ATTENDING
DENTIST'S
STATEMENT
Please Mail Claims to: Customer Service:
P.O. Box 6560 * Sherwood, AR 72124 877-999-2330
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C SINGLE CROWN(S), PLACEMENT
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32. REMARKS FOR UNUSUAL SERVICES WARNING: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRAUD,
OR DECEIVE ANY INSURER, MAKES ANY CLAIM FOR THE PROCEEDS OF AN
INSURANCE POLICY CONTAINING ANY FALSE, INCOMPLETE, OR MISLEADING
INFORMATION IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND
CONFINEMENT IN PRISON IDENTIFY MISSING TEETH WITH "X"|
- FACIAL

| have reviewed the following treatment plan and fees. | agree to be responsible for all charges for dental services and materials
not paid by my dental benefit plan. To the extent permitted under applicable law, | authorize release of any information relating
to this claim.

Signature on File
SIGNED (PATIENT, OR PARENT IF MINOR) DATE
| hereby authorize payment of the dental benefits otherwise payable to me directly to the below named entity.
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Signature on File
SIGNED (EMPLOYEE/SUBSCRIBER) DATE

| hereby certify that the procedures as indicated by date have been completed and that the fees submitted are the actual fees |
have charged and intend to collect for those procedures.

SIGNED (TREATING DENTIST) LICENSE NUMBER DATE FACIAL

MAIL ORIGINAL TO PLAN, RETAIN COPY FOR YOUR FILE.
Form Number OME-01






