
Bupa DENTAL COVER

Dental claim form



Please complete all relevant sections in BLOCK CAPITALS and BLACK INK.

YOUR DETAILSA

Your membership details

Bupa membership number. 
You can find this on your membership certificate.

Your personal details

Title: (Mr, Mrs, Miss, Ms, other title)

Surname: 

First name(s):

Address:

Postcode:

Daytime telephone No: Evening telephone No:

Mobile telephone No:

Date of birth: (day/month/year) Male Female

This form should be completed if you are claiming for a Bupa By You Dental benefit. If you are claiming payments 
for oral cancer please use a different form. Call the helpline on the number below to request a copy.

Please read the following carefully before completing the form.

o	� Your claim must include original dated receipts and where possible, be submitted within six months  
of treatment.

o	� Only treatment itemised on this claim form can be claimed subject to the rules of the scheme.

o	� All claims are paid in sterling.

o	� A registered dental practitioner who completes section C of this form may make a small charge which  
is not reclaimable from Bupa.

o	� If you have it available, please quote your membership number on all correspondence.

We’re here to help
If you have any queries when completing this form, please call 0845 600 7187*.

Members with hearing or speech difficulties, who use a textphone, can contact Bupa’s textphone on  
0845 60 13 216*. 

Before you send the form to us, please make sure that all the relevant sections have been completed –  
this will help us to deal with your claim as quickly as possible.

Please send the completed form to: Bupa, Anchorage Quay, Salford Quays, M50 3XL

*Calls may be recorded and may be monitored.



00

1. Your personal details

Please complete the following details for yourself as the main applicant

Title (Mr, Mrs, Miss, Ms, other title)

Surname

First names

Address

Postcode

Evening telephone number

Email address

Date of birth

Occupation

Your employer

2. Your family’s details

Please give details of family members you wish to be covered

Title Surname, initial and first name(s) of 
prospective members

Occupation (if retired please 
state previous occupation)

Relationship to you  
(eg partner, son, daughter)

Date of birth

day month year

2

3

4

5

3. Your choice of scheme and excess

Please complete the table below to tell us your choice of scheme and excess level

Scheme required

Excess options (Please tick box required)

No excess £250

Bupa ClientChoice Plus

Bupa ClientChoice

Bupa ClientChoice Essential

Please note: all sections must be completed

Dental treatment details and dentist’s declarationC

This section should be completed by your dentist or an authorised member of the dental practice.

Procedure 
codes

Treatments Tooth 
notation

Number of 
treatments 
or teeth

Treatment 
date(s)

Total 
patient’s 
charge

DA001 Examination

DA007 Simple scale and polish

DA021 X-rays

DB034 Fillings and root canal treatment

DB035 Extractions

DC034 Crowns, bridgework and denture

DE001 Emergency treatment – UK

DB021 Anaesthetist’s charges

DD001 Dental injuries

If your treatment has been received under the NHS please complete the box below:

NHS Banding Treatment band given  
(please tick)

Patient Charges

Band 1

Band 2

Band 3

Total treatment cost  £

Patient details (if different from section A)B

This section should be completed by the person undergoing treatment if different from section A, or a parent/guardian if the patient is under 16.

Patient details

Title: (Mr, Mrs, Miss, Ms, other title)

Surname: 

First name(s):

Please tick the appropriate box below if the patient receiving treatment is a partner or dependant covered on your policy.

Date of birth: (day/month/year) Male Female

Partner Child/Dependant
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Please note: all sections must be completed
If you have ticked dental injury please provide details of the injury in the box below:

Dental injury details

I confirm that the patient received the dental services itemised in section C on the date(s) and to the value shown.

Signature Dentist’s stamp

Name:

Position:

Date:

Dentist’s declaration

Was the treatment:

Routine     Emergency     or as a result of dental injury   (Please tick one)

This section to be completed by the patient or the parent/guardian if under 16.

If the treatment above was as a result of a dental injury please provide full details of the cause and circumstances of the dental injury in the box below.

Dental injury detailsD

Solicitor detailsE

This section should be completed by you, if you have been in an accident and are taking action against another party. We may contact your solicitor to 
ensure that any claims payments we make are included in your legal claim against the other party.

Solicitor details

Solicitor’s name:

Reference No:

Address:

Postcode:

Accident date: (day/month/year)



Other insurer detailsF

If you have another insurance policy which also covers for dental treatment, please provide us with their details.

Insurer details

Insurer’s name:

Policy No:

Address:

Postcode:

Claim detailsG

This section should be completed by you, please ensure that the original dated receipts are enclosed.

Total treatment cost £  Number of receipts enclosed

Please complete the declaration below. Your claim cannot be processed without the signature of both the dentist and the patient (or parent/guardian 
if patient is under 16).

Please ensure that all relevant sections are filled in and that section C has been fully completed by your dentist.

Please ensure that the original dated receipts are enclosed with this claim form.

Patient’s declaration

I declare that the information given on this form is true and accurate to the best of my knowledge and I claim benefits under the scheme rules on  
this basis.

Signature of patient
(or parent/guardian if aged under 16):

Print name: Date:

Data Protection Notice

Confidentiality: The confidentiality of patient and member information is of paramount concern to the companies in the Bupa group. 

To this end, Bupa fully complies with Data Protection Legislation and Medical Confidentiality Guidelines. Bupa sometimes uses third 

parties to process data on its behalf. Such processing, which may be outside of the European Economic Area, is subject to contractual 

restrictions with regard to confidentiality and security in addition to the obligations imposed by the Data Protection Act.

Medical information: Medical information will be kept confidential. It will only be disclosed to those involved with your treatment 

or care, including your GP, or to their agents, and, if applicable, to any person or organisation who may be responsible for meeting 

your treatment expenses, or their agents.

Member details: All membership documents and confirmation of how we have dealt with any claim you may make will be sent to 

the main member.

Telephone calls: In the interest of continuously improving our service to members, your call may be recorded and may be monitored.

Research: Anonymised or aggregated data may be used by Bupa, or disclosed to others, for research or statistical purposes.

Fraud: Information may be disclosed to others with a view to preventing fraudulent or improper claims.

Names and addresses: Bupa does not make the names and addresses of members or patients available to other organisations.

Keeping you informed: The Bupa Group would, on occasion, like to keep you informed of the Bupa Group’s products and services 

which we consider may be of interest to you.

Contact address: If you do not wish to receive information about our products and services, or have any other Data Protection 

queries please write to the Bupa Group’s Head of Information Governance, at Bupa House, 15-19 Bloomsbury Way, London  

WC1A 2BA or at dataprotection@bupa.com



www.bupa.co.uk
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