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Dental Procedure Declaration

fAgelicotie for exch Dentol Session)

Kindly read and sign the below Treatment Plan
Beclaration required by Almadaliah for Dental
heaithcare coveroge UPON receiving dental
services. Thonk you for your cooperation.

| kereby cosfirm thal the Traating Clrucian 2nd the
Medical Team discussed and explained e aim and the
nature of the Treatment Plan in addition to the side efects
which may result during the treatment accordingly, |
herelyy autherae the Tresting Clinician ard the Medcal
Team to proceed with ibe stages of the Treatment Plan
mentsonad in the Pre-suthorizarian Farm.

| hereby eonfien that the freating Cleician and the
Madical Team have giver me the full chance to ask
Yuedtions about the Trestmant Plan and the possible
treatment apdions regarding my case: avcardingly, | hereby
confirn that the wformation comasunicated to me |
sutficient bo give my agreement to the proceed with the
stages of the Treatment Plan mentioned in the Pre-
suthorlzation Form

| hereby authorize the Treating Clinician and the Medical
team to make any further necessary medical trealments
which may emerge during the course of the treatment
tuch as foot Canal Therapy; accordingly, the cost of such
treatrenks wi be pdded ta the Treatmant Plan,
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| heresy confism my full agreemant for the Treasmens Plan lais S50 dadaad
mantionad in the Pre-authonization Form H i 2. GEay Y Sroagly  wk 3
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In case member prefers to discontinue Pre-approved s '!lc . ﬂ,}‘“‘f
dental treatment due to any reason, Almadaflah o
Hesltheare Wisnagement MUST 8E Informed by the iy A g alt A Wiy] o Sdall R Jla b
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