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OF ANY INFORMATION RELATING TO THIS CLAIM

| HAVE REVIEWED THE FOLLOWING TREATMENT PLAN AND FEES. | AUTHORIZE RELEASE

20 1 HEREBY AUTHORIZE PAYMENT OF THE DENTAL BENEFITS OTHERWISE PAYABLE TO ME
DIRECTLY TO THE BELOW NAMED PROVIDER.

SIGNED (PATIENT)

DATE

SIGNED (EMPLOYEE/SUBSCRIBER)

DATE

21. NAME OF BILLING DENTIST OR DENTAL ENTITY

REASON FOR INQUIRY

22. ADDRESS WHERE PAYMENT SHOULD BE REMITTED

24 DENTIST SOC. SEC. OR T.LN[25 DENTIST LICENSE NO.

26. DENTIST PHONE NO.
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27 FIRST VISIT DATE | 28. PLACE OF TREATMENT
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38 COMMENTS/ADDITIONAL INFORMATION
39. | CERTIFY THE SERVICES HEREIN WERE PERFORMED PERSONALLY BY ME OR UNDER MY SUPERVISION, IN MY PRESENCE AND |41 TOTAL FEE
ARE SUBMITTED IN ACCORDANCE WITH THE PROVISIONS OF THE SUBSCRIBER'S CONTRACT. CHARGED
42 PAYMENT BY
OTHER PLAN
SIGNED (TREATING DENTIST) LICENSE NUMBER DATE MAX ALLOWABLE
40. INTERNAL USE ONLY DEDUCTIBLE
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