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ALMADALLAH

HEALTHOARE MANAGEMENT

Dental Procedure Declaration
CMa) i

fAppkicobie for each Dentol Session)

Kindly read and sign the befow Treatment Plan
Declaration required by Almadallah fer Dental
healthcare coverage upon receiving dental
Serwices, Thonk you for your cooperation,

| heteby confirm thay the Treating Clesclan and the
Medical Team discussed snd explzined the aim and the
nature of the Treatment Fan in sddition i the side offects
which may result during the trestmens; accordingly, |
hereby authorise the Teeating Clisician and the Medeal
Team to procead with the stages of the Treatment Plan
mintoned in the Bre-guthorirarien Form.

| hereby confim that the Treating Clacian and the
Medical Team have given me the full chance to ask
fuestions absut the Treatmest Plan and the passible
treatment options regarding my case: accordingly, | heraby
confirm that the information communicatad to me |s
sufficient bo give my agreement to the procesd with the
stages of the Treatment Plan mentioned in the Pre-
asuthorizatlon Farm

| hereby autherize the Treating Qlinician and the Medical
team 1o make any further necessary medical Treatments
which may emerge durlng the course of the treatment
such as foot Lanal Tharany; accordiagly, the cost of such
treatments will be pdded to the Teeatment Plan,

!l-"nlJ;ﬁj“.b o e S 550 mq‘éﬁ
AL dalaall (AL o Jib rapliaall Alad i A
STglad faand | K29 Aglaazh Bt

Al Lid 8 el i ek 1
ot Al allaall e Ay g ciih 0

e elyy Aallaat o\ o 3 0 el il e ¥
o3 e Lkl 3 g mhnall s i il s
.ﬁmm,.:swn),su\w&s&-ﬁ
wrtlacly Ll b ol il s el bl 0l g
Tt Adak s s ARS8 ALIS A il
e elisy o dalalt U dadl Ll Jiadl g
B8 30 1Y A0S Ll 0 et o) 81 g
iw,.m,_,nJ,s;..slmusu.ngHmpqh
A ghid)

S ehomd o Ll iy ) ikl
Jaf ja 1B R0 B4y 5 i Adlial Lude iiatle
&y e dallaall o uanll Sl s gm S Anllanll
b 1t hallaalt Sl A i b gl iy

I hersby confirm my full agr t for the Treatment Plan REEE IO - P% )
meationed in the Pre-authorizotion Form Apdaall 4 22s AR ¢
In case member prefers to discontinue Pre-approved l“'ﬁ:wﬂ"h &l"ﬂ?ﬂ‘!.j:
dental treatment due to any reason, Almadaflah " 2555l
Healthcars Management MUST BE Informed by the ﬂﬁﬁtg”ﬂﬂﬂwlﬁ&qﬂ
Provider within 10 calendar days. odas b lﬁ&*ﬁ-méﬁs‘! i‘uw"h
Name of Patient, o all (--ili

Jade  Welly »
Signature of Patient: s el ad g Date: T ol
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