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A) This Section To Be Complietéd by Memh!er
' . E
Member Name: ' | . Aclive: Retircd:
Meamber Telephons: _A = § A | Police: Fire: _
Maiiber Address: | | i o = - 4 s
Alernase Contzet: ] Altdrizzte Con:%:t Télepl—.oﬁe:

Describe Your Condition and Whyiit [s Duty Re|!:-.:ed: ﬂ;&_&_\l}u‘ ﬂlm

1] = ..
Describe the Service/Treatmscnt Requested: (AN ,MMY\&_]W
i .

l
Total Cost of Treziment/Service: 1 $ s
Amsznt Pald by Insurance/Me Ecasjp: 5
Ameunt Reguested from the Bezid | § |

l

Please attach the Explanad

wMedicare which indicaics

] -
on of Béneliis stateniant(s) ﬁ':-;'n{
the ametet poid for this treatme:r:,‘scwice.

your jpsurasee provider(s) and’or

Memshar Signature:

Daia:

i
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L
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Provider's Telephane: zjuﬁ 3;'«[1:’3':! 12
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Provider's Address: VL ¢ncto SA)

. .= - 1
Describe the Paticnt’s Current Condlt::n ard Stzve Whethicr

Wmpld ,1’1_1 4 QY502

t s Dl.]tly Reizzed:

Reu] ™

Describe Your Recommended Treatment Plan and Why Ht [y

Azdically Necessary:

WY Suvdun

Please Describe Any Reascnahle Altginztive Trediment Plzns.

Include Expecied Outcome & Casis:
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12/06/2023 13:01Russe! & Bode Family Dentistry {FAX)3609433433 P.003/007
SINGLE PATIENT LEDGER
Russell Ma'aynard Bode Family Dentistry
Date: 12/06/2023 Page: 1
Patient Name- Chart Number:500304
» . Bllling Type: 1
DATE TEETH DESCRIPTION PATIENT CHARGE PAYMENT BALANCE
08/28/2023 Patient Balance Forward 0.00 0.00
* 0=/29/2023 D0220:Intraoral Periapical Images 23.00 23.00
* 052012023 D0140:Limited oral evaluation 63.00 86,00
* 08/29/2023 20 D2920:Re-coment or re-bond crown 76.00 162.00
* 08/07/2023 N0364:CT Capture, Lmtd View <[1 Jaw 200.00 362.00
* 0G07/2023 30 D7290:Ext Surgical 223.00 585.00
* 09i07/2023 30 D8010:5urg place implant: endosteal 1959.00 255400
* 06/07/2023 30 DB104:Bone Graft, Implant Placement 386,00 2910.00
* 0G/14/2023 29 D2740:CROWN, PORCELAIN/CERAMIC PREP 0.00 2910.00
* 09/14/2023 Dental Ins Payment - Delta Dent:;xl of OR «139.20 2770.80
I* 09/14/2023 Dental [ns Payment - Delta Dental of OR -111.50 2659.30
* 08/14/2023 29 D2$50:Caore buildup; include any|pins 194.00 2853,30
* 08r28/2023 D4939.PE 0.00 2853.30
* 00/28/2023 D4910:Periodontal maintenance- 131.00 2984.30
* DQ/Z812023 29 D2740:Crown - porcelain/ceramic 1085.00 4069.30
A 09/29/2023 Dental Ins Payment - Dalta Dental of OR -135.80 393350
10/16/2023 Dental Ins Payment - Delta Dental of OR -573.50 3280.00
L TOTAL PATIENT BALANCE AS OF 12/06/2023: 3260.00
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* Procedures that have been placed in History.
A Prior petlod adjustments - antered for & month that has bean closed.
|




Benefit Tracker

Dertalcearch  €EOPs  Documénis v Find Care v _ ) _ _ B
Claim Detail 2325428579-C0
Eligibility and Benefits | procedure utilization | Group limitations | Claims | Member handbazk
1D number: Insurance type: Deita Dentol PPO {zxclusive)
Subseriber name: Group numbper: 10010328
Group name: Oregeon Individuat Bental
Provider: Bode, W iam C.
POOOODAS7073
Claim number; 2325428573-00
Claim detail =
NON- FROVIDER REMAINING BENEFIT
TOTAL COVERED DISC/ COVERED  COPAY/ PT TOTAL PDTO
DISALLOW *  CHARGES * COINS * RESP * BENEFIT PROV CODES _  ;

‘DATES TOOTH CHARGES CHARGES DEDUCT

9/7/23 ConeBeam Code: DO364
$493 00

$499.00

19/7/23  Implant Services Cade: D600

i 30 $2525.00 $2525.00 $o_ob . 20.00
o723 Tt SemiceCodmDE104
e o 886000 $000 200
9/;/2; OrulSurgery;:ode:D721o g )
G0 saaico 000

$4,305.00 $3854.00

: Totals: .-

$0.00

','CHE;:;—/ CLAIM a_r- cu;:ac P;\YEE“ T EOP -
¢|. EFT Russ2h and Bade DDS PLLC $25Q.70 0G{12j2023 Yes
- Regson code: 5AD - This service is not covered.

I 981 - Pravider discount has been applied.
1 204 - The senvicejeguipment/drug is nat coyered

Welcome oartrnyj Vv

€335 400

225500

$297550

under the potiant's current benefiLplan.

45 - Charges 2wcead fea scnedule } moxirum ollowabie amountor controcted [legisiated fee

ariangement,

* These columns are rot a part of the HIPAA standGra.
Connecting to POF genesation SEIVICE ...

Bucktotop

ir=rns oispiayed in green are not nartof the HIPAA standard.

1se consult the Member Harndbook for limiration infarmation.
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providerhome — Contactus  Privacy oolicy  Termsofuse

Have a comment about thissite? Email abtEmadahealth.com
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$111.50

e Azsurance Company, Dental pions in Geagon prcad
¥ Surnrt Henlth Fion, Inc.

$0.00 ARC/Remark

$0.00 $G.00 ARC/Remark
$000 $0.00 ARC/Remark

£111.50 $111.50 ARC/S=mark
$11150 ---
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