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Dental Procedure Declaration
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fAnplicabie for each Dentol Session]

Kindly read and sign the below Freatment Plan
DBeclaration required by Almodallah for Dental
heafthcare coverage Upon receiving dento!
services. Thonk you for your cooperatian.

| heroby confirm that the Treating Cleucian and the
Medical Team discusied and eiplaised the aim and the
nature of the Treatment Plan in addition to the side effects
which mav result during the treatment; accordingly, |
heruby authorize the Treating Clinician and the Medical
Team to procesd with ihe stagas of the Treatment Plan
mentsonad in the Pre-awthorization Form.

| herebhy confem that the freating Chacian and the
Medical Team have given me the full chance to ask
fuestions about the Tresttent Plan and the possible
treatment options regarding my case: according'y, | hereby
confiren that the information communicated to me 14
sufficient to give my agreement to the proceed with the
stages of the Trestment Plan mentioned in the Pre-
sutharization Form

| hereby authorize the Treating Clinician and the Medial
team to make any further necessary medical tredtments
whizh may emerge during the course of the treatment
such as oot Canal Therapy; atcordingly, the cost of such
treatments will be pbded 1o the Teastment Plan,
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| hereby confirm my full agreemant for the Trastment Plan il 55 €00 Aadaal
mentionad in the Pre-ourharization Farm Aadsall Rlad LA SEEE  Adn.. i
in case member prefers to discontinue Pre-approved d!;u,.aJl;m ‘ﬁs}w\j':
dental treatment due to mny reason, Almadaflah J " 'J’s'“‘.
Hesltheare Manngsment MUST BE Informed by the i 3ty 40D s Slall Aladh L) & Al B Sl B
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