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246 Portage Avenue, Winnipeg, Manitoba R3C 0B1 (204) 779-7779 Fax: (204) 594-5768 
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Standard Dental Claim Form (Orthodontics) 

INSURANCE 

Employer’s Name:_________________________ Insured’s Name (If Not Patient)__________________________ POLICY 

Or Group Number__________________ Account Number __________________Certificate Number_________________ 

Name Of Insurer/s _______________________________________TREATMENT THE RESULT OF ACCIDENT?__YES__NO 

DENTIST       PATIENT

Name ________________________________________ 

Address _______________________________________ 

_____________________TEL NO. __________________ 

I hereby certify that the services listed have been 

performed __________planned ___________ 

_____________________ __________________ 
 Dentist Signature  Date 

Name ________________________________________ 

Address _______________________________________ 

______________________TEL NO. _________________ 

Patient’s Birthdate __Male __Single 

____Mo _____Day _____Yr. __Female __Married 

Relationship to Insured __________________________ 

 

PROPOSED PLAN OF TREATMENT AND FINANCIAL ARRANGEMENTS FOR OTHODONTIC BENEFITS 
Description of Malocclusion, Classification, Irregularities, Habits, Overbite, Overjet, open Bite, Impactions, Supernumerary Teeth, 

Missing Teeth, Closed Bite. 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

PLAN OF TREATMENT 
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

DESCRIPTION OF APPLIANCES 

Comprehensive Orthodontics________________________________________________________________________ 

Date of commencement of treatment _____________________________________Month ___________Year _________ 

Estimated time-active treatment _________________________________________ ___________________Months 

Estimates time-retention _______________________________________________ ___________________Months 

Estimated time-other procedures _________________________________________ ___________________Months 
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