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Dental Procedure Declaration
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Kindly read and sign the below Treatment Plan
Declaration required by Almadalioh for Dental
healthoore coveroge UPON receiving dental
services. Thank you for your cooperation.

| kereby confirm that the Treating Climcias and the
Medica! Yean discawed and explainett the aine and the
nalure of the Treatment Pian in addition to the side effects
which may result dunng the treatment; scoordingly, |
hereby suthorize the Treating Clivician and the Medial
Team to proceed with ihe stages of the Treatment Plan
mertoned In the Pre-outhorization Farm.

| hersby confiem that the Sreating Claicias and the
Medical Team have given me the full chance to ask
yuestions absut the Tisstment Plan and the potsible
treatment options regarding my case; accordingly, | heseby
confirrn that the information communicated to me s
sutficient to give my agreement to the proceed with the
stages of the Trestment Plan mentioned in the Pre-
suthorization Form

| hereby authorize the Treating Clinician and the Medical
team to make any further necessary medical treatments
which may emerge during the course of the treatment
such as faot Lanal Tharapy, accordingly, the cost of such
treatments will be pdded te the Treatment Pian,
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| hereby confirm my full agreement for the Treatment flan a5 5 Saglt dpaalt
mankionad in the Pre-guthorization Farm z z L. dik Stasti ;
Agdaall ddad, 1 ol Lashi 3
in case member prefers to dizcomtinue Pre-approved i MJ]“ - ﬁiy‘w‘)l
dental treatment due to eny reason, Almadallah g i _“)M
Healthcare Management MUST BE Informed by the i 3 A 1@ Sl Ald iRy 8 Slall Bl B
Provider within 10 calendar deys. L ali 10 Bl Al B3 mlleall cuslall o
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