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Patient Name Surname Given Names Relationship to employee Sex Patient Birth date

Self Spouse Child Other M F Month Day Year

Employee Name Surname Given Names If Patient is a full time student – Name Of School

Employer (Company) Name Group Policy Number Employee Certificate Number

I have reviewed the following treatment plan. I authorize release of any information relating 
to this claim. I understand that I am responsible for all costs of dental treatment.

Signed (Patient or parent if minor)	D ate (mm/DD/YY)

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)	D ate (mm/DD/YY)
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Dentist Name Is treatment result of 
occupational illness or injury?

No Yes If yes, enter brief description and dates

Mailing Address Is treatment a result of auto 
accident or other accident?

If denture, crown or bridge, is this the initial 
placement?

Dentist’s phone number If no, give date of prior placement and reason for replacement.

First Visit Date 
Current Series

Place of Treatment Radiographs or 
models enclosed

No Yes How  
Many

Is treatment for Orthodontics? No Yes If services already commenced 
enter date appliances placed

Mos, treatment 
remaining

Month Day Year Office Hosp Other Month Day Year

Date Service 
Performed Tooth 

Number
Surface

Description of Service

(including X-Rays, prophylaxis, materials used, 
etc.)

Procedure 
Code

Fee
For 

administrative 
Use onlyMonth    Day    Year

For Dentist’s use only. For additional information re: diagnosis, procedures, 
or complications and time in units.

Total Fee 
Charged

Max Allowable

Deductible

Insurer %

I hereby certify that the procedures as indicated by date have been completed and that the fees submitted are the actual fees I have charged 
and intend to collect for those procedures

	 Signed (Dentist)	D ate (mm/DD/YY)

Insurer Pays

Patient Pays

The Argus Group
The Argus Building 
14 Wesley St., P. O. Box HM 1064 
Hamilton HM EX, Bermuda

Tel: (441) 295-2021 • Fax: (441) 292-6763 
e-mail: insurance@argus.bm • www.argus.bm

Attending Dentist’s statement

Check One:
Dentist’s pre-treatment Estimate
dentist’s statement of actual services
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Eligibility for Benefits is determined by the terms and conditions of your policy. Pre-Treatment estimate for major 
restorative work is recommended.


