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I HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE ABOVE HAVE BEEN PERFORMED ACCORDING TO
THE PROVISIONS OF THE DENTAL CARE PLAN NAMED ABOVE. ALSO, THAT THE FEES SUBMITTED ARE THE ACTUAL
FEES | HAVE CHARGED AND INTEND TO COLLECT FOR THESE PROCEDURES. | AGREE TO THE TERMS AND
CONDITIONS SET FORTH ON THE REVERSE OF THIS FORM AND PAYMENT FOR SAID PROCEDURES IS NOW DUE.

TREATING DENTIST SIGNATURE X DATE

NATIONAL PROVIDER ID: LICENSE NO.

| HEREBY ACCEPT THE FOREGOING TREATMENT PLAN AND AUTHORIZE RELEASE OF ANY INFORMATION RELATING
TO THIS CLAIM. | UNDERSTAND THAT THE PORTION OF THE DENTIST'S CHARGES COVERED UNDER THE DENTAL
CARE PLAN NAMED ABOVE WILL BE PAID DIRECT TO THE DENTIST UNLESS THE DENTIST IS NOT PARTICIPATING WITH
A DELTA PLAN AND | AM PERSONALLY RESPONSIBLE FOR ANY PORTION OF THOSE CHARGES NOT COVERED BY THE
PLAN.
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