How Do I Receive Care?

Upon enrollment, you will receive a DentalSource member-
ship ID card. To receive care, simply call your dentist for an
appointment and present your dental plan ID card. When you
receive care, simply pay the member fees listed on your fee
schedule directly to the dental office. The fees are paid in full
at each visit. Of course, there are no deductibles.

In case of a dental emergency, you should contact your
DentalSource dentist directly. If your DentalSource dentist is
unavailable for emergency care (palliative treatment to control
pain, bleeding, or infection) you may obtain emergency care
from any licensed dentist to prevent your dental health from
being jeopardized. After your emergency has been tempo-
rized, please return to your DentalSource dentist for continuing
treatment. In order to receive up to a $20.00 reimbursement
for emergency fees paid, DentalSource must receive a written
request for reimbursement with receipts within 30 days of the
date of the emergency service.

Coordination Of Benefits

Other dental benefits and coverage the member may have
will be considered as the primary coverage and will pay as if
the Sandia plan coverage did not exist.

Cancelling Appointments

If you fail to notify your dental office 24 hours before your
scheduled appointment, and you do not keep your appoint-
ment, the dental office will charge a $30.00 per hour missed
appointment fee. Please try to keep all appointments. Broken
appointments result in wasted time and increased costs.

Dental Limitations/Exclusions
Members who have met the twelve month participation
requirement, who wish to terminate, must do so in writing.
DentalSource must be notified by the 23rd of the month
for the termination to take effect by the 1st of the follow-
ing month.

Dental emergency coverage provided outside of the par-
ticipating dental offices is limited to $20.00 per contract
year.

+ Visits to or services performed by a participating specialist
will receive a percentage reduction (shown on the provider
list) from the dentist's usual, customary and reasonable
fees.

+  Treatment that began prior to the Member's enrollment
in the DentalSource Sandia Plan will not be covered.
Temporomandibular joint treatment (TM}).

Dental services and procedures not specifically described
in the Fee Schedule.

Services which are of a degree of complexity as cannot be
performed by the professionals within the DentalSource
dental network.

« Demonstrated non-compliance with recommended course
of treatment.

«  Services which in the opinion of the participating dentist
are not necessary for the patient's dental health.
Cosmetic, elective or aesthetic dentistry, unless
specifically included.

+  Oral surgery requiring the setting of fractures or
dislocations.

Treatment of malignancies, cysts or neoplasms or
congenital malformations.

Dispensing of drugs not normally supplied in a dental office.
Hospital benefits for any dental procedure.

Loss or theft of dentures or bridgework.

«  Any implantation or experimental procedures.

« Services for injuries or conditions which are covered under
Worker's Compensation or Employer's Liability Laws.

+ Services which are provided without cost to the mem-
ber by any municipality, county or other political
subdivision.

Services that cannot be performed because of the general
health or physical limitations of the patient.

Periodontics, Endodontics, Pedodontics, Prosthodontics,
and Oral Surgery requiring the services of a non-participat-
ing dentist.

« If the member relocates, coverage under this program
ceases and it becomes the obligation of the patient/member
to pay the usual and customary fee of the non-participating
dentist at whose facility treatment is completed.
Prophylaxis is limited to once every six months under code
1110.

« Denture relines are limited to two in any year.

Member may be charged a fee to transfer records from one
dental office to another.

Orthodontic Limitations
And Exclusions

+ No benefits will apply for a treatment program which
began before the member enrolled in the Sandia Plan.

«  Membership with DentalSource must be continued
throughout the treatment to maintain coverage and ben-
efits.

Specific member fees are outlined on the fee schedule
for initial work-up and radiographs, extractions, and final
records.

+ No benefits will be paid for lost or broken appliances.

+ Usual, customary and reasonable fees may be charged by
the dentist for (a.) Care required in excess of twenty-four
months from time of banding. (b.) Gross and consistent
non-cooperation by the patient/member. (c.) Accidents
occurring during the treatment period. (d.) Cases involving
temporomandibular joint treatment.

Cases involving (a.) Myofunctional therapy. (b.) Surgical
orthodontics. (c.) Functional orthodontic appliances (i.e.
rapid expanders). (d.) Phase | early treatment. These pro-
cedures will be provided at a 25% reduction from UCR.

+  Growth and developmental abnormalities.

« If the member relocates, coverage under this program
ceases and it becomes the obligation of the patient/mem-
ber to pay the usual and customary fee of the non-partici-
pating dentist at whose facility treatment is completed.
Change of dentist, after treatment begins or upon change
of residence is limited to practitioners participating in this
program or who accept outlined fees.

Extractions are not included in the benefit. Additional fees
are listed under "oral surgery" on the fee schedule.

Sandia Plan

What Is The Low Cost?

Monthly Annual

Subscriber Amount $5.68 $59.00
Subscriber Plus One Dependent  $10.20 $114.00
Family $14.98 $172.00

DentalSource Sandia
Dental Plan Advantages:

- No deductibles

«  No claim forms

+  No pre-enrollment exams

+ No prior authorization required
+  Pre-existing conditions covered

+  No limits on the amount of benefits
«  No waiting periods for dental benefits

The DentalSource Sandia Dental Plan is a cost effective alternative
to dental insurance that provides our members significant savings
on their dental care. DentalSource, who administers this dental
plan, is a membership dental organization involving New Mexico
dentists and consumers who are dedicated to quality dental care
services. DentalSource encourages proper dental hygiene by pro-
moting early detection and regular dental health maintenance.

What Dental Services
Are Covered?

As a member of the DentalSource Sandia Dental Plan, you receive
special savings with DentalSource's guaranteed low, pre-set fees
on virtually all types of dental work. You can save as much as
20% to 60% off most dental procedures. This dental plan provides
reduced fees on preventive and comprehensive dental procedures
and offers the complete care you deserve. Specialists are available
for certain services. Members who have services performed by
a participating specialist will receive a percentage reduction
(shown on the provider list) from the dentist's usual, customary
and reasonable fees. DentalSource members are responsible for
appropriate taxes (gross receipts tax varies by county) due for
dental services provided.

10800 Menaul N.E., Albuguerque, New Mexico 87112
Web Site: www.dentalsourcenm.com

Phone: (505) 237-1501 « Fax: (505) 237-8344

DentalSource
~__/

Who Is Eligible?

You and your spouse are eligible, as are unmarried dependents
up to age 25. Any child over age 25 will be covered if he or she
is incapable of self-sustaining employment by reason of devel-
opmental or physical disability. Should you elect coverage for
dependents with developmental or physical disabilities over the
age of 25, please furnish proof of their disability status.

Where Do I Obtain Services?

You select your dentist from the Sandia Participating Provider List.
Every dentist selected to participate in our plan is a private practi-
tioner who meets the strict qualification standards of DentalSource.
Our participating dentists share our philosophy and join in our
goal to assure members of the highest professional standards and
best quality care possible.

There are no limits on the number of visits or amount of dental care
you receive per year. DentalSource members may transfer from a
dentist simply by contacting the DentalSource Member Services
Department, 505-237-1501, and indicate their new dentist selec-
tion. All transfer requests received during any given month will
become effective the first day of the following month.

How Do I Join?

1. Simply review the entire brochure and the Sandia Participating
Provider List. Select a conveniently located dentist from the
Sandia Provider List and determine the participating dentist
number located next to their name. Complete and sign the
attached Enrollment/Authorization Form and place the dentist
number in the space marked "Dental Office Selected".

2. If your Enrollment/Authorization Form and payment are
received at DentalSource by the 23rd of the month, your
coverage will be effective the 1st day of the following month.
Forms received after the 23rd of the month will be effective
on the 1st day of the 2nd following month.

3. Mail your completed Enrollment/Authorization Form with
the correct payment to DentalSource. A self addressed return
envelope has been enclosed for your convenience.

4. We require that you maintain your coverage for a full twelve
(12) month period. Please note, as with all coverages, mem-
bership fees are non-refundable.

By electing coverage through DentalSource you are agreeing
to maintain coverage for a full 12 months.

Toll Free: 888-862-8659 ¢ E-mail: sales@dentalsource.com



ADA Code / Procedure Name ~Member Pays Dentist ADA Code / Procedure Name ~Member Pays Dentist ADA Code / Procedure Name ~Member Pays Dentist ADA Code / Procedure Name Member Pays Dentist ADA Code / Procedure Name ~Member Pays Dentist
*
DIAGNOSTIC 2394 resin 4 or more surfacesposterior 202 3421 apicoectomy/periradicular surgery bicuspid 1t root 507 5710 rebase complete upper or lower denture 345 RAL SURGERY
0120 Fe{lOdIC oral evaluation 2510 inlay metallic 1 surface 392 3425 apicoectomy/periradicular surgery molar 1st root 9508 5720 rebase comFIete upper or lower partial denture 345 7111 coronal remnants, deciduous tooth §44
0140 limited oral evaluation -f)roblem focused.... 2520 inlay metallic 2 surfaces B2 346 apicoectomy(periradicular each additional root 164 5730 reline complete upper or lower denture, ChaifSide mvuvererurererure 190 7140 extaction erupted tooth or exposei foot §73
0150 comprehensive oral evaluation (new/established) 2530 inlay metallic 3 surfaces 5120 3430 retrograde filling-per root 144 5740 reline upper or lower partial denture chairside...... 176 7210 surgial extraction of tooth - erupte 132
0180 comprehensive perio evaluation (new/established) . 2542 onlay metallic 2 surfaces 636 3450 root amputation-per oot 257 5750 reline complete upper or lower denture, laboratory 290 7220 removal of impacted tooth - soft issue 152
0210 intraoral complete series including bitewings 2543 onlay metallic 3 surfaces 649 3920 hemisection incl 100t removakexcl 00t Canal s 248 5760 reline upper or lower partial denture laboratory..... 20 7230 removal of impacted tooth - partial bony 228
0220 intraoral periapical frst flm....... 2544 onlay metallic 4 or more surfaces 690 3960 tooth bleaching (discolored) $56 5810 temporary complete denture upper or lower......... 440 7240 removal of impacted tooth - complete bony ... - $240
0230 iniraoral periapical - each additional ilm 2610 inlay porcelain/ceramic 1 surface 45 *PERIODONTICS 5820 temporary partial stayplate dent upper or lower (flipper).. 40 7241 removal of impacted complete bony w complications... - $258
0240 intraoral occlusal film 2620 inlay porcelain/ceramic 2 surfaces 480 4210 gingivoplasty/gingivectomy 4 or more contiguous teeth 365 5850 tissue conditioning upper o lower denture $77 10 5UI8'hC3I IT”‘OV@I of re5|duaLr|Qot, %“II”Ig I()jr(()jqedlurea ------ 3131
0250 extraorafirst ilm..... 2630 inlay porcelain/ceramic 3 surfaces 55 4211 gingivoplasty/gingivectomy 10 3 teeth per qUad o "9 *FIXED PROSTHODONTICS 7270 toot IIp antanop &forsta IIZ(IO thU sed/displace 239
0260 extraoral additional film 2642 onlay porcelain/ceramic 2 surfaces 686 4240 gingivaI)fIap incl root planing 4 or more contiguous teeth... .5405 6210 pontic cast high noble metal 651 7280 [s)urgma ?ccesls'o an “h”ea”ﬁ;e ot i 257
0270 bitewing single film 2643 onlay porcelain/ceramic 3 surfaces 764 4241 gingival flapincl root planing 110 3 teeth per quad.. .26 6211 pontic cast predominantly base metal s 18 byopsy Of oral tssue - afr IIOHIII oot 162
0272 itewings tho fims 2644 onlay porcelain/ceramic 4 or more surfaces 788 4249 clinical cown lengthening hard & soft ssue .. “$462 6212 pontic castnoble metal g5 1286 biopoyof el fisue - o al other o
0273 bitewings three films 2650 inlay composite/resin 1 surface 55 4260 osseous surginc] ﬁap entry & clos 4 or more contiguous teet.......... 5693 6240 pontic porcelain fused to high noble metal 7 trlansselpta berotomy . y "
0274 bitewings four fims 2651 inlay composite/resin 2 surfaces 575 4261 osseous surg incl flap entry & clos Tto 3 teeth per quad..........ove 410 6241 pontic porcelain fused to predom Dase Metal.......eeeureressne 629 a|veop|asty In conjuntion W extractions-qua |
0322 tomographic survey 2652 inlay composite,/Tesin 3 OF MOTE SUTTACES v 595 4263 hone replacement graft singe sie 38 6242 ponic porcelain fused to noble meta 660 320 aeop aSIVd”(?I in CO?JUQI'OH W EX”aCIionsf'ql.Ja --------------------------------------
0330 panoramic fim... 2662 onlay composite/resin 2 surfaces 622 4270 pedicle soft tissue graft procedure 428 6245 pontic porcelain substrate 6g5 1210 incision & dra!nage Of abscess, intraora |5° ft USSUe...
0425 caries susceptibily tests 2663 onlay composite/resin 3 surfaces 032 471 IIee soft tissue graft inclucles donor site 582 6250 pontic resin with high noble metal s DL mcmonf& fainage (II d scegs, exlraoral soft Ussue...
0460 pulp vitalty tests 2664 onlay composite/resin 4 0r MOTe SUTACES v 068 4320 provisional splinting - intracoronal 248 6251 pontic resin with predominantly hase Metal ...uvovoessmsesusne 30 110 ?UIUIT 0 recenft sma WO“? upto5cm ;
0470 diagnostic casts 2740 crown porcelain ceramic substrate 818 4321 provisional splinting - extracoronal 272 652 pontic resin with noble meta »7 7960 frenul eCIOIIII ( renlectomy/ renotomy)r-]sep. UGG [ Om——
0472 accession of tissue exam & prep 2750 crown pOrceIain fused high nobIe.meIaI 765 *PERIODONTICS 6545 retainer cast metal for resin honded fix prosthesis ..o 316 7(9)7%TH6(X)CISSII(% I’I_)Ie_rlpgtéc tissue, per arc
0473 ACCession of IISSU€ MICFo €xam : ! 2751 crown POICGIam fused to Predommaﬂﬂy DASE Metal. 629 4341 root p|aning/peri0 sca]ing -4 or more contiguous teeth $161 6600 inlay porceIain/ceramic 2 surfaces limited I'IN(I . Fthe ori dentif
0474 accession of tissue MicrO exam, SUrGICal MAIGINS.....vovvvvvsrvs 2752 crown porcelain fused to noble metal 680 434 yoot planingperio scalig - 1 to 3 teeth per quad $95 6601 ilay procelain/ceramic 3 surfaces 8010 limited orthodontic treatment of the primary dentiion .............
0480 processing/inter cyto smears 2780 3/4 cast high noble metal 77) 355 full mouth Jebridement o enabie evaluation 36 6602 inlay cast high noble metal 2 surfaces 8020 limited orthodontic treatment of the transitional dentition...
0502 other oral pathology, by report 278 crown- 3{4 porcelain/ceramic 624 4910 periodontal MANENECE movomso &8 6603 inlay cast hgh noble metal 3 or more sufaces 8030 fimited orthodontic treatment of the adolescent dentiion..
PREVENTIVE 2790 crown full cast high noble metal 765 4999 general procedures by report §16 6604 inlay cast predominantly base metal 2 surfaces 8040 limited OIII‘OdOQI'g treatment of the fathII dgntltlog ----- e
1110 pI'OpIIYIaXIS adult CIeaIIIIIg $60 2791 crown full cast predominamly DaSe MELal o 608 *REMOVABLE PROSTHODONTICS 6605 in|ay cast predominanﬂy hase metal 3 or more surfaces 8050 !mefcept!\’e OIIhodonIIC treatment Of Ihe primary €|IIC}IIIOI'I
1120 prothIaxis child (cleaning $42 2792 crown full cast noble metal 672 5110 comnlete denture. unper 6606 inlay cast noble metal 2 surfaces 8060 lntercep#ve ortho ﬁ”“c treaiment of { efzt}r]anﬂnor]q elnmlor)
1203 topical application of fluoride excl prophy-Child..mvsmsensssn $18 2910 recement inlay 30 compl o6 donUre IOII/I)GI 6607 inlay cast noble metal 3 or more surfaces 8070 CompreheﬂS!V€ orthogont!c {reatment o ! Ihe trjn]snmna glent!tgon
1204 topical application of fluoride excl prophy-adult 518 2920 recement crown 5130 immgdi e denture. unper 6608 onlay porcelain/ceramic 2 surfaces 6080 comprehens!ve orthodont!c treatment of the ad0|efjcen.t. entition
1205 topical ap{plication of fluoride incl prophy-adult 57 2930 prefabricated stainless steel crown primary.. 540 immediate denture. IoIIIv)er 6609 onlay porcelainceramic 3 or more surfaces 8090 compreblenswel.ort 0 ﬁntlc {reatment of the adult aentition...........
1310 nutitional counseling 50 2931 prefabricated stainless steel crown permanent.. 11 upper partal denture. resin Clasps rets teeth 6610 onlay cast high noble metal 2 surfaces 2%8 lﬂ,emgva Ie,aPP |ahn<:et erapy
1320 tobacco counseling.. 50 2932 prefabricated resin crown . 912 lower partal denture. resin w class rests & teeth 6611 onlay cast high noble metal 3 or more surfaces e IXe 3PP 'aﬂcedt Erapy - ;
1330 oral hygiene instruction §0 2933 prefabricated sainless steel CTOWN IESIN faC8 v 81 5213 maxilry partl denture - ast metal framework w resn 6612 onlay cast predominantly base metal 2 surfaces.... dap  heodc orffotonlc eatmert £t Iéllﬁ parto Contfac,f)--»g-.--] --------------
1351 sealant per tooth 27 2940 sedative fillng........ . $50 denture hases inc any conventional clasps, st & teeth $951 6613 onlay cast predominantly base metal 3 or more surfaces 8690 OIIhO dO”IIC retention rer]nova of aﬁfl)ljances, construction &place......
1510 space maintainer-fixed unilateral §140 2950 core huild-up including any pins S8 o1y mandibular partial denture - cast metal framework wresin 6614 onlay cast noble metal 2 surfaces |0ft 0 Bnﬂkc trehatmdent (alternative billing to a contract feg..........
1515 space maintainerfixed bilateral $265 2951 pinretention per tooth in addition to rStOration ... $24 denture basgs (incl any conventional casps,rets & teeth $951 6615 onlay cast noble metal 3 or more surfaces 8691 |05I Or broxen bIa gear
150 space maintainerremovable unilateral 182 2952 castpost and core in addition to crown A1 s0e il vartl dentuIIe-flexibIe base R S5y 6720 crownresinwith igh noble met 8692 lostor d!,frepafa e retainer i : e
1525 space maintainerremovable bilateral §255 2954 Frefabricated post & core in addition 10 COWN v 191 (ind anI glas 5 tests, & eeth) 6721 crown resin with predominantly Dase Metal.....eecceen 8693 rebonding or recementing and|or repair, s required, of fixed retainer $150
1550 recementation of space maintainer §34 2960 labial veneer gresin laminate) chairside 268 96 mandibLIJllar IIrtIaI denturedlexible base 6722 crown resin with noble metal OTHER SERVICES _—
1999 additional prophylas - adult/child §65/$46 %3% labial veneer porc(Flain langinateL)laboratory ............................................... ?38 (ind. any da@ps ests, & teeth 6750 ciown porce}ain Iuseg o higI():I nObIe metal [ g%g IIﬂIIIIIIe emergency U LE I L ———
RESTORATIVE temporary crown (fractured toot : atoral pati : i 6751 crown porcelain fused to predom hase Metal ... ! s :
2140 amalgam 1 surface primary or permanent §76 2980 repair crown by report 104 EIII(I) EIeCIIIJ(;I/iI())II?II)IIIE‘IIgI?IIearIIIEIIIgIlJa[I)ggIIIUIeI w pontic nesbit) 6750 crown porcelan fused to noble metal g%%(]) geep segat[on/generas anestIHes!a flrsthBOdr(rju?gtesv : 2
2150 amalgam 2 surfaces primary of permanent *ENDODONTICS 5411 adust complete denture ower 6780 crown 3/4 cast high noble metal 0 eef) sedation) %energ ﬁ”]ei.t es% egltc add | i LT p— 09
2160 amalgam 3 surfaces primary or permanent... 3110 pulp cap direct (excluding final restoration) 5421 adjustpartial denture upper 6790 crown full cast high noble metal o ,a“ta gesta, anxiolysis, inna da I'on o ”'l fous 0’%‘ t630 ------- 199
2161 amalgam 4 or more surfaces primary or permanent 3120 pulp cap indirect (excluding final restoration) . 540 adjustpartial denture lower 6791 crown full cast predominantly ase Metal ... 1) !ntravenous €oNsCious se OIat!on/armlges!a- s ; IIIInIE'i ..... "
2330 resin | surface-anterior 3220 pulpotomy (excluding final restoration] 5510 repai Eroken complete denture base 6792 crown full cast noble metal 310 n raveltn?.us conscious sedation/analgesia - each add. 15 min............. %
2331 resin 2 surfaces-anterior 3221 pulpal debricement primary or permanent 530 replace missing/broken teeth, Comp Gent PEr (00 6930 recement bridge 9140 C(f)fIISU '%‘Itonﬁ - 86
2332 resin 3 surfaces-anterior 3230 pulpal therapy anterior primary tooth 5610 repair esin sa§dle othase .. T 6940 stress breaker %10 0 'Cl.e VI'SI a fe(rjregu II' ours e 0
2335 resin 4 or more surfaces inclinCisal angJe s 3240 pulpal therapy posterior primary tooth 5620 repair cast framework 6950 precision attachment ........... ‘ %40 appllca|lon III 35635' 1zing medication 604
2390 resin based composite crown, anterior 3310 root canal anterior (excluding final restoration) 5630 repair of replace broken casp 6970 cast post & core in addition bridge retainer 051 occlud sttt [ 598
291 resin T surface-posterior 3320 root canal hicuspid (excluding final restoration) 5640 replace broIIen teeth - per tooth 6972 prefabricated post & core in addition bridge ret 9952 occlusa| ; vustment on PI { §477
2392 resin 2 surfaces-posterior 3330 root canal molar (excluding final restoration)... 5650 add tooth to existing partial denture 6973 core buld up for etainer inclpins 9972 glcecagISIInga (IIIEIIIIIIrIgCtIIIIIsII IIeer arch §280
2393 resin 3 surfacesposterior 3410 apicoectomy/periradicular surgery - anterior.... 5660 add clasp to existing partial denture 6980 bridge repar by report 9988 missed appt. w/o 24 hr. notice - per hr. SCheduled s $30
* The above fees apply only when treatment is performed at a general dental office. If the services of a network specialist in the areas of Endodontics, Periodontics, Prosthodontics, Oral Surgery or Pedodontics are required, these fees do not apply and member will receive a significant reduction from the specialist's usual, customary and
reasonable fees (UCR) outlined in the Provider List. All member fees are taxable. Member fees apply only when treatment is performed at a general dental office. Specialist coverage is limited to areas where there is a network specialist. Please refer to the Sandia Provider List.  _ _~ cihee <
DentalS()urce Coverage Effective Date

5. Once you have met your 12 month participation requirement, Transfer. To initiate the Monthly Bank Draft option, complete the at ~— Sandia Purple Plan

if you wish to cancel your coverage, you must submit a written tached Enrollment/Authorization Form and provide a check made out Social Security Number Last Name First Name Inital e

cancellation request. All written cancellation requests received by to DentalSource for the 1st months payment. In addition, please in- Bty T R —— r—

the 23rd of the month will become effective the first day of the clude a voided check from the bank you wish to have the membership M F I

following month. Any cancellation requests received after the 23rd fees drafted. Each month your premium will be automatically drafted Home Address city State Zip

will take effect on the 1st of the 2nd following month.

Payment Options
ANNUAL PAYMENT

+ You may pay the entire annual membership fee by check, money order,

MasterCard, Visa or Discover Cards

MONTHLY BANK DRAFT

« If you wish to pay the membership fee on a monthly basis,
payment must be made by Monthly Electronic Fund

from your bank account between the 23rd and 28th of the month for the
next month's coverage. No monthly checks, no postage, no statements.
The Monthly Bank Draft option is reliable and automatic!

of coverage.

+ The 12 month contract period is continuous and therefore does not
allow for any lapse in coverage. Any additional charges to your ac-
count due to insufficient funds or overdraft fees will be the members
responsibility and will not be refunded by DentalSource.

by sending written notice after the date that delinquent charges are

I
I
I
I
I
I
I
I
DentalSource will make reasonable efforts to collect unpaid premiums |
due. Failure to pay any deliquent premiums will result in termination :
I
I
I
I
I
|

LIST COVERED DEPENDENTS BELOW

RELATIONSHIP BIRTHDAY M/F

E-mail Address

Dental Office Selected

review program.

X

DRAFT AUTHORIZATION / DENTALSOURCE, INC. MEMBER AGREEMENT  Unless | have elected annual
payment, | hereby authorize DentalSource to charge my bank account each month the applicable membership
fee to be credited to my account with DentalSource. This authority is to remain in full force and effect until
1 notify DentalSource in writing of its termination following my 12 month contract. (My bank is authorized
to make corrections should any be necessary). I have read and understand the terms and conditions of this
authorization. 1 hereby authorize the release of my dental records to DentalSource, Inc. for use in a quality

PAYMENT CHOICE: Please check one
[ Annual Payment 1 Check [ Visa [d MasterCard [ Discover

Expiration Datel:l Credit Card # |

1/1/10

Subscriber's Signature

Date

[ Surepay Electronic Funds Transfer Payment. Please charge my bank account monthly.
(To initiate this Bank Draft Option, please include the1st months payment.)

(1 Checking [ Savings

Routing #

Account #

2002




