STANDARD DENTAL CLAIM FORM

% Sun Life Approved by the

Canadian

IMPORTANT: . Dental Association

- Please read the instructions on the reverse side before completing this form.

- Ali dental information received under this &lan is confidential. As part of audits and administrative reports, your employer may have access to statistical and financial information,
but your name will not appear on any dental information released to your employer.

- Fraudulent claims are very costly for employers and for all participants in benefit plans. As administrator of this plan, we may check the accuracy of the information given in
support of your claim.

UNIQUE NO. T'spec. TPATIENTS OFFICE ACCOUNT NO. || HEREBY ASSIGN MY BENEFITS PAYABLE
pART 1 DENTIST FROM THIS CLAIM TO THE NAMED DENTIST
AND AUTHORIZE PAYMENT DIRECTLY TO

p  LAST NAME GIVEN NAME D HIMMER.

A E

T  ADDRESS APT. N

| T

E |

N CITY PROV. POSTALCODE |g PHONENO.:

T T SIGNATURE OF SUBSCRIBER

g - UNDERSTAND THAT THE FEES LISTED IN THIS CLAIM MAY NOT BE COVERED BY OR MAY
FOR DENTIST'S USE ONLY - FOR ADDITIONAL INFORMATION, DIAGNOSIS, PROCEDURES, OR IE)(CEED MY PLAN BENEFITS. | UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE TO

SPECIAL CONSIDERATION. 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/DENTIST'S SIGNATURE

DUPLICATE FORM []

DATE OF SERVICE | PROCEDURE ng; TOOTH DENTISTS LABORATORY TOTAL
oav Two Tvm | CODE SO | suRFaces FEE CHARGE CHARGES

FOR PLAN ADMINISTRATOR USE ONLY

THIS IS AN ACCURATE STATEMENT OF SERVICES

PE T
RFORMED AND THE TOTAL FEE DUE AND TOTAL FEE SUBMITTED

PART 2 EMPLOYEE

(COMPLETE IN FULL TO AVOID DELAY OF PAYMENT)

Contract No. 50358 \ Employee 1.D. No.
Name surname given name Date of day month year
Birth:
Address number & street apartment
Sex: B male
- O female
city province postal code Daytime telephone no., & area code
()
Is this claim for services required as the resutt of an accident? [J yes [J no  How did it happen? Date of Day Month  Year
If yes, is any school or any other medical plan involved? tf so, name of carrier and details of their payment are required. accident
If claim is for denture, crown or bridge, is this initial placement? [ yes [ no Where did it happen?
if no, give date of prior placement and reason for replacement [0 At home [J At work [J Elsewhere
COMPLETE THIS SECTION ONLY IF CLAIM IS FOR A DEPENDENT
Dependent name Relationship Date of Birth It dep. child is 21 and over
day month year _
]D spouse [ son [ daughter | 3 Student [ Handicapped

If this claim includes expenses for a child age 21 and over, who is a student, please give the name of the educational institution in question.

Is spouse covered for any of these expenses under any dental plan or contract (inciuding any insurance prepayment, service type, government plan or Workers’
Compensation)? [J yes (] no [0 Not applicable - If yes: 1) Name , Date of birth of spouse
Name of employer and Name of Group Dental Carrier
2) Claims must first be submitted under the relevant plan or contract then to Sun Life, along with a copy of the settlement.
N.B.: Children must claim under the plan of parent with the earlier day and month of birth in the calendar year.

| certify that the above statements are true and complete and do not contain a claim for any expenses previously paid for by this or any other plan. |
authorize the following to exchange information needed for underwriting, administration or paying claims: Sun Life Assurance Company of Canada; any
person or organization who has relevant personal information about me, my spouse and dependents (if any), including health professionals, institutions,
and insurers; and persons performing services for Sun Life.

Date Employee’s Signature
D020-1360 (28-07-1998) M0266F ALL INFORMATION RECORDED ON THIS FORM IS CONFIDENTIAL



DENTAL PLAN

HOW TO CLAIM DENTAL BENEFITS

As soon as you or a covered dependent incurs covered dental expenses;

1 Take this form to your dentist and have him/her complete the DENTIST'S STATEMENT (PART 1) on the
reverse side of this form.

2 Complete and sign the EMPLOYEE'S STATEMENT (Part 2). Please be sure you fully answer all questions.

Mail the completed form to the claims office for the region in which you live:

Atlantic Canada and Quebec Ontario Western Canada, N.W.T. and Yukon
Sun Life of Canada Sun Life of Canada Sun Life of Canada

Health Claims Office Health Claims Office Health Claims Office

PO Box 6076 Stn CV PO Box 4023 Stn A PO Box 2880 Stn Main

Montreal QC H3C 483 Toronto ON M5W 2P7 Edmonton AB T5J 456

Important: All claims should be submitted as soon as possible after the date you receive covered dental treatment. You
should keep in mind, though, that there is a deadline for submitting your dental to Sun Life. To find out what
the deadline is, look in your employee booklet or talk to your employer. If your dental coverage ends for any
reason, we must receive your claim within 90 days of that date. If you are under a treatment program which
will involve a series of treatments for an extended period you should file a claim periodically and indicate on
the claim form that it is part of an on-going treatment plan.

HOW TO FILE FOR PREDETERMINATION OF BENEFITS

If the dental treatment recommended by your dentist is expected to exceed the Predetermination limit specified in your Dental
Plan, details of the treatment plan and estimated costs should be submitted to Sun Life for consideration before treatment
starts. To submit a treatment plan for Predetermination;

1 Ask your dentist to complete the DENTIST'S STATEMENT (PART 1) on the reverse side of this form itemizing
the proposed treatment and the estimated costs.

2 You should then complete and sign the EMPLOYEE’S STATEMENT (PART 2) and submit the form to Sun Life
at the above address clearly indicating that it is being submitted for Predetermination.

Sun Life will review the treatment plan and send you a statement outlining the approximate amount of benefits which will be
payable if that treatment is carried out. It is in your best interest to await a reply from Sun Life before starting treatment.

The purpose of Predetermination is to let you and your dentist know what treatment is covered and the approximate amount of
benefits available before beginning a course of treatment. If Predetermination of benefits is not requested and a claim is
received for expenses in excess of the Predetermination limit, Sun Life reserves the right to determine benefits based on a less
expensive procedure than the one actually performed. Any difference in the amount of those benefits and the total charges will
be your responsibility.

D020-1360 (29-07-1998) M0266B



