	                                 BENEFIT BREAKDOWN (#42)
Ins.Effective Date: ___________		              Date Called:___________
		
Patient Name:_______________________                                    ___	 DOB:_		               		
Subscriber Name:__________________________	DOB:	                      ID or SSN:				
Employer:						       Insurance Name:_________  _____________________
[bookmark: _GoBack]**Group #:				Annual Max: $		               Annual Max Remain: $	    		
Deductible: $_____________	____	       Deductible Met:  Yes/No                   Waived on Preventative:  Yes/No	
Coverage Percentages
Preventative Paid at:		%		 Annual Max Applied to Preventative?	Yes	No
Basic Paid at:		%  Basic Includes_________________________________________________________
Major Paid at:		% Major Includes_________________________________________________________
D9940 Night Guard Coverage?    Yes/No                                             Downgrade posterior composites:    Yes/No
Implant Crown Coverage (Code D6058):	Yes/No				
Waiting periods:   Yes/No         If yes, have they been met:  Yes/No 	  If not, when?_________________
What is the replacement clause? _____________________    Is there a missing tooth clause?    Yes/No
If Dual Insurance is used, do they coordinate benefits? 		                                                                   	  
                                                                                      Frequency and Hygiene 
Prophy: ________________Exam_________________Bitewing x-ray:_________________ Pano:______________
FMX:________________Eligible for FMX:   Yes/No   Last FMX?______________(If taken w/BW-paid sep?)  Yes/No 
Perio Therapy Frequency:______________	                        Any Perio History? ___				__________  
Fluoride: Y / N – up to what age?____________________    Arestin Covered: Y/N:  __________________________
Sealants Y / N- up to what age?: _____________________  Other Hygiene Notes: ___________________________	
Our Fee vs. UCR
D1110 – Prophy		                $111		   D2140 – 1 Surface 	$206	                     D2150 – 2 Surface	      $267	
D4341 – Perio Therapy	                $281		   D2160 – 3 Surface	$334		     D2644 – Onlay                      $1156	
D1208 -  Adult Fluoride		$46		   D2740 – Crown 	$1374		     D4910 PerioMaint               $155	
D2393 – Posterior 3 Surface Filling	$351		   D4381 Arestin		$42						
D2332 – Anterior 3 Surface Filling	$303											
ORTHO

Adult Ortho: YES / NO    		Paid at: _______%		Maximum: $______________ ANNUAL / LIFETIME
Payment Schedule: 	2 PAYMENTS 1 YEAR APART / QUARTERLY /OTHER____________________________
	D8660 (exam/malocclusion evaluation)
	D9951 (occlusal adjustment/limited)

	Applies to: ORTHO / ANNUAL
Paid at: _______ %
Frequency: ____________________
	Applies to: ORTHO / ANNUAL
Paid at: _______ %
Frequency: ____________________



