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Nam e of Mem ber         Date of Birth

Nam e of Patien t   Date of Birth

Mem ber’s No.

Nam e of Em ployer/Group Sch em e

CIGNA Den tal Care

Claim  Form

To be com pleted by patien t .  Please com plete in  BLOCK CAPITALS.

Address

Teleph on e No.

Postcode:

Relation sh ip  to Mem ber:

1 Please com plete th is form  fu lly, as failu re to do so could  delay sett lem en t of th e claim .

2 Please con sider givin g us your ban k accoun t details as a d irect  paym en t to your accoun t will im prove our claim s turn aroun d service to you .  If you  wish  

paym en t m ade directly in to your ban k accoun t, you  m ust en ter your ban k details on  every claim  form  you  sen d us (oth erwise we will pay you  by ch eque).  

All ban k details you  provide CIGNA with  will be kept secure an d will on ly be used to pay your claim .

3 After treatm en t is com plete, en sure th at  th e den tist  com pletes th e reverse side of th is form , ou tlin in g th e treatm en t received.

4 Sett le th e bill d irect  with  your den tist  an d rem em ber to obtain  a fu ll paym en t receip t .

It  is advisable to retain  copies or details of all bills or receip ts subm itted  for your own  referen ce.

5 Then forw ard the com pleted claim  form , along w ith  the origina l receipts to: CIGNA Den tal Claim s, 1 Kn ow e  Road, Green ock, Scotlan d  PA15 4RJ

6 Please n ote th at prior approval from  CIGNA m ust be sough t for all m ajor treatm en t before an y of th e treatm en t com m en ces

(Th is in cludes periodon tal treatm en t, den tures, crown s, bridges, ven eers & in lays).

Th e claim  form  sh ould  th en  be forwarded to CIGNA with  th e relevan t X-rays an d/or study m odels, wh ich  are available from  your den tist .

7 If claim in g for acciden t or em ergen cy treatm en t, p lease provide fu ll details.

Im portan t Notes - Please read carefully

I con firm  th at th e treatm en t was carried out un der N.H.S./privately (please delete as appropriate) an d I h ereby declare an d con firm  th at th e statem en ts 

on  th is form  are true an d com plete.  I h ereby auth orise an y Den tist, Ph arm acy or In suran ce Com pan y to release an y in form ation  regardin g th e den tal 

h istory, treatm en t or ben efits payable for th is claim  to CIGNA for th e purpose of validatin g an d determ in in g ben efits payable in  con n ection  with  th is 

claim .  Th is au th orisation  or ph otostat  copy of th e origin al sh all be valid  for on e year from  th e date of sign ature.  Data m ay be extracted for stat ist ical 

audit  an d verification  purposes.  I un derstan d th at  I m ay request  a copy of th is au th orisation .

Access to  Medical Reports Act 1988 - Before your den tist  can  com plete th e 

form , you m ust give your con sen t. Before you give your con sen t you sh ould  

be aware of your righ ts un der th e Act, wh ich  are sum m arised as follows:

1. You m ay with h old  your con sen t.

2. You m ay see th e report  before it  is sen t to us with in  21 days from  th e 

date of th e report .

3. You m ay ask to see th e report  for up  to 6 m on th s after th e report  is 

com pleted.

4. You m ay ask th e den tist  to am en d an y part  of th e report , wh ich  you  

con sider to be in correct  or m isleadin g. If h e does n ot agree with  your 

request , you  m ay attach  your com m en ts to th e report .

NB: Th e den tist  m ay with h old all or an y part  of th e report  from  you if h e 

con siders th at  you  m ay be ph ysically or m en tally h arm ed by it .

Havin g been  m ade aware of m y righ ts un der th e Access to Medical Reports 

Act 1988 in  con n ection  with  m y claim ,

1. I h ereby con sen t to CIGNA seekin g a m edical report from  m y den tist  as 

to th e h istory an d n ature of th e con dition  or its treatm en t. Th is con sen t 

on ly applies to th e con dit ion  for wh ich  I am  m akin g a claim .

2. I DO/DO NOT wish  to see th e report  before it  is sen t  to CIGNA

  (delete as required).

3. I au th orise th e den tist  to d isclose such  in form ation  to CIGNA.

Data Protection  Act 1998  - We n eed your explicit  approval to process your data as som e of th e in form ation  con tain ed in  th e claim  m ay be classified  as 

sen sit ive data un der th e Act. Please con firm  your agreem en t by sign in g below.

Sign ature of Patien t: ................................................................................................................................................................................................................................ Date:...........................................................................................................

(or Paren t/Guardian  if un der 18)

Em ail Address:

Nam e of Accoun t Holder(s)

Please let  us kn ow h ow you would like your claim  paid  (p lease t ick): Ch eque Ban k Accoun t 

Bran ch  Sort  Code Ban k Accoun t No. - -

Dow n load your n ex t claim  form  from  your m em ber portal

w w w.cign a.co .uk/ m em bers

or CIGNA w ebsite 

w w w.cign a.co .uk/ yoursolution s/ m em berdow n loads.

1. Patien t’s Details

2. Declaration  an d Auth orisation  to  Release Den tal In form ation

Altern atively, p lease scan  both  sides of th e claim  form  alon g with  th e correspon din g receip ts an d em ail to sm yle@cign a.com .  We reserve th e righ t to

request  th e origin al copies so p lease do n ot destroy th ese wh ilst  th e claim  is bein g processed.



MAJOR TREATMENT

  NO OF TOOTH DATE OF CHARGE TO
CODE TREATMENT

UNITS NUMBER TREATMENT PATIENT       

  PERIODONTAL TREATMENT (Non  Surgical)

E21 Prolon ged (Curettage/Root Plan in g)

F51 Splin tin g

  PERIODONTAL TREATMENT (Surgical)

F01 Gin givectom y

F11 Mucoperio, Flap  Bon e Surgery

  DENTURES - ACRYLIC

Q31 Partial or Full Upper OR Lower

Q32 Partial or Full Upper AND Lower

  DENTURES - METAL

Q43 Partial

Q41 Full Upper or Lower

  DENTURES - METAL/ ACRYLIC

R63 Addition al Tooth

R61 Addition  of Clasp

K71 Den ture Repair

  CROWNS/ BRIDGES

J01 Ven eers (per tooth )

K32 Adh esive Bridges

K41 Con ven tion al Bridgework

K12 Stan dard Post  & Core

K11 Gold Post  & Core

K07 Bon ded Precious Crown

K05 Bon ded Non  Precious Crown

K08 Full Cast  Crown

K06 Full Porcelain  Crown

  INLAYS

K02 Precious

K01 Non  Precious

K03 Porcelain

  ADDITIONAL INFORMATION

UK & OVERSEAS EMERGENCY COVER

  NO OF TOOTH DATE OF CHARGE TO
CODE TREATMENT

UNITS NUMBER TREATMENT PATIENT       

AEG Acciden t

OAE Em ergen cy

I con ?rm  th at  th e treatm en t h as been /will be carried  ou t un der th e N.H.S./privately 

an d I h ereby declare th at  all t reatm en t an d ch arges as stated are bein g subm itted for 

approval/h ave been  com pleted.

Sign ature (qualified  staff m em ber) :

Date :

Den tist’s Stam p

Total

PREVENTATIVE TREATMENT

  NO OF TOOTH DATE OF CHARGE TO
CODE TREATMENT

UNITS NUMBER TREATMENT PATIENT       

  EXAMINATIONS

A01 Norm al

A11 Exten sive

A21 Full Case Assessm en t

  X-RAYS

B01 Bitewin g

B02 In tra Oral

B03 O.P.G.

  SCALING AND POLISHING

E01 On e Visit

  MISCELLANEOUS TREATMENT

D01 Fissure Sealan ts

D11 Topical Fluoride Application

M0U Occlusal Splin t

PTM MDENTCIGNA/CF   08/09

MINOR TREATMENT

  NO OF TOOTH DATE OF CHARGE TO
CODE TREATMENT

UNITS NUMBER TREATMENT PATIENT       

  FILLINGS

G01 Am algam -On e Surface

G02 Am algam -Two+Surfaces

G03 Am algam -Th ree+Surfaces

G21 Com posite An terior-On e Surface

G22 Com posite An terior-Two+Surfaces

G23 Com posite Posterior-On e Surface

G24 Com posite Posterior-Two+Surfaces

G31 Addition al ch arge use of p in

  ROOT CANAL TREATMENT

H01 Upper & Lower An terior (1 root)

H02 Upper Prem olar (2 roots)

H03 Lower Prem olar (1 root)

H04 Molars (3 + roots)

  EXTRACTIONS

L01 Sin gle

L02 Per addit ion al tooth

N11 Post Operative Care

  SURGICAL PROCEDURES

M01 Extraction /Rem oval Bon e Debris

M02 Extraction  - soft  t issue in volved

H21 Apicectom y

  ANAESTHETICS

W11 Relative An algesia/Nitrous Oxide

P42 I.V. Valium

  OCCASIONAL TREATMENT

S01 Dressin gs

S11 In cisin g an  Abcess

S21 Open  Root Can al for Drain age

T11 Recem en tin g Crown s/Bridges

U01 Abn orm al Haem orrh agin g

NHS TREATMENT

   Date of Treatm en t Ch arge to Patien t

Ban d 1 BD1DN

Ban d 2 BD2DN

Ban d 3 BD3DN

Ban d 4 BD4DN

THIS SECTION TO BE COMPLETED BY A 

QUALIFIED STAFF MEMBER AT THE DENTAL PRACTICE.


