DENTAL CLAIM FORM

CABELL COUNTY BOARD OF EDUCATION
9200 US ROUTE 60 * ONA, WV 25545 * (304) 525-0331 * (304) 525-6005 FAX

EMPLOYEE SECTION
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Address
o Yes No If"Yes," Name Policy No.

Address

If claim is for Dependent. answer the followina auestions: Denendent Name

Dependent's Social Security No. Date of Birth Spouse  Child
EMPLOYEE'S ASSIGNMENT
| authorize the release of information required to process my claim.
Date , 20 Signed
{SIGNATURE OF EMPLOYEE)

| authorize payment directly to the provider of service.
Date Signed
TO BE COMPLETED BY DENTIST

Total




