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e x JSIS/RCAM — DENTISTRY (SINGLE FORM)
TO BE COMPLETED BY THE JSIS MEMBER
Membersname: ... [ . Persennel/pension No: ..o o s
Bill/estimate for: [J member of the scheme [ spouse/recognised partner [1 dependent child (or person treated as)

» To submit a request for prior authorisation, please send this form with the ‘estimate’ section completed and the attachments requested to
the Settlements Office.

»  To submit a request for reimbursement, please send this form with the ‘fees’ section completed, the invoice/receipt/certificate of treatment
(‘attestation de soins’) and the requested aftachments. In the case of fop-up cover, please also attach the cost breakdown or letter of refusal
issued by the primary scheme.

The JSIS will only undertake to provide reimbursement if all regulatory provisions are complied with.
More information: https./myintracomm.ec.europa.eu/staff/en/health
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