Cieaile pailum albholl
ALMADALLAH

HEALTHMCARE MANAGEMENT

Dental Procedure Declaration
Gl e Sy

tApslicoble for eavh Dentol Session)

Kindly read and sign the below Treatment Plan
Beclaration required by Almadaiiah for Dental
heafthcare coverage UPON receiving dental
services, Thonk you for your coaperatian.

| hereby corfirm that the Treating Claclas and the
Medical Team discussed and explained the sim and the
n#ture of the Treatment Plan in addition to the side effects
which may result dunng the treatment; acocordingly, |
heray autherae the Treating Clinician snd the Medoal
Team tc procesd with 1he stages of the Treatment Plan
mentoned in the Pra-outhonzation Farm.

| hereby confiern that the Treating Clmsclan and the
Medical Team have given me the full chance to ask
Huestions about the Treatment Flan and the possitle
freptmient options regsrding my case; accardingly, | hereby
confirrn that the nfarmation cony d 1o me s
sufficient to give my agreement to the procesd with the
stages of the Treatment Plan mentionsd in the Pre-
suthorlzation Form

| hereby autharize the Treating Clintcian ard the Medical
team to make any further necessary medica! Treaiments
which may emerge durlng the course of the freatment
such a5 oot Canal Therapy; accordingly, the cost of such
treatrments wil be sdded ta the Teeatment Plan.

| heraby confirm my full agreement for the Treatment Blan
menbioned In the Pre-guthonzation Form

In case member prefers to dizcomtinue Pre-approved
dental treatment due to a@ny reasom, Almadallah
Healthcars BAsnagement MUST B8E Informed by the
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