OR TITLE)

AUTHORIZED SIGNATURE

DATE OF SERVICE PROCEDURE CODE INTL 
TOOTH 
CODE

TOOTH 
SURFACES

DENTIST’S FEE LABORATORY 
CHARGE

TOTAL CHARGES
DAY MO. YR.

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

TOTAL FEE SUBMITTED

FOR CARRIER USE

ALLOWED AMOUNT INC % PATIENT’S SHARE

CHEQUE NO. DATE

DEDUCTIBLE PATIENT PAYS PLAN PAYS

CLAIM NO.

 PART 1 DENTIST UNIQUE NO. SPEC PATIENT’S OFFICE ACCOUNT NO. I hereby assign my benefits payable 
from this claim to the named dentist and 
authorize payment directly to them. 
 
 
 
 

  
SIGNATURE OF SUBSCRIBER

P
A
T
I
E
N
T

   
FIRST NAME    LAST NAME

ADDRESS   APT.  

CITY    

PROV.    POSTAL CODE   

D
E
N
T
I
S
T PHONE NO.     

For dentist’s use only - for additional information, diagnosis, procedures, or special consideration. I understand that the fees listed in this claim may not be covered by or may exceed my 
plan benefits. I understand that i am financially re-sponsible to my dentist for the entire 
treatment.

I acknowledge that the total fee of $                                             is accurate and has been 
charged to me for services rendered.

I authorize release of the information contained in this claim form to my insuring 
company/plan administrator. I also authorize the communi-cation of information  related 
to the coverage of services described in this form to the named dentist.

Duplicate Form  q

  
SIGNATURE OF PATIENT (PARENT/GUARDIAN)

OFFICE VERIFICATION

ALL INFORMATION RECORDED ON THIS FORM IS CONFIDENTIAL.
TM The Blue Cross symbol and name are registered trade-marks of the Canadian Association of Blue Cross Plans and are used under licence by Medavie Blue Cross, an independent licensee of the Canadian Association of Blue Cross Plans. 
Blue Cross Life Insurance Company of Canada underwrites all life and disability benefits. FORM-013E 09/22
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