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Please note

For any claim related or benefit queries, please contact DeCare Dental on 094 9372277.

Section E may list treatments that are not covered by your particular dental policy. Please refer to your Table of Benefits and Rules
booklet that you received when joining for full details of covered services. Alternatively, you can download the Rules booklet from
www.vhi.ie/dental

Incomplete or illegible claims forms will be returned and will not be processed. This includes bank account details.
Please use the Vhi DeCare Dental Orthodontic claim form for submitting orthodontic claims.

For your claim to be processed, it must be accompanied by an itemised receipt from your dental surgery. We do not return original
receipts. It is therefore advisable to retain a copy of your receipts.

We will issue an Explanation of Benefits to you when your claim has been processed. This statement will provide a breakdown of
payments made to you. This statement can assist you with calculating expenses eligible for tax relief which can be recovered by
completing a Med2 form.

This claim form should only be used by members who hold a Vhi DeCare Dental insurance policy.

& DeCare

Dental Insurance Ireland, Ltd

DeCare Dental Insurance Ireland Limited, is a registered dental insurance underwriter and administrator regulated by the Financial Regulator.

Registration number 383762.




How to complete your dental claim form

Vs

HEALTHCARE

Completing Section A - Policy holder and patient details

Please fill in your dental policy number, policy holder name, address, date of birth and daytime telephone number. In the patient details
section, please fill in the patient name, date of birth and relationship to the policyholder. If you change policies at any time, please
ensure the policy number you list on this claim form was valid for the time you visited the dentist.

Completing Section B - Your payment details

We will send your payment directly to your bank account. Please ensure that you complete your bank account details.

Completing Section C - Your dentist details

Please fill in the name and address of the dentist you attended, and have your dentist sign and stamp the claim form, and enter their
dental council registration number.

Completing Section D - Declaration

Please ensure that you sign and date the claim form. Incomplete claim forms will be returned, so please take a moment to ensure
that all sections have been fully completed.

Completing Section E - Treatment details

You may need the assistance of your dental surgery to complete this section. For some items of treatment, tooth numbers and surfaces
are required. Your claim will be returned to you if you do not provide tooth numbers or surfaces where indicated.

As exclusions may apply to some of the treatment you are claiming for, it may be necessary for us to write to you requesting more
information regarding this treatment.

For example, for Crowns we need to know the reasons why crowns were placed and the date of treatment.
For Dentures, Bridges and Implant Crowns we need to know the extraction date for the tooth or teeth that are being replaced.

This information is contained in the dental clinical record which the dentist holds for each patient. You are entitled under data
protection legislation to request and receive a copy of your full original dental clinical record including any x-rays from your dentist.
You should submit this along with your claim form when claiming for any of these procedures. If we request this information from
you and you do not provide it to us, we will not be able to assess your claim or pay any dental benefit.

Dentist notes

[ DeCaI‘e Send the completed claim form and receipt(s) to:
pertal s e, Vhi DeCare Dental, IDA Business Park, Claremorris, Co. Mayo



Vhi DeCare Dental claim form
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HEALTHCARE

Section A - Policyholder and patient details

Dental policy number:

Policyholder’s name: Patient’s name:

Policyholder’s date of birth: Patient’s date of birth:

Policyholder’s address:

Relationship to policyholder:

Daytime telephone number:

Section B - Your payment details
We will send your payment directly to your bank account. Please ensure that you complete your bank account details.

Current or savings account number: Branch sort code:

Bank name and address:

Section C - Your dentist details

Dentist's name: Dentist's signature:
X
Dental council registration number: Dental practice stamp:

Dental practice address:

Dentist’s telephone number:

Section D - Declaration

| delare that the expenses and details submitted in this form were incurred by me and/or members covered under the dental policy. | declare that to the best of my knowledge,
the information contained on this form is true in every respect. | consent to Vhi Healthcare's and DeCare Dental Insurance Ireland Ltd's use of the information on this form for
administration of my dental coverage. | understand that | am responsible for all costs of dental treatment.

Signed (Patient, or parent if under age 18) X

You must sign the claim form
Date:

DATA PROTECTION NOTICE
The information you provided becomes part of the personal data held by Vhi Healthcare and DeCare Dental Insurance Ireland Ltd. and may be transferred to our parent
company for administration purposes. It is used only for the provision and administration of dental insurance products and related services. Full details of Vhi Healthcare and
DeCare Dental Insurance Ireland Ltd.'s use of personal data appear in the public register held by the Data Commissioner. You are entitled to ask for a copy of the personal
‘ Decare data which Vhi Healthcare and DeCare Dental Insurance Ireland Ltd. holds about you and to have any inaccuracies in such personal data amended or erased. You may do so
Dental Insurance Ireland, Ltd by writing to: The Data Subject Access Request Officer, DeCare Dental Insurance Ireland Ltd. IDA Business Park, Claremorris, Co. Mayo.



Section E - Treatment details

- . Date of Service
Please Tick Boxes as Appropriate DD/MMAY € Fee

120 | Periodic Exam 150 | Comprehensive Exam

230 | Additional Periapical X-Ray
1120 | Child Cleaning

272 | 2 Bitewing X-Rays

274 | 4 Bitewing X-Rays

220 | 1st Periapical X-Ray
1110 | Adult Cleaning
240 | Occlusal Film

O
OO

330 | Panoramic X-Ray

Fillings Tooth Number and Surfaces Required

1351 | Sealant - Under age 16

2140
2150
2160
2161

2391
2392
2393
2394

Silver Fillings

White Fillings

Crowns Tooth Number Required

2752 | Porcelain Crown
2790 | Full Cast Crown
2930 | Stainless Steel Crown
2920 | Recement Crown
2980 | Repair Crown

Root Canal Treatment Tooth Number Required

3220 | Pulpotomy

3310 | Root Canal Anterior
3320 | Pre-Molar

3330 | Molar

Periodontics Quadrant Required as Necessary

180 | Periodontal Exam
4341 | Perio Scaling

4355 | Debridement
4910 | Perio Maintenance

Extractions Tooth Number Required

7140 | Non-Surgical Extractions

Full Dentures Partial Dentures Date of Service € Fee
5110 | Full Upper 5213 | Cast Metal Partial Upper
5120 | Full Lower 5214 | Cast Metal Partial Lower
5125 | Full Upper & Lower 5211 | Plastic Partial Upper
5730 | Repair/Reline Denture 5212 | Plastic Partial Lower
Bridges Tooth Number Required

6210 | Pontics

6750 | Bridge Retainer

6058 | Implant Crown

Emergency Treatment Provide Tooth Number and Description

9110 | Emergency Treatment

MISCELLANEOUS ITEMS: Please state treatment(s) and tooth reference(s)

TOTAL FEE | €

Den_claim_form_2



