Triangle Orthopaedic Associates
Dental Reimbursement Form 

Your Plan Year is January 1 – December 31
	Your Plan Pays:
	

	Deductible - $50

Plan Year Maximum - $1,000

Orthodontic Care (Children Only) Lifetime Maximum - $1,500

100% - Preventive Care 

80% - Basic Care 

50% - Major Care 
50% - Orthodontic Care (for children)

	
	

	Employee Information: (MUST BE COMPLETED)

	Name:

	Address:  FORMCHECKBOX 
 Check if address is new.

	

	Social Security #:  
	Phone #:

	Patient’s Name:

	Relationship:
	Patient’s Date of Birth:

	Note: Eligible students are the unmarried children of covered persons, 19 to age 25, and are full-time students.

	Signature:

	
	

	Doctor Information:  (MUST BE COMPLETED)

	Doctor Tax ID #:(Required)

	Doctor Name:

	Doctor Address:

	Phone #:
	Total Cost of Treatment: $ __________

	Was the treatment for an accident or injury?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	DO NOT SEND IN TREATMENT PRE-ESTIMATES OR X-RAYS

	
	

	YOU MUST ATTACH AN ORIGINAL ITEMIZED PAID BILL to this form and mail to:

Wells Fargo Administrators - P.O. Box 71489 - Newnan, GA  30271

                             Phone 888-295-4864               Fax 770-683-1099


· Please refer to your employee booklet for specific exclusions and details.  
10/19/09                     
Direct Reimbursement Benefit Plans, P.O. Box 71549 Newnan, GA 30271  


