ATTENDING DENTIST'S STATEMENT

To: OHIO AFSCME CARE PLAN
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1 HAYE AEVIEWED THE FOREGOING TREATMENT PLAM. | AUTHORIZE RELEASE OF ANY
INFORMATION RELATING TO THIS CLAIM.

| HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW MAMED DENTIST OF THE DENTAL PLAN
BEMEFITS QTHERWISE PAYABLE TO ME, BUT NOT TO EXCEED THE CHARGES SHOWHN, | UNDERSTAMD,
THAT | AM FIRANCIALLY RESPONSIBLE FOR ANY CHARGES NOT COVERED BY THIS AUTHORIZATION
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THITIAL PLACEMENT? REFLACEMENT

ALL BENEFIT CLAIMS MUST BE SUBMITTED BY DECEMEER 31 AFTER THE END OF THE CALENDAR YEAR IN WHICH THE EXPENSE FOR THE DENTAL BENEFIT WAS PAID,
FOR EXAMPLE, ALL BENEFIT CLAIMS FOR 2003 MUST BE SUBMITTED TO THE PROPER FLAN OFFICE BY DECEMBER 1, 2004.
iM ALL CASES OVER $400.00, EXCEPT IN EMERGENCIES WHERE NECESSARY PRE-DETERMINATION OF
BENEFITS IS NOT OBTAINED, THE MAXIMUM FEE PAID BY THE DENTAL BENEFIT PROGRAM MAY BE
LIMITED TO 80% OF THE AMOUNTS SHOWN IN THE SCHEDULE OF DENTAL BENEFITS.
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