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Dental Benefits Request
Mail to: 	Aetna Dental 

PO Box 14094 
Lexington, KY  40512-4094 
Fax: 1-859-455-8650

  

TO BE COMPLETED BY EMPLOYEE – USE BLACK INK ONLY 

1. Employer's Name 

Occidental Petroleum Corporation  

2. Policy/Group Number

3. Employee's Aetna ID Number 4. Employee's Name 5. Employee's Birthdate (MM/DD/YYYY) 

6.  Active Retired 

Date of Retirement 

7. Employee's Address (include ZIP Code) Address is new 8. Employee's Daytime Telephone Number 

9. Patient's Name 10. Patient's Aetna ID Number 11. Patient's Birthdate (MM/DD/YYYY) 12. Patient's Relationship to Employee
 Self  Spouse  Child Other 

13. Patient's Address (if different from employee) 14. Patient's Gender
Male Female 

15. Full Time Student
 No  Yes 

16. Patient's Expected Graduation Date 17. Name of School and City 

18. Patient's Marital Status
 Married Single 

19. Is patient employed?
 No  Yes 

20. Name and Address of Employer 

21. Is claim related to an accident?

 No  Yes If Yes, date     time am  pm

22. Is claim related to employment? 
No  Yes 

23. Are any family members’ expenses covered by another group health plan, group pre-payment 
plan (Blue Cross- Blue Shield, etc.), no fault auto insurance, Medicare or any federal, state or 
local government plan? No  Yes 

24. If Yes, list policy or contract holder, policy or contract number(s) and name/address 
of insurance company or administrator: 

25. Member’s ID Number 26. Member’s Name 27. Member’s Birthdate (MM/DD/YYYY) 

28. To all providers of dental care:  
You are authorized to provide Aetna Life Insurance Company or one of its affiliated companies (“Aetna”), and any independent claim administrators and consulting dental professionals 
and utilization review organizations with whom Aetna has contracted, information concerning dental care, advice, treatment or supplies provided the patient. This information will be used 
to evaluate claims for dental benefits. Aetna may provide the employer named above with any benefit calculation used in payment of this claim for the purpose of reviewing the 
experience and operation of the policy or contract. This authorization is valid for the term of the policy or contract under which a claim has been submitted. I know that I have a right to 
receive a copy of this authorization upon request and agree that a photographic copy of this authorization is as valid as the original. 

Patient's or Authorized Person's Signature Date

29. I authorize payment of dental benefits to the dentist or supplier of service. 

Patient's or Authorized Person's Signature Date

TO BE COMPLETED BY DENTIST – USE BLACK INK ONLY 

30. This is a request for:

 Pre-Treatment Estimate Predetermination/Preauthorization Number  Statement of Services Rendered 

31. Dentist's Name & Address (include ZIP Code) 32. National Provider Identifier 33. Dentist License No. 34. Telephone Number

35. Enter the taxpayer identifying number to be used for 1099 reporting purposes. You are required under authority of 
law to furnish your taxpayer identifying number. 

36. First Visit Date Current Series 37. Place of Treatment
 Office Hosp. 
ECF Other 

38. Radiographs or models enclosed?

 No  Yes
 How many? 

Is treatment result of: No Yes If Yes, enter brief description and dates. 

39. occupational illness or injury? 

40. auto accident?

41. other accident?

42. Are any services covered by another plan? 

43. If prosthesis, is this initial placement? If No, date of prior placement and reason for replacement. 

44. Is treatment for orthodontics? Date appliance placed: Initial  Appliance Fee: 

No. of months of treatment: Monthly Fee: 

Mos. of treatment remaining: Total Case Fee: 

45. To expedite claim handling, identify 
all missing teeth with "X" 

46. Examination and treatment plan. List in order from tooth no. 1 through tooth no. 32. Use charting system shown. 

Tooth #  
or Letter 

If Previously 
Extracted, 
Give Date Surface 

Description of Service (x-rays, prophylaxis, 
materials used, etc.) 

Date Service 
Performed 
MM DD YYYY

Procedure 
Number Fee

47. 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 this patient and intend to accept for those procedures. 

Dentist's Signature Date 

48. National Provider Identification Total charge $ 

Amount paid $ 

Balance due $ 
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Dental Benefits – Claim Instructions 


Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an application for insurance or statement of claim containing any 
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects 
such person to criminal and civil penalties.  
Attention Alabama Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application 
for insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof. Attention Arkansas, District of Columbia, Rhode Island and 
West Virginia Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for 
insurance is guilty of a crime and may be subject to fines and confinement in prison. Attention California Residents: For your protection California law requires notice of the following 
to appear on this form: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state 
prison. Attention Colorado Residents: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or 
attempting to defraud the company.  Penalties may include imprisonment, fines, denial of insurance and civil damages.  Any insurance company or agent of an insurance company who 
knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with 
regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies. Attention Florida 
Residents:  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete or misleading 
information is guilty of a felony of the third degree. Attention Kansas Residents:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other 
person submits an enrollment form for insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact 
material thereto may have violated state law. Attention Kentucky Residents:  Any person who knowingly and with intent to defraud any insurance company or other person files a 
statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, 
which is a crime. Attention Louisiana Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in 
an application is guilty of a crime and may be subject to fines and confinement in prison. Attention Maine and Tennessee Residents:  It is a crime to knowingly provide false, incomplete, or 
misleading information to an insurance company for the purpose of defrauding the company.  Penalties may include imprisonment, fines, or denial of insurance benefits. Attention Maryland 
Residents:  Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application 
for insurance is guilty of a crime and may be subject to fines and confinement in prison. Attention Missouri Residents:  It is a crime to knowingly provide false, incomplete, or misleading 
information to an insurance company for the purpose of defrauding the company.  Penalties include imprisonment, fines, denial of insurance and civil damages, as determined by a court of 
law. Any person who knowingly and with intent to injure, defraud or deceive an insurance company may be guilty of fraud as determined by a court of law. Attention New Jersey 
Residents:  Any person who includes any false or misleading information on an application for an insurance policy or knowingly files a statement of claim containing any false or misleading 
information is subject to criminal and civil penalties.  Attention North Carolina Residents:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company 
or other person files an application for insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act, which may be a crime and subjects such person to criminal and civil penalties. Attention Ohio Residents:  Any person who, with intent 
to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud. Attention 
Oklahoma Residents:  WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing 
any false, incomplete or misleading information is guilty of a felony. Attention Oregon Residents:  Any person who with intent to injure, defraud, or deceive any insurance company or other 
person submits an enrollment form for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact 
material thereto may have violated state law. Attention Pennsylvania Residents:  Any person who knowingly and with intent to defraud any insurance company or other person files an 
application for insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits 
a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. Attention Puerto Rico Residents:  Any person who knowingly and with the intention to 
defraud includes false information in an application for insurance or file, assist or abet in the filing of a fraudulent claim to obtain payment of a loss or other benefit, or files more than one 
claim for the same loss or damage, commits a felony and if found guilty shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten 
thousand dollars ($10,000); or imprisoned for a fixed term of three (3) years, or both.  If aggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5) years; 
and if mitigating circumstances are present, the jail term may be reduced to a minimum of two (2) years. Attention Texas Residents:  Any person who knowingly and with intent to injure, 
defraud or deceive any insurance company or other person files an application for insurance or statement of claim containing any intentional misrepresentation of material fact or conceals, 
for the purpose of misleading, information concerning any fact material thereto may commit a fraudulent insurance act, which may be a crime and may subject such person to criminal and 
civil penalties. Attention Vermont Residents:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent 
insurance act, which may be a crime and may subject such person to criminal and civil penalties. Attention Virginia Residents:  Any person who knowingly and with intent to injure, defraud 
or deceive any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals, for the purpose of 
misleading, information concerning any fact material thereto commits a fraudulent act, which is a crime and subjects such person to criminal and civil penalties. Attention Washington 
Residents:  It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company.  Penalties include 
imprisonment, fines, and denial of insurance benefits.  Attention New York Residents:  Any person who knowingly and with intent to defraud any insurance company or other person files 
an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, 
commits a fraudulent insurance act, which is a crime, and shall be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each violation. 

Patient Signature: Date: 

NOTE:	 INCOMPLETE CLAIM FORMS WILL BE RETURNED TO YOU FOR MISSING INFORMATION. THIS WILL DELAY THE PROCESSING OF THE CLAIM. FOR 
FASTER, EASIER SUBMISSION OF CLAIMS, THE PROVIDER MAY CONTACT THE AETNA CLAIM PROCESSING CENTER FOR INFORMATION REGARDING 
ELECTRONIC CLAIM SUBMISSIONS. 

TO THE EMPLOYEE – USE BLACK INK ONLY 
1. Complete blocks 1–22 in full. 
2. Complete blocks 23–27 only if other dental coverage exists. 
3. Be certain to sign the authorization to release information in block 28. 
4. If you wish to have your benefits for this claim paid directly to your dentist, sign block 29. 

If total charges for the planned course o f treatment  are e xpected to exceed the minimum Predetermination dollar amount stated in your dental pl an booklet, it is suggested  
you file for  Predetermination of Benefits. Aetna  Dental  will notify  your dentist of  the benefits payable.  
NOTE: YOUR DENTAL COVERAGE IS  SUBJECT TO SPECIFIC LIMITATIONS AND EXCLUSIONS. PLEASE REFER TO YOUR DENTAL BOOKLET FOR  
DESCRIPTION OF COVERED EXPENSES, DEDUCTIBLE AND COPAYMENT INFORMATION, AND LIMITATIONS AND EXCLUSIONS.  

TO THE DENTIST – USE BLACK INK ONLY 
1.	 COMPLETED SERVICES ⎯ Check the box noted "STATEMENT OF SERVICES RENDERED" and complete blocks 30-48. When entering the treatment plan on the 

form, please indicate a separate fee for each individual service rendered. 
2.	 PREDETERMINATION OF BENEFITS ⎯ If total charges for this claim are to exceed the minimum Predetermination dollar amount indicated in the employee's Dental Plan 

Booklet (and treatment is not emergency in nature), Predetermination of Benefits is suggested. Check the box marked "PRE-TREATMENT ESTIMATE", and complete 
blocks 30-48. 
NOTE: PREDETERMINATION OF BENEFITS  IS ONLY INTENDED TO AVOID MISUNDERSTANDINGS BETWEEN THE EMPLOYEE, DENTIST AND INSURANCE  
COMPANY CONCERNING BENEFITS PAYABLE. YOU AND YOUR PATIENT ARE, OF COURSE, FREE TO  PURSUE ANY TREATMENT PLAN  YOU THINK BEST.  

3. If the employee indicates that benefits should be paid directly to the dentist, these benefits will be sent directly to you with a copy of the transaction to the employee. 
X-rays taken for metal restorations and crowns should be submitted with treatment plan. They may also be requested for other services. X-rays will be reviewed by 
practicing D entists and returned pr omptly.

TO THE EMPLOYEE & DENTIST 
Send or fax the completed benefits request and the bills to: 	 Aetna Dental 

PO Box 14094
Lexington, KY   40512-4094 
Fax: 1-859-455-8650
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Aetna complies with applicable Federal civil rights laws and does not unlawfully discriminate, 

exclude or treat people differently based on their race, color, national origin, sex, age, or disability. 

We provide free aids/services to people with disabilities and to people who need language 

assistance.  

If you need a qualified interpreter, written information in other formats, translation or other services, 

call the number on your ID card. 

If you believe we have failed to provide these services or otherwise discriminated based on a 
protected class noted above, you can also file a grievance with the Civil Rights Coordinator by 

contacting: 

Civil Rights Coordinator, 
P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA  93779), 

1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, 

HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).    

Aetna is the brand name used for products and services provided by one or more of the Aetna group 

of subsidiary companies. 
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TTY: 711 


English To access language services at no cost to you, call the number on your ID card. 

Spanish 
Para acceder a los servicios lingüísticos sin costo alguno, llame al número que figura 
en su tarjeta de identificación. 

Chinese 
Traditional

如欲使用免費語言服務，請撥打您健康保險卡上所列的電話號碼 

Arabic

French 
Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro 
indiqué sur votre carte d'assurance santé.   

French 
Creole 
(Haitian) 

Pou ou jwenn sèvis gratis nan lang ou, rele nimewo telefòn ki sou kat idantifikasyon 
asirans sante ou. 

German 
Um auf den für Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die 
Nummer auf Ihrer ID-Karte an. 

Italian 
Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla 
tessera identificativa. 

Japanese 無料の言語サービスは、IDカードにある番号にお電話ください。 

Korean 
무료 다국어 서비스를 이용하려면 보험 ID 카드에 수록된 번호로 전화해 

주십시오. 

Persian 
Farsi

Polish 
Aby uzyskać dostęp do bezpłatnych usług językowych, należy zadzwonić pod numer 
podany na karcie identyfikacyjnej. 

Portuguese 
Para aceder aos serviços linguísticos gratuitamente, ligue para o número indicado 
no seu cartão de identificação. 

Russian 
Для того чтобы бесплатно получить помощь переводчика, позвоните по телефону, 
приведенному на вашей идентификационной карте. 

Tagalog 
Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang numero 
sa iyong ID card. 

Vietnamese 
Để sử dụng các dịch vụ ngôn ngữ miễn phí, vui lòng gọi số điện thoại ghi trên thẻ 
ID của quý vị. 

GC-12437	(2-22)	 Page	4	of	4	


	Dental Benefits Request
	TO BE COMPLETED BY EMPLOYEE
	TO BE COMPLETED BY DENTIST
	Dental Benefits – Claim Instructions
	Non-Discrimination
	Multi-Language

	Text4: 
	Text5: 
	Text6: 
	Check Box7: Off
	Check Box8: Off
	Text9: 
	Text12: 
	Check Box11: Off
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Text22: 
	Check Box30: Off
	Check Box31: Off
	Text34: 
	Check Box35: Off
	Check Box36: Off
	Text37: 
	Text38: 
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text2: 
	Check Box23: Off
	Check Box24: Off
	Text1: 
	Check Box33: Off
	Check Box32: Off
	Text17: 
	Patient's Expected Graduation Dateaas: 
	Policy/Group Numberdf: 
	Check Box32187: Off
	Check Box33189: Off


