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COMPLETE FORM ON NEXT PAGE.

Date of Initial Visit Post-Accident 
(YYYY-MM-DD)

List any injured teeth that previously had restorations, crowns, a fixed bridge, or root canal treatment:

Please provide details of accident, injuries, extent of damage and treatment required:

Name of Dentist Signature of Dentist Date (YYYY-MM-DD)

Was/were the injured tooth/teeth sound?
(A sound natural tooth is a tooth that is whole, free of decay, 
periodontal disease or other conditions, and is not in need 
of treatment for any reason other than the accidental injury.)

18 17 16 15 14 13 12 11 21 22 23 24 25 26 27 28

48 47 46 45 44 43 42 41 31 32 33 34 35 36 37 38

55 54 53 52 51 61 62 63 64 65

85 84 83 82 81 71 72 73 74 75

CHECK tooth/teeth injured in this accident using the FDI tooth numbering system:

PRACTITIONER’S REPORT OF INJURY

CLAIMANT’S REPORT OF ACCIDENT

Date of Accident 
(YYYY-MM-DD)

Time of Accident
(HH:MM)

Location of Accident

Description of accident and injuries: 
Please provide circumstances leading up to and matters causing the accident, as well as the dental injuries caused by the accident.

CLAIMANT INFORMATION

Full Name (First and Last) Relationship to Member Date of Birth 
(YYYY-MM-DD) Full-time Student?

Street Address/Box No.

City/Town Province Postal Code

Email Address Mobile Phone Number

Work Phone Number Home Phone Number

Please complete address section only if information has changed. 

Policy Number ID Number

First Name Last Name

Date of Birth (YYYY-MM-DD)

MEMBER INFORMATION (PLEASE PRINT)

PLEASE NOTE:
• Form must be completed in full by the claimant and dentist.
• Post-trauma x-rays of all injured teeth are required‡. Failure to complete the form or provide x-rays may result in a delay of the assessment of your claim.

‡Pre-trauma x-rays may be requested upon review of your claim.

NoYes

PMAM

NoYes
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ACCIDENTAL DENTAL PRE-AUTHORIZATION/CLAIM

CLAIMANT STATEMENT / ACKNOWLEDGMENT & CONSENT
I acknowledge that my claim is subject to my benefit plan or policy and that the expenses listed in my claim may not be covered by or may exceed the benefits 
of my benefit plan or policy. I am responsible to my healthcare provider(s) for the cost of the entire treatment or services provided to me. The claim submitted 
is a true, correct and complete statement of expenses charged to me by my healthcare provider(s) for services rendered. I have not claimed and will not claim 
these expenses under any other insurance plan or program, unless otherwise indicated in my claim. I agree and am aware Saskatchewan Blue Cross may engage a 
collection agency to collect any overpayment that occurs during the course of my health benefit claim.

I authorize my healthcare provider(s) to release any information or records requested in respect of this claim to Blue Cross or its agents and certify that the 
information given is true, correct and complete to the best of my knowledge.

I understand that the personal information I have provided, as well as any other personal information currently held or collected in the future by Saskatchewan 
Blue Cross and/or its agents, may be collected, used, maintained and disclosed for the purposes of determining eligibility for coverage, underwriting, adjudicating 
and paying claims, administering products and services, audit and investigation, confirming my identity, maintaining my relationship with Saskatchewan Blue 
Cross and helping to develop and recommend suitable products and services to me. 

Depending on the type of coverage I carry, limited personal information may be collected from and/or released to a third party. These third parties include other 
Blue Cross organizations and/or its authorized agents/brokers, representatives, licensed physicians and/or any other healthcare professionals, practitioners or 
institutions, life and health insurers and reinsurers, government and regulatory authorities, the member of any benefit plan or policy under which I am a participant 
and other third parties only when needed for a purpose stated above. 

I understand that my personal information will be kept confidential and secure. I understand that I may revoke my consent at any time in writing; however, if 
consent is withheld or revoked, coverage may be denied or rescinded. I understand why my personal information is needed, and I am aware of the risks and 
benefits of consenting or refusing to consent to its disclosure. For additional information regarding the privacy policies of Saskatchewan Blue Cross and/or the 
collection, use or disclosure of my personal information, I can visit www.sk.bluecross.ca or call 1.800.667.6853. A photocopy of this authorization shall be as valid 
as the original.

Name of Member/Claimant (Print) Signature of Member/Claimant Date (YYYY-MM-DD)

SPENDING ACCOUNTS (IF APPLICABLE)
Please apply the attached receipts or any outstanding amount from this claim to my:

       Health Spending Account —   I understand that I am responsible for payment of any taxes that may arise from reimbursement of these expenses.

       Personal Spending Account —   I understand that reimbursement of these expenses is considered taxable income, subject to statutory deductions.

(YYYY-MM-DD)

If you had other coverage that has been 
cancelled, please provide the cancellation date:

Benefits:

Type of Coverage: Group Plan (e.g., employer plan)

Individual Plan (e.g., personal plan)Name of Insurance Company

Member Name (First and Last) Date of Birth (YYYY-MM-DD)

Policy Number ID Number Effective Date (YYYY-MM-DD)

Are any of these claimed expenses the result of a motor vehicle accident or workplace injury?

Do you or any of your covered dependents have other coverage not previously reported, 
or changes to other coverage previously reported (including cancellation)?
If Yes, please provide the following details. If No, skip to the Spending Accounts section.

OTHER COVERAGE

AllOther HealthDentalVisionDrugs

NoYes

NoYes
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