Delta Dental of New York

® One Delta Drive
A DELTA DENTAL Mechanicsburg, PA 17055-6999

ATTENDING DENTIST’'S STATEMENT

(717) 766-8500  (800) 932-0783 SIGN BELOW
FOR PREDETERMINATION *
TTY/TDD 888-373-3582 ‘REDETERMINA

www.deltadentalins.com
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REMARKS FOR UNUSUAL SERVICES
=] Pursuant to law, please be advised that any person who knowingly and with intent to defraud any insurance company or other
i person, files an application for insurance or statement of claim containing any materially false information, or conceals for the
3 purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and
& shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.
8 | * PREDETERMINATION OF COSTS | ACCEPT THIS ATTENDING DENTIST'S STATEMENT| TOTAL FEE
> THE TREATMENT LISTED IS NECESSARY IN MY PROFESSIONAL JUDGEMENT,
z AND | REQUEST PREDETERMINATION OF BENEFITS AND AUTHORIZE RELEASE OF INFORMATION RELATED| CHARGED
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g INFORMATION CONTAINED ABOVE. | AGREE TO BE PATIENT
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THE TREATMENT LISTED ABOVE WAS COMPLETED, NECESSARY IN MY PATIENT
PROFESSIONAL JUDGEMENT, AND | AM LEGALLY QUALIFIED TO PERFORM THE PAYS
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DENTIST TO DEDUCTIBLE
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