
 

Identify  
missing teeth with “X” 

Attending Dentist’s Statement 
Check One    Dentist’s Pre-treatment Estimate 
                      Dentist’s Statement of Actual Services 
Claim For Dental Expense Benefits 
PLEASE READ INSTRUCTIONS BEFORE  
COMPLETING THIS FORM 

   For Insurance Company Use Only 

 1. PATIENT NAME 2. RELATIONSHIP TO EMPLOYEE 
 SELF   SPOUSE    CHILD     OTHER 

3. SEX 
M     F  

4. PATIENT BIRTHDATE 
    MO           DAY           YEAR 

5. IF FULL TIME STUDENT 
    SCHOOL                      CITY 

                                        
 6. EMPLOYEE/SUBSCRIBER NAME 

    FIRST                         MIDDLE                        LAST 
      

7. EMPLOYEE/SUBSCRIBER SOCIAL SECURITY NO. 

      
9. NAME OF GROUP DENTAL PROGRAM 

   CITGO Petroleum Corporation 
 8. EMPLOYEE/SUBSCRIBER MAILING ADDRESS 

      
10. EMPLOYER WORK LOCATION 

      
         CITY, STATE, ZIP 

      
 
      

 11. REPORT NUMBER 

36726 
12. ARE OTHER FAMILY MEMBERS EMPLOYED? 
         EMPLOYEE NAME        SOC. SEC. NO. 
      

13. DATE OF BIRTH 

      
14. NAME AND ADDRESS OF EMPLOYER IN ITEM 12 

      
 15.  IS PATIENT COVERED BY                                      DENTAL PLAN NAME                         UNION LOCAL                      GROUP NO.                          NAME AND ADDRESS OF CARRIER 

       ANOTHER DENTAL PLAN?        

 15(a) I have reviewed the following treatment plan. I authorize release of any   
          information relating to this claim. I know it is a crime to fill out this form 
          with facts I know are false or to leave out facts I know are important. 

15(b) I hereby authorize payment directly to the below-named dentist of   
          the group insurance benefits otherwise payable to me. 

                        
SIGNED (PATIENT,OR PARENT IF MINOR) DATE SIGNED (INSURED PERSON) DATE 

 16. DENTIST NAME 24. Is treatment result  
      of occupational  
      illness or injury? 

NO YES IF YES, ENTER BRIEF DESCRIPTION AND DATES 

 17. MAILING ADDRESS 25. Is treatment result  
      of auto accident? 
26. Other Accident? 

   

       CITY,   STATE,   ZIP 27. Are any services  
      covered by    
      another plan? 

   

 18. DENTIST SOC. SEC. OR T.I.N. 19. DENTIST LICENSE NO. 20. DENTIST PHONE NO. 28. If prosthesis, is  
      this initial  
      placement? 

  IF NO, REASON FOR 
REPLACEMENT 

29. DATE OF PRIOR  
      PLACEMENT 

 21. FIRST VISIT DATE        22. PLACE OF TREATMENT  
       CURRENT SERIES      OFFICE       HOSP       ECF             OTHER 

23. RADIOGRAPHS OR 
      MODELS ENCLOSED? 

NO YES HOW 
MANY? 

30. Is treatment for    
      Orthodontics? 

  If Service  
Already  
Commenced,  
Enter 

Date Appliances 
Placed 

Mos. 
Treatment 
Remaining 

  31. Examination and Treatment Plan-List in Order From Tooth No. 1 Through Tooth No. 32 
Use Charting System Shown 

 

  
Tooth 
No. or 
Letter 

Surface Description of Service (including X-Rays, 
Prophylaxis, Materials Used, Etc.) Line No. 

Date 
Service 

Performed 
Mo.   Day   Yr. 

ADA 
Procedure 
Number 

Fee 
For  

Carrier 
Use Only 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  
 

  
    

 
 

  Total Fee 
Actually 
Charged 

 
 

                                                                                                                                Date 
*Signed (Dentist) 

 

 
 
 

101-089-02000

 

 

FACIAL 
32. Remarks for  

Unusual Services 



Please Review Before Submitting Claims 
 It is a CRIME to fill out this form with facts you know are false or 

to leave out facts you know are important. 
 

Information for Employee 
1. Complete items 1 through 15(a) in full to assure positive identification and prompt payment. 

Please print or type. 
2.  You can arrange for Metropolitan to make payment directly to the dentist by signing item 15(b). If you 
      wish benefits to be paid directly to yourself, do not sign item 15(b). In either, case, a statement of 
      benefits paid will be sent to you. 
3.  The Patient (or parent if patient is minor) must sign item 15(a). 
4.  If total charges for the planned course of treatment will be less than $250, the claim form should be 
      completed when treatment is completed, and mailed to the address shown below. 
5.  If total charges for the planned course of treatment can reasonably be expected to be $250 or more, the 
      form must be completed and submitted to Metropolitan prior to the commencement of the course of 
      treatment for a pre-determination of benefits. Metropolitan will notify you and your dentist of the benefits 
      payable. 

       Dental coverage is subject to specific limitations and exclusions. Please refer to your  
      insurance booklet for a description of covered services, limitations and exclusions. 

Information for Attending Dentist 
1.  Metropolitan will pay benefits equal to the dental fee charged up to the maximum amount listed in the 
      schedule of Dental Services. A separate fee is required for each service. 
2.  If total charges for a course of treatment are less than $250, check the box noted “Statement of Actual 
      Services” and complete items 16 through 31 when treatment has been completed. The claim form  
      should be sent to the address shown below. 
3.  If total charges for a course of treatment can reasonably be expected to be $250 or more, check the 
      box noted “Pre-Treatment Estimate” and complete items 16 through 31. For some procedures, 
      supplementary pre-treatment information may also be required. The completed claim form, together  
       with any required supplementary information should be submitted to Metropolitan prior to the  
       commencement of the course of treatment. 
4.  Metropolitan will review the claim (and any supplementary information submitted) and notify you and  
       your patient of the benefits payable. 
      Pre-determination of benefits is not intended to preclude a course of treatment agreed upon by you and 
      your patient. The intent is to avoid any misunderstanding concerning the benefits payable under the 
      terms of the coverage. Predetermination of benefits is not required for oral examinations, cleanings, 
      fluoride applications, dental x-rays, or emergency treatment. 
5.  Generally, X-rays will not be required pre-operatively when restorative dentistry involving only standard 
      filling material is utilized. 

Diagnostic X-rays should be submitted only in connection with prosthetics, fixed bridgework, or cast 
restorations. Occasionally, we may request X-rays that relate to other dental services. 

6.  If the employee has so authorized, benefit payment will be made directly to you. 

Mail Completed Form To: MetLife Dental 
P.O. Box 981282 
El Paso, TX 79998-1282 

For Claims Inquiry or Verification of Coverage Please Call 1-800-942-0854. 
 


