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& DELTA DENTAL

Delta Dental of Pennsylvania

One Delta Drive
Mechanicsburg, PA 17055-6999
(717) 766-8500 (800) 932-0783 (TTY/TDD 888-373-3582)

ATTENDING DENTIST’S STATEMENT
SIGN BELOW
FOR PREDETERMINATION *
OR PAYMENT **
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14. NAME AND ADDRESS OF CARRIER
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15. SPOUSE SOCIIAL SECURITY NUMBER
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IDENTIFY MISSING TEETH WITH “X"

EXAMINATION AND TREATMENT RECORD - LIST IN ORDER FROM TOOTH NO. 1 THROUGH TOOTH NO. 32. USE CHARTING SYSTEM SHOWN.
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* PHEDETERMINATION OF COSTS
REATMENT LISTED IS NECESSARY IN MY PROFESSIONAL JUDGMENT,
AND I REQUEST PREDETERMINATION OF BENEFITS

- | ACCEPT THIS
AND AUTHORIZE RELEASE OF INFORMATION RELATED |

ATTENDING DENTIST'S STATEMENT

THERETO. | CERTIFY TRUTH OF ALL PERSONAL
INFORMATION CONTAINED ABOVE.
RESPONSIBLE FOR SERVICES PROVIDED DURING ANY

DENTIST

SIGNATURE DATE INELIGIBLE PERIOD OR SERVICES NOT COVERED BY |-
** TREATMENT COMPLETED — PAYMENT REQUESTED MY GROUP DENTAL CONTRACT.

THE TREATMENT LISTED ABOVE WAS COMPLETED, NECES! Y PATIENT

PROFESSIONAL JUDGMENT, AND | AM LEGALLY QUALIFIED TO PERFORM THE

SERVICE. THE FEES LISTED ARE THOSE REGULARLY CHARGED IN MY OFFICE. SIGNATURE
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