
DENTAL CARE PLAN

AUTHORIZATION TO REDIRECT PAYMENT

This form must be completed and submitted with the dental
claim each time you wish to redirect payment.

I authorize that the attached claims in the amount of $______________________

be made payable to my spouse/common-law partner, ______________________

who resides at:

Address ____________________________________________

____________________________________________

____________________________________________

Telephone: ____________________________________________

____________________________________ ________________________
(Member’s signature) (Dated)

____________________________________ ________________________
(Member’s Identification Number) (Plan Number)
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