M Manulife Financial CANADIAN DENTAL Dental Expense Claim

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 SAME
p  LAST NAME GIVEN NAME
A D
E
H N
| A D D R E S S A P T k
E
: |
S PHONE NO
.
CITY EROY POSTALGODE! f 7 SIGNATURE OF SUBSCRIBER
FOR DENTIST'S USE ONLY - FOR ADDITIONAL INFORMATION, DIAGNOSIS, PROCEDURES OR SPECIAL | UNDERSTAND THAT THE FEES LISTED IN THIS CLAIM MAY NOT BE COVERED BY OR MAY EXCEED MY PLAN
CONSIDERATION BENEFITS. | UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE TO MY DENTIST FOR THE ENTIRE TREATMENT.
| ACKNOWLEDGE THAT THE TOTAL FEE OF § IS ACCURATE AND HAS BEEN CHARGED

TO ME FOR SERVICES RENDERED.
| AUTHORIZE RELEASE OF THE INFORMATION CONTAINED IN THIS CLAIM FORM TO MY INSURING COMPANY/PLAN
ADMINISTRATOR.

SIGNATURE OF PATIENT (PARENT/GUARDIAN)

OFFICE VERIFICATION

DUPLICATE FORM [

DATE OF SERVICE | pRocepuRE | (aok, | TOOTH DENTIST'S LABORATORY TOTAL
v | wo | CODE NDE | suracEs FEE CHARGE CHARGES

Member - submit completed claim form to

Employee Benefit Plan Services Ltd.,

45 Mclntosh Drive

MARKHAM ONTARIO

L3R 8C7

(905) 946-9700
1-800-263-3564

THIS IS AN ACCURATE STATEMENT OF SERVICES
PERFORMED AND THIS TOTAL FEE DUE
AND PAYABLE E & OE

TOTAL FEE SUBMITTED

PART 2 MEMBER COMPLETE THIS PART BEFORE TAKING THE FORM TO YOUR DENTIST'S OFFICE

GROUP POLICY NUMBER 901886 ROOFERS LOCAL 30 BENEFIT TRUST FUND

1. Member’s name i - Social InsuranceNumberI I | | | 1 | | I I
First Initial Last

2. Member’s date of birth / / Employee/Certificate number (If applicable)
Day Month Year

3. s this your first claim with Manulife Financial? [CNO [YES
Address

Street City/Town Province Postal code
5. Are dental benefits payable for this claim from any other company or source? ONO [OYES

If ‘Yes’ name company or source
6. a) If denture, bridge or crown, is this an initial placement? ONO [YES

b) If initial placement, please advise date teeth were extracted and all other missing teeth in arch:

c) If replacement, give date of prior placement and reason for replacement:

Is this family member the (check one)

. ; ) ; "
7. Which family member are these expenses being claimed for? CEmployee [ Spouse [Son [JDaughter

Name
If this family member is a spouse or child, complete the following information:
8. Dependant’s date of birth / / 9. Is this dependant working? CINO [J YES Is this dependant attending school? CINO [JYES

. Day Month Year
If 'YES’ give name of employer or school

10. If treatment is due to an accident, indicate date of accident and details

I authorize The Manufacturers Lifes Insurance Company (“Manulife Financial”) to collect and exchange personal information about me and/or my dependants
to process this claim and administer my group plan. I understand any personal information obtained by Manulife Financial will be kept confidential and, where
necessary, Manulife Financial will be exchanging my personal information. I authorize the following persons to exchange with Manulife Financial or each
other, any of my personal information in their possession: any health care practitioner, medical facility or provider of health care/dental services, any
provincial health insurance plan, insurance company or reinsurer, insurance broker or plan administrator, my employer or former employer, government
agency, auditing or independent investigative organization, and financial institution.

I authorize the use of my Social Insurance Number for identification purposes. I certify that the information in this form is true and complete, to the best of
my knowledge. A copy of this authorization shall be as valid as the original.

Member's signature (in full) Date

The Manufacturers Life Insurance Company GL3976E 901886 (11/2005)



