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HEALTHCARE MANAGEMENT

Dental Procedure Declaration
Rt g3 Oy

(Applicabdle for each Dentot Session)

Kindly read and sign the below Treatment Plan
Declaration required by Almadallah for Dental
healthcare coverage upon receiving dentol
services. Thank you for your cooperation.

® | heredy confirm thal the Treating Cliniclan and the
Medical Team discussed and explained the aim and the
nature of the Treatment Pian in addition to the side effects
which may result during the treatment; accordingly, |
hereby authorize the Treating Clinician and the Medical
Team to proceed with the stages of the Treatment Plan
mentioned In the Pre-authorization Form.

® | hereby confirm that the Treating Clinician and the
Medical Team have given me the full chance to ask
questions about the Treatment Plan and the possible
trestment options regarding my case; accordingly, | heseby
confirm that the info dto me ls
sufficient to give my agreement to the procesd with the
stages of the Treatment Plan mentioned in the Pre-
authorization Ferm.

® | hereby authorize the Treating Clinician and the Medial
team to make 3ny further necessary medical treatments
which may emerge during the course of the treatment
such as Root Canal Therapy; accordiagly, the cost of such
treatments will be added to the Treatment Pian.

® | hereby confirm my full agreement for the Treatment Plan
mentioned in the Pre-authorization Form

¢ In case member prefers to discontinue Pre-spproved
dental treatment due to any reason, Almadallah
Healthcare Mansgement MUST BE Informed by the
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Provider within 10 calendar days.
Name of Patient;
Massoor  Adulloh
Signature of Patient: DEZYEY Y PO
2l
NAME OF PROVIDER

Date: : '@Jm'
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