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ADA American Dental Association® Dental Claim Form
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3E. Remarks
AUTHORIZATIONS ANCILLARY CLAIMTREATMENT INFORMATION

3E. | 'have been informed of the treatment pian and sssocisted fees. | agres o be resporsbie for al

or a portion of such charges. To e exient permilizd by law, | consent io your use and disclosune
of my profecisd Realth informabion i camy out payment activifes In conrection with Sis cisim.
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38, Place of Treatment {ug TioMen =00 Heupital]
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35. Enclosures [Y or N

[]

40. |= Treatment for Orthodontics™

[(ne czmp 41223 [ ves icompiete 21-421

21, Date Appilsnce Placed (MMDDCCYY)

Pabient'Guardian ignature Date

37. | herehy authorize and direct payment of T dental benefiis othersise payabie o me, dnecty
b the below named denbiss or dental endty.

x

42. Months of Treatment

43 Repiacement of Prosiesis

|:| No D e [Complete 44]
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4E. Treaiment Riesuiting from
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0 [
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TREATING DEMTIST AND TREATMENT LOCATION INFORMATION

48. Name, Address, TEy, 3ate, Zip Code
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X

Eigned (Treating Dentisg)
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