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* Any proposed treatment in excess of $300 will require a pre-determination.
(Check with the Health Trust for details)

» Employee must complete top section (1-8) of claim form including signature and
date.

» Dentist must complete lower section (9-25) of claim form or attach completely
itemized bills.

* [temized bills should include employee’s name, policy humber, patient’s name,
diagnosis, date of service, type of service and amount charged for each service.

» Send all required documents to:

MMEHT Dental Plan
60 Community Drive
Augusta, ME 04330-9486



