
 

If your case has been approved, proceed with submitting a case request with required date, no additional forms needed. 
Approved request, submit case request with required date, no additional formed needed. 

 

Supplemental Form to be Completed for Cases that Meet Dental Level 2 Criteria: 
                                                                                      MRN: ____________________________ 

Patient Name:               DOB:             

Dental Provider:              Dental Office:           

Primary Office Contact Person:           Phone:            

Note: Please note that for anything besides a Level 1 Case, you must submit the below completed form, a narrative (describing why 
treatment is needed at HDVCH), clinical photos, and radiographs, etc)  
  

 
  
Patient Medical History:                        

Current Medications:                         

Narrative (required if checked box in Part 3):            
        
 
 
--------------------------------------------------------------------------------------------------------------------------------------------------------- 
 
Case Review Status:        Approved             Denied          Date:        Initials:    

X - rays:     Attached   Not Attached   Clinical Photos: 

    

Attached 

        

Not Attached 

  


