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PREVENTION. CARE. RECOVERY.

Te Kaporeihana Awhina Hunga Whara




Request for Prior Approval of Simple Dental Treatment
“This form should be completed as a request for ACC to confirm cover,

entitlement or contribution to dental treatment.”  
 

	  CLIENT DETAILS
	

	ACC Claim number:
	Date of injury:   
	Date of birth:

	Client’s surname: 
	Client’s first name:

	Address:

	CURRENT CONDITION
	Please attach diagnostic evidence to help ACC make an informed and timely decision.

	Please describe damage to teeth, jaw or prosthesis, including current condition and complete specified assessments below. 

	
	
	

	
	
	

	
	
	

	Assessment of oral hygiene:
 FORMCHECKBOX 
 Good                 FORMCHECKBOX 
 Fair               FORMCHECKBOX 
 Poor 

Assessment of periodontal condition:
 FORMCHECKBOX 
 Good                 FORMCHECKBOX 
 Fair               FORMCHECKBOX 
 Poor                                    refer to ACC42 Form Completion Guide
Assessment of caries activity in mouth:
 FORMCHECKBOX 
 Little or none     FORMCHECKBOX 
 Moderate      FORMCHECKBOX 
 Extensive 

	PROPOSED TREATMENT
	

	TOOTH No. / JAW / PROSTHESIS
	SERVICE ITEM 
	DESCRIPTION   
	QTY
	FOR ACC USE 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	Total amount approved
	

	INFORMATION ABOUT THIS PRIOR APPROVAL REQUEST
	                                                            SELECT ONE

	1. Is this continuing care for an old injury?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	2. I have included appropriate supporting information with this request (e.g. xrays (desirable), treatment records, previous claim papers, cover confirmation letter, previous ACC payment advice).
If you have previously emailed the information to ACC, when did you send the email?                                                                                                  
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	3. I have also submitted an ACC42 for an old claim/injury and supporting information (as above) with this request as ACC does not appear to have adequate information about the original claim.  
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

	DECLARATION
	

	This treatment is for an injury for which I understand the client has cover.

 FORMCHECKBOX 
   YES                   FORMCHECKBOX 
  NOT SURE                   FORMCHECKBOX 
  NO          

The treatment is: 

· for the purpose of restoring the client’s health to the maximum extent practicable

· necessary and appropriate, and of the quality required, for that purpose.                     

The information on this form is true and correct and I am aware that if I give false or misleading information about the treatment and the claim, I may be prosecuted.
	BUSINESS OR  VENDOR NAME AND ADDRESS ( Write or Stamp)

	Signature:
	Date:
	

	
	ACC Provider 

number:
	 ACC Vendor code:


The information collected on this form will only be used to fulfil the requirements of the Accident Compensation Act 2001. In the collection, use and storage of information, ACC will at all times comply with the obligations of the Privacy Act 1993 and the Health Information Privacy Code 1994.
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