
Dental 
Claim Form  

Please complete this form 
and submit to the address 

located on the back of your 
member ID Card. 

 
IMPORTANT: Please have your dentist or supplier of medical services complete the reverse of this form or attach a fully itemized bill. A diagnosis must 
be shown on bill. Do not submit this form if injury occurred on the job. Please contact the Workers’ Compensation Carrier/Administrator for proper 
instructions regarding a work related claim. 

Section 1. EMPLOYEE INFORMATION 
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