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FEALTHCARE MAMAGEMENT
Dental Procedure Declaration
Chiull e oy
{Arevcadie for coch Deatoi 2assian!

Kindly read and sign the below Freatment Slan
Declaration required by Almadaliah for Dental
heaithcare coverage Upon recefving dental
services. Thonk you for your cooperation.

| hetely confirm that the Treating Clescian and the
Medical Team discussed and eaplained the aim and the
nature of the Treatment Pian in addition to the side effects
which may result dunng the trestment; accordingly, |
hereby authorize the Treating Clinician and the Medical
Team to procead with the stages of the Treatment Plan
mantonad In the Pre-authorization Farm.

| hereby confirrn that the Treating Chacian and the
fadical Team have given me the full chance to ask
gueitions abaul the Treatment Plan and the pousible
teestment options regarding miy case; avcosdingly, | heteby
confirmn thae the wformation communicated to me |s
sufficient to give my agreement to the procesd with the
stages of the Treatment Plan mentioned in the Pre-
suthorization Form

| hereby authorize the Treating Clinican amd the Medical
teamn to make any further necessary medical treatments
which may emerge durlng the course of the treatment
such as faot Canal Therapy, accordingly, the cost of such
treatments wiil be added to the Treatment Plan,

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

In case member prefers to diacontinue Pre-approved
dental treatment due te any reasom, Almadaflah
Healthcars BManagement MUST BE Informed by the
Provider within 10 calendar deys.

Name of Patient.
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