
FOX VALLEY LABORERS HEALTH AND WELFARE FUND
2371 Bowes Road, Suite 500, Elgin, Illinois 60123-5523

847-742-0900 • 866-828-0900 (toll free) • 847-742-4430 (fax) DENTAL CLAIM FORM
SECTION I - MEMBER’S STATEMENT and PATIENT INFORMATION (see reverse side for instructions)



INSTRUCTIONS FOR MEMBER

Please be sure that you complete ALL of the information in Section I on the front of this form. 

NOTE:
BOX 11 -	 If you or the patient is covered by any other group insurance policy, please provide us
	 with the name of the insurance company, address and policy number(s). 

BOX 12 -	 Please be sure to check either yes or no to parts A and B.

BOX 13 - 	 If the patient’s treatment is the result of an accident, please provide us with the date of 
	 the accident, place of the accident and a description of the accident. 

BOX 15 - 	 Please be sure to sign this box for the release of any information. 

BOX 16 -	 Only sign this box if you want benefits paid directly to the provider. Do not sign this box if
	 you want benefits paid to you. 


