
CLAIM FOR DENTAL CARE EXPENSES

GROUP INSURANCE - HEALTH CLAIMSC. P. 3950
Lévis (Québec)  G6V 8C6

desjardinslifeinsurance.com

Last name and rst name  Member no. Telephone no.

Address - No., street, suite City Province  Postal code 

ø ÷ ó

DENTIST INFORMATION

YYYY  MM DD
Last name and Date of birth 

  Spouse   Daughter   Son

CLAIM INFORMATION
IMPORTANT: 

ò

Total fee claimed:

: 

THIS IS AN ACCURATE STATEMENT OF SERVICES PERFORMED 

Signature 
:

Procedure
code

Tooth
surface

Laboratory
expenses fees

Total
chargeno.

Treatment date

YY MM DD

MEMBER INFORMATION
Name of group or policyholder or employer  Policy or group or contract n no.

last name rst name

Address - No., street, apartment City Province Postal code

 Sex

 M    F

 Date of birth
YYYY MM DD

Funct. imp. Name of e i aYYYY  MM DD YYYY  MM DD

COORDINATION OF BENEFITS

Name of insurer Period of coverage If the other insurer is Desjardins Insurance:

Type of dental coverage:   Individual  Couple  Single-parent  Family

YYYY MM DD

From To

 M   F

 Desjardins  Other
Insurance Contract no.: 

YYYY  MM DD YYYY  MM DD

Spending Account.
Ineligible expenses - 
Account to cover the expenses that are not reimbursed 
under my group insurance plan.

-
ding Account for myself and my dependent children to 
cover the expenses that are not reimbursed under my 

HEALTH SPENDING ACCOUNT 

Insurance, to .

Signature of member: Date:

ASSIGNMENT OF BENEFITS

c p 3950 lévis, québec, g 6 v 8 c 6

and over  and over

To 

T



Desjardins Insurance Desjardins Insurance
Desjardins Insurance

Desjardins Insurance Desjardins Insurance

Desjardins Insurance,
Desjardins Insurance

Desjardins Insurance.

PERSONAL INFORMATION MANAGEMENT

I understand that I am responsible for the total cost of the treatment.

.

Signature of the member  Date 

DECLARATION AND AUTHORIZATION FOR THE COLLECTION AND COMMUNICATION OF PERSONAL INFORMATION

Is it an accidental injury to a healthy and natural tooth? 

TO BE COMPLETED BY THE DENTIST

Date of the accident: 

 ÇÇÇÇ ÓÓ ÜÜ

TO BE COMPLETED BY THE MEMBER

CLAIM FOR A CROWN, VENEER, INLAY/ONLAY, FIXED BRIDGE OR DENTURE

For denture:

To enrol in this service,
to your claim and provide your email address (required): 

com/planmember.

DIRECT DEPOSIT SERVICE

ø ÷ ó ø ÷ ó


