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Jefferson Federation of Teachers

ALTH AND WELFARE FUND

MAILING ADDRESS: P.O. BOX 8137, METAIRIE, LOUISIANA 70009-8137
(504} 455-T261
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EMPLOYEE INSTRUCTIONS
HOW TO FILE A CLAIM FOR DENTAL BENEFITS

THE CLAIM FORM SHOULD BE COMPLETED AS FOLLOWS:

Complete Part A, Patient Information, in its entirety. If an item is left blank, a
request for such information will be generated from the Company or the Fund Office.
In order to avoid any unnecessary delays, make sure all items are completed.

Ask the dentist how much the charge will be.
IF LESS THAN $200, OR FOR EMERGENCY TREATMENT

Your dentist completes Part B of the form indicating the work completed.

Payment in the amount provided by the Plan will be sent to you or your dentist
depending on your election in Part A of the form.

IF $200 OR MORE — BENEFITS MAY BE PRE-DETERMINED

One advantage of your Plan is that you can find out how much will be paid by the Plan before you have the
dentist complete work. This procedure is called a “Pre-Treatment Estimate”. While a pre-treatment
estimate is not required, it is to your advantage to know your benefits before you agree to have extensive
work done. :

Your dentist completes Part B of the form indicating the work to be performed and the
cost.

A Pre-Treatment Estimate form will be sent to you and your dentist so that you and
your dentist may review the services to be performed and the benefits available.

The dentist will return the Pre-Treatment Estimate form to the Fund Office as the
work is completed.

Payment in the amount provided by the Plan will be sent to you or your dentist
depending on your election in Part A of the form.




