° P.O. Box 67220
fi rSt CONCORD Lincoln, NE 68506
Benefits Group

Phone: 402-423-4454

Fax: 402-423-4549

Dental Plan Claims Statement

I certify by my signature below that the attached claim/claims in the amount of $

are for reimbursement under my employer self-funded program.

Employee Signature Employee SSN

Employer Name Date

First Concord” Benefits Group. All rights reserved.
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