
1. Patient name	 2. Relationship to subscriber	 3. Sex	 4. Patient birthdate	 5. If full time student over 18, indicate:
	 Self	 Spouse	 Child	 Other	M 	 F	M onth     Day       Year	     School	C ity

6. Employee/	F irst	M iddle	L ast	 7. Subscriber ID Number	 8. Subscriber birthdate	 9. Employer (Company) name and address/	 10. Group number 
    Subscriber					M     onth     Day       Year	     Union Local 
    name

Subscriber mailing	 Apt. No.	 Phone No. 
address

City	 State	 ZIP Code 

11. DOES PATIENT HAVE COVERAGE THROUGH ANOTHER COMPANY?	 12a. Name and address of dental carrier(s), item 11.	 12b. Group number	 13. Name and address of employer, item 11 
      IF YES, complete items 12 through 15. 
                 Yes                                  No 

14a. Subscriber name, item 11 (if different from patient’s)	 14b. Subscriber ID Number	 14c.  Subscriber birthdate	 15.  Relationship to patient 
      	        	  Month     Day       Year	 Self     Spouse      Child     Other

16. Dentist name	  

17. Mailing address 

City, State, ZIP 

18. Dentist Social Security number or T.I.N.	 19. Dentist License number	 20. Dentist phone number 
 

21. First visit date current series	 22. Place of treatment	 23. Radiographs or 	H ow many 
    	      Office      Hospital         ECF          Other	       models enclosed? 
		        No M        Yes MPl

ea
se

 M
a

ke
 S

u
re

 S
u

b
sc

ri
b

er
’s

 M
a

il
in

g
 A

d
d

re
ss

 is
 L

eg
ib

le
, C

u
rr

en
t 

&
 C

o
m

pl
et

e

Pre-treatment estimate

The treatment listed is necessary in my professional judgement, 
and I request a pre-treatment estimate.

Dentist
Signature                                                     Date

Treatment completed – Payment requested

The treatment listed was completed. I will charge and intend to collect 
the entire portion of the fees stated above that Delta Dental determines 
to be the patient’s responsibility, and I will not waive, reduce or rebate 
any of that portion unless I expressly state on this form.

Dentist
Signature 	D ate

My dentist may give Delta Dental and any other carrier named 
above information about my dental condition or treatment needed 
to determine benefits for up to 5 years from the date.

Signature of patient 
(or parent or guardian)                                          Date                        

You may receive a copy of this authorization on request.

License Number

 

DELTA DENTAL OF CALIFORNIA ENCOURAGES DENTAL OFFICES TO
SUBMIT CLAIMS ELECTRONICALLY.
1. Please type or print, 2. Do not use a highlighter, 3. Staple x-rays to 
top right corner

P.O. Box 997330 
Sacramento, California 95899-7330

Customer Service: 888-335-8227 
www.deltadentalins.com

Delta 105 #49481 (rev. 9/08)

24. Is treatment result of	N o	Y es	  If yes, enter dates, brief description and any amount paid. 
      occupational illness or injury? 

25. Is treatment result of an auto 
      accident?

26. Other accident?

27. Are any services covered by a 
      non-dental plan?

28. �If prosthesis, is this initial placement	?	 	  29. DATE OF PRIOR PLACEMENT 
If no enter reason FOR 
replacement.

30. Is treatment for orthodontics?	N o	Y es	 If services	 Date appliances placed	 Mos. treatment 
			   already		r  emaining 
     			   commenced 
			   enter

Total fee 
charged

Patient
pays

Delta Dental
pays

Amount applied
to deductible

31. Examination and treatment record – list in order from tooth no. 1 through tooth no. 32. use charting system shown.
	 Tooth	 	 	 Date service 
	 no. or	 	 Description of service (including	 completed	 Procedure 
	 letter	 Sufaces	 x-rays, prophylaxis, materials used, etc.)	 M       D       Y	 number	 FEE

	 1

	 2

	 3

	 4

	 5

	 6

	 7

	 8

	 9

	 10

	 11

	 12

	 13

	 14

	 15

32. �Remarks for unusual services or 
Amount Paid by Other Coverage 
(ATTACH A COPY OF THE PRIMary CARRIER’S 
EXPLANATION OF BENEFITS).


