
GRANTS AND DONATIONS DEPARTMENT
MAND,4N, HIDATSA, ARIIURA NATION

Loc.4TED AT: JoHNNy BtRD )'ETER.4N's MEMoRIAL BUILDtNc sutrE 205
MAILING ADDRESS: 307 sTH AyE,

NEW ToWN, ND 58763
Onucr: (701) 627-4863 FAX: (701) 627-4868

Dental Assistance Request Application

TYPES OFASSISTANCE:

-Dental 

Care Lifetime Matimum amount elloi,able is up to $10,000,00 per enrolled member.

-Orthodontics 

Lifetime Ma.rimum amount allotuble is up to $5,000.00 per enrolled member.

Dental lrnplants tiSetime Merimum amount allowable is up to $10,000,00 per enrolled member.

Must Provide: (listed below)
) 2 Treatment Plans
D Predeterminationlnvoice
) PRC Refenal from EMHC
) W-9 Form (From Vendor/Provider.)

Please Print Legibly (Client Receiving Care)
Legal Full Name (First, Middle, Last) Enrollment Number

30lu-

Contact Number(s) ( )

Dental Insurance:

or(____J

tD #

Dental ProYider:

Contact Number ( )

t,'o R ot.'t'tct,, LSI,I ()\L\

Amount Approved: $ Approved By Date

Dental $

C)rthodontics S

lmplants $_

**Please Notc Approval Process May Take Up to 2 Weeks**
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