Sign and Print Treatment Plans

1  Open Patient list

If you are already in patient chart, skip to step 4

(D) DentiMax - Default Data
File Edit Lists Activities /Help

Common Reports

Create Prescription Patient Aging Print
ASAP List Payment Summary Print
Today's Appointments Production Summary Send
Address List Accumulative Totals by Date Range Print
View Graph: Report By Code Routs

View Monthly Revenue MNew Patients Sugg

Hours Booked Unco

Clinic

DentiMax com Home Page Procedures not on a claim Report m
DentiMax Support Portal i imary I laim:

Dream Digital iy Sensors Outstanding Secondary Insurance Claims Billin

DentiMax Partners Insurance Utilization Patie

Dental Association Production Totals by Insurance compan: Rafer

Follow up Report winsurance Detail Patie

DentiMax Training Videos ; Qrtho Claim Status Provs

Pre-Auth Claim Status Unsc

DentiMax YouTube Channe| Work Claims Accy

DentiMax 20 Videos ltems

Recall Management ‘ M_Lr:

it i

Recall Work List

Recall Post Cards

Eligible Recalls Today 0

New Recalls Eligible this week 0
Patien i in 12 month:

Made with Scribe - https://scribehow.com



2  Select patient

20w B X K
Patient List - Bob Sr, Test

Head of Household:

Dentiva)
Ve

Assigned Provider:

Chart Nu... ¥ Last Name First Name

TESBO00O Bob Sr. M |1/1/1969
Timmy M 1/1/2011
Test Dentimanx English F 5/27/1990
Test Dummy F 1/1/2001
Test Sunny F 1/1/2011
Test Test Creole u 8/15/1996 Text
Test Testy F 1/1/2001
Test Testy B F 1/1/2001
Test Testy C F 1/1/2001
Weather Windy F 1/1/2001

3 On the left menu, click View Chart

(D) DentiMax - Default Data
File Edit Lists Activities Help

Patient List - Testy B Test

Head of Household:

Assigned Provider:

Last Name: First Name:
Default Primary Insurance: - Birth Date: -
Mobile:
Search: : Search by: Chart Number - View: Patient List Le

Language  Gender Birth Date  Preferred Contact Method Home Phone

5555555555

(484) B48-4484
8007048494

(480) 222-2222

Work Phone

Mobile

(458) 453-2456 5

(454) B45-5542
5555555555
888-588888
988-8888
4808251875
(888) 888-8888
(888) 885-8888
(800) 704-8494
(545) 854-5525

E-mail Default Primary

UNIO1
test@test

AETOO0

AETOO
tiffanye@dentimax.com AMEQL

AETOO0

AETOD

AETO0

Chart Nu... ¥ Last Name First Name
Other Informat
View Chart TESBOO01  Test Timmy M 1/1/2011
TESDEODO Test Dentimanx English F 5/27/1990
TESDUODD  Test Dummy F 1/1/2001
TESSHO00 Test Sunny F 1/1/2011
TESTEQ0O Test Test Creole u 8/15/1996 |Text
TESTE00L  Test Testy F 1/1/2001
TESTEO02 _Test ___Tesy |
Test Testy C F 1/1/2001
Weather Windy F 1/1/2001

Made with Scribe - https://scribehow.com

Last Name: First Name:
Default Primary Insurance: - Birth Date: -
Mobile:
Search: Search by: Chart Number - View: Patient List -

Language  Gender Birth Date |Preferred Contact Method Home Phone

5555555555

(484) B48-4484
8007048494

(480) 222-2222

Work Phone

Mobile

(454) B45-5542
5555555555
888-888388
088-8888
4808251875
(888) 888-8888

(800) 704-8494
(545) 854-5525

E-mail Default Primary

UNIO1
test@test

AETOO0

AETOO
tiffanye@dentimax.com AMEOL

AETO0

yyo00 | | [ [@33s)883.8888 AET00

AETO0



You will see your treatment planned items for the selected treatment plan listed
as planned items

uddAARRRRLE

Clinical Notes

Used + Ins Pending/Max: Individual: 370.00 + / 1000
Family: 370.00 +0 / 2500

Treatment Plan(s) Caries Risk Assessment

Primary Ins: DAetna

Order Date Account Code Description Tooth Surface Provider Fee Status &
» Coooa Missing Tooth 1 TES00 0 Condition I
Co008 Missing Tooth 32 TES00 0 Condition

D2391 resin-based composite - o 14 [¢] TES00 200 Flanried

D7240 removal of impacted tooth 16 TES0D 400 Planned

D7240 removal of impacted tooth17 TES00 400 Planned

D2392 resin-based composite - 18 DO TES00 300 Planned
resin-based composite - 1130 | aoo|Planned |
7/8/2025 DO0220 intraoral - periapical first 1 TES00 20 Complete
7/8/2025 DO140 limited oral evaluation - pr TES00 55 Complete
7/9/2025 DO140 limited oral evaluation - pt TES00 55 Completes
7/9/2025 D0273 bitewings - three radiogra TES00 200 Complete:
7/9/2025 D7210 extraction erupted tooth re6 TES0D 300 Completes

5

On left menu, click Treatment Estimate

Fixed/Removable Pros.
Endo/Perio/Surgery

Ortho

Other Services
Conditions
Time Units
Clinical Notes.

Char g Merts | X-Ray Images

- View Mode

Caries Risk Assessment | — Notes | — Clinical Notes

Used + Ins Pending/Max: Individual: 370.00 + / 1000
Famiy: 370.00 +0 / 2500

| images | TreatmentPlan(s)
7 Primary Ins:ChAetna

Planned Order Date Account Code Description Tooth Surface Provider Fee Status
C0008 Missing Tooth 1 TESO0 0 Condition
C0008 Missing Tooth 32 TES00 0 Condition

Declined

-

resin-based composite - o 14 o TES00 200 Planned
;‘i:tr:::ode . removal of impacted tooth 16 TESOD 400 Planned
remaoval of impacted tooth 17 TESOO0 400 Planned
Prvdr:TESO0 resin-based composite - t 18 TESO00 300 Planned
[MoD_TES00 | __400/Planned ]
7/8/2025 intraoral - periapical first 1 TES00 20 Complete:
7/8/2025 limited oral evaluation - pr TES0O 55 Completes
7/9/2025 limited oral evaluation - pr TESO0 55 Complete:
7/9/2025 DO0273 bitewings - three radiogra TES00 200 Completes
» 7/9/2025 D7210 extraction erupted tooth re6 TES00 300 Completes

Print Plan

Made with Scribe - https://scribehow.com



6  Select treatment plan from drop down menu

@ DentiMax - Default Data
File Edit Lists Activities Help

28w F X R E

Treatment Plan Estimate
- W Patient: Test; Testy B
Insurance: Aetna

Close Screen
Action v Treatment Plan: 1 _vJ Created on 7/10/2025 8:03 am
Update Fee [ Show Recall Codes
stimate Selected Ornsrlcnde |Dascriplmn ‘TnnthlswfatelAmnunt Ilns ik Estimate‘]ns 2 : Pnrticml
g 0 D7240 removal of impacted tooth - completely b 17 $400.00 $280.00 $0.00 $120.00
Pri v 0 D7240 removal of impacted tooth - completely b~ 16 $400.00 $320.00 $0.00 $80.00
Print Estima 0D2393 resin-based composite - three surfacesp 30  MOD $400.00 £30.00 $0.00 $370.00
Print Estimate (Sele 002392 resin-based composite - two surfacespos 18 DO $300.00 $0.00 $0.00 $300.00
0 D2391 resin-based composite - one surface post 14 [e] $200.00 $0.00 $0.00 $200.00
0 D7210 extraction erupted tooth requiring remov 2 $0.00 $0.00 50.00 $0.00
Total Amount $1,700.00
Insurance Est $630.00
Patient Total $1,070.00

7 Selected treatment plan items will show

(D) DentiMax - Default Data
File Edit Lists Activities Help

Treatment Plan Estimate

General W Patient: Test, Testy B
Insurance: Aetna
Treatment Flan: [l ~] Created on 7/10/2025 8:03 am

AU‘;I:?E Fee sz [0 Show Recall Codes
il . Order|Code |pescription |Tooth|surface|amount _|ins 1 Estimate|ins 2 | Portion|
n 0 D7240 removal of impacted tooth - completely b~ 17 $400.00 $280.00 $0.00 $120.00
v 0D7240 removal of impacted tooth - completely b~ 16 $400.00 $320.00 $0.00 $80.00
Print Estima 0D2393 resin-based composite - three surfacesp 30 MOD $400.00 $30.00 $0.00 $370.00
Print Estimate (Sele... 0D2392 resin-based composite - two surfacespos 18 DO $300.00 $0.00 $0.00 $300.00
0D2391 resin-based composite - one surface post 14 o] $200.00 $0.00 $0.00 $200.00
0 D7210 extraction erupted tooth requiring remov 2 $0.00 $0.00 $0.00 $0.00
Total Amount $1,700.00
Insurance Est $630.00
Fatient Total $1,070.00

Made with Scribe - https://scribehow.com



8 From here you have the option to directly sign the treatment plan to patients
document center, or you can print the treatment plan.

You also have the option to estimate all item or select specific items.

@ DentiMax - Default Data
File Edit Lists Activities Help

DentiMad B H W [ X K £

@« Treatment Plan Estimate
Patient: Test, Testy B

s

“Close Scraen Insurance: Aetna
Treatment Plan: 1 ~ Created on 7/10/2025 8:03 am
Acti e -
Mi (] Show Recall Codes
n d Order [Code Description Tooth Surface|Amount Ins 1 Estimate|Ins 2 Estimate|Patient Portion
0 D7240 removal of impacted tooth - completely b $400.00 $280.00 $0.00
Print v 0 D7240 removal of impacted tooth - completely b~ 16 $400.00 $320.00 $0.00 $80.00
Print Estim 0D2393 resin-based composite - three surfacesp 30 MOD $400.00 £30.00 $0.00 $370.00
L= 0 D2392 resin-based composite - two surfacespos 18 DO $300.00 $0.00 $0.00 $300.00
0 D2391 resin-based composite - one surface post 14 [e] $200.00 $0.00 $0.00 $200.00
0 D7210 extraction erupted tooth requiring remov 2 $0.00 $0.00 50.00 $0.00
Total Amount $1,700.00
Insurance Est $630.00
Patient Total $1,070.00

9 To sign treatment plan for selected items: click on first item, hold ctrl key down
and click on additional items. Click Estimate Selected

If you are signing estimate for all items listed; skip to step 11

(D) DentiMax - Default Data
File Edit Lists Activities Help

A B ® B X K E

Treatment Plan Estimate

Gonosal v Patient: Test, Testy B
“Close Screen Insurance: Aetna
Treatment Flan: 1 ~ Created on 7/10/2025 8:03 am
Action o —
Up: Fees [ show Recall Codes
Estimaté Selected Order [Code Description Tooth [Surface|Amount Ins 1 Estimate|Ins 2 Estimate|Patient Portion
Sign 0 D7240 removal of impacted tooth - completely b $400.00 $280.00
. o [T oo monceons iy i~ v ol oo siod
int Estim 0D2393 resin-based compaosite - three surfacesp 30 MOD $400.00 $30.00 $0.00 $370.00
Print Estim: St 0D2392 resin-based composite - two surfacespos 18 DO $300.00 $0.00 $0.00 $300.00
0D2391 resin-based composite - one surface post 14 o] $200.00 $0.00 $0.00 $200.00
0 D7210 extraction erupted tooth requiring remov 2 $0.00 $0.00 $0.00 $0.00
Total Amount $1,700.00
Insurance Est $630.00
Fatient Total $1,070.00

Made with Scribe - https://scribehow.com



10 You will see the Estimate for the selected items with the totals

Click Sign

(D) DentiMax - Default Data

File Edit Lists Activities Help

A 8w B X K E

Treatment Plan Estimate

®

v Patient: Test, Testy B
c creen Insurance: Aetna
Treatment Plan: 1 - Created on 7/10/2025 8:03 am
Action hd —
Up [ Show Recall Codes
Estips elected Order |Code Description Tooth [Surface{Amount Ins 1 Estimate|Ins 2 Estimate|Patient Portion
Efimate All -
Sign
Prii W
Print Estim
Print Estim

Total Amount $800.00
Insurance Est $600.00
Patient Total $200.00

11

Click the drop down menu to select report format

025 8:03 am

Choose a Report

X
Print To Printer =l
Choose Format: -]
Print Preview
— [ Only Show Favorite Reports
Total Amour.. N

Patient Total

$200.00

Made with Scribe - https://scribehow.com



12 Select Treatment Plan Estimare

Choose a Report

Print Ta Printer =

Choose Format: j‘

v Print Hams

[Modified

Treatment Plan Estimate

: [ only Show Favorite | Treatment Plan Estimate ' (Declined)

T ot AU Treatment Plan Estimate (Standard Fee)
Treatment Plan Estimate with Secondary

4/8/2022 9:01 am

1/31/2020 4:08 pm
1/31/2020 4:08 pm
1/31/2020 4:08 pm

$200.00

13  Click"OK"

Choose a Report

Print To Printer

[+ Print Preview

[C] only Shows Favorite Reports

Total Amour,

Made with Scribe - https://scribehow.com



14  Select who will be signing

reatment Plan Estimate

Patient: Test, Testy 8
Insurance: Aetna
Treatment Plan: 1~ Created on 7/10/2025 8:03 am
[ show Recall Codes
Irder |Code Description

le Activities Help

Patient Letter

[ Add Signature to Document - o X

Bl 53 Printed Document (4)

i [~ Person Signing

o

(%4 7/15/2025 - Treatment §

< Select:|Testy B Test

=5 7/15/2025 - Treatment £ Terry Test, Dds

% 7/15/2025 - Treatment & John House, Dmd

3 7/15/2025 - Treatment g
=2} @ Signed Document (2)
> Scanned Document

E Image File

D Card

[~ Signer not Listed |

15  Click "Sign"

.0/2025 8:03 am

ivities  Help
Qest, Testy 8

ent Type

Patiant | ster 1 Add Signature to Document — Qe
 Printed Document (4)
5 7/15/2025 - Treatment & e sang

. Select:
5 7/15/2025 - Treatment £
‘j; 7/15/2025 - Treatment B

% 7/15/2025 - Treatment €
Signed Document (2)

' Scanned Document
Image File
| D Card

I Signer not Listed

Made with Scribe - https://scribehow.com 8



16  Scroll down to see the signature line

iired Image

Treatment Plan
Default Data
41353 nw
Kijli, AZ BS287
(888) 883-8888

Patient  Testy B Test
Birthdate: 01/01/2001

Date: 07152025

Chart Number: TESTE002

Order  Tooth Surface Description

Insurance  Patient
Fee Estimate Estimate

17 removal of impacted tooth - completely b
16 removal of impacted tooth - completely b

here you would lke the signature to be placed on the document,

40000 28000 120.00*
40000 320.00 80.00

800.00  €00.00  200.00

” o ¥ 20E B HHzx

o v 9o

&

17 Double Click here to create signature box (box can be moved to where you want

the signature)

0 D7240 removal of impacted tooth - complet
07240 remoaval of impacted tooth - complets

-

File Activities Help

Patient: |[JSEISIIFS

Sort by: Document
Patient Letti
Printed Dot
% 715/
5 715/
= 715/
= 715/
H @ Signed Dol
Z7» Scanned Do

E Image File

™8 1p Card

* Inssrance deductibie is caizulsted Wit this procedure Total Fes: 80000
Deductible 50.00

Insurance Estimate:  600.00
Patient Estimate:  200.00

The Doctor and | have discussed my dental condition and treatment and | consent to the treatment as proposed
above. The benefits, risks, and alternate treatments have been explained to me, as well as the possible
complications of treatment or consequences of deciding not to undergo treatment at this time. | understand that | will
be informed of any additional treatments or charges that may occur during the course of treatment. | have been
given the opportunity to ask questions about this treatment and have had them answered to my satisfaction.

Although every effort will be made to ensure that the results of the above treatment will be excellent, no guarantee or

warranty has been made
| understand that referral to a specialist may be recommended before, during, or after treatment. Any fees incured
at a specialist’s office will be my responsibility. Failure to follow the recommended rsferral may compromise results
THIS IS ONLY AN ESTIMATE AND IS GOOD FOR 90 DAYS.
O -~~~ - R S )
Signature d:) Date  ©
L e T Brreommem e 2]
Click where pou would like th signsture to be placed on the documer (135,928 - 509, 1002
ks e cd¥ BhE BHHz w - 2o

Made with Scribe - https://scribehow.c

Please sign below

esty B Test
7/15/2025 11:33 &M

om



18 Click in the signature box below

L Causi Lo fwvuv |

[ HEL TESTEO0Z

The Doctor and | have discussed my dental condition and treatment and | consent to the treatment as proposed
above. The benefits, risks, and altemate treatments have been explained to me, as well as the possible

Patient Letty comglications of treatment or cansequences of deciding not to undergo treatment at this time. | understand that | will
be informed of any additional treatments or charges that may occur during the course of treatment. | have been
given the opportunity to ask questions about this treatment and have had them answered to my satisfaction

Sort by: Document

7 Printed Doc|
& 715
q Although every effort will be made to ensure that the results of the above treatment will be excellent, no guarantee or
warranty has been made.

715/ | understand that referral to a specialist may be recommended before, during, or after treatment. Any fees incurred
© at a specialist’s office will be my responsibility. Failure to follow the recommended referral may compromise results.

2] ?‘ Signed Doc|
—» Scanned D
E Image File

B D Card

THIS IS ONLY AN ESTIMATE AND IS GOOD FOR 90 DAYS
[e]

(85, 909 - 459, 883

Zoowe  100% v 2 &

Please sign below

Testy B Test
Tis/mzs 133 [ concel [ vore |

19 Draw signature with mouse and click DONE

Faugin Lsunale.  cuvuy |

TESTE002

The Doctor and | have discussed my dental condition and treatment and | consent to the treatment as proposed
above. The benefits, risks, and alternate treatments have been explained to me, as well as the possible

Fatient Letts complications of treatment or consequences of deciding not to undergo treatment at this time. | understand that | will
be informed of any additional treatments ar charges that may occur during the course of treatment. | have been
given the opportunity to ask questions about this treatment and have had them answered to my satisfaction

] 2 Printed Doo

'}). 7/15/

o Although every effort will be made to ensure that the results of the above treatment will be excellent, no quarantee or
A 7/15] warranty has been made

7/15/

% 7/15 lunderstand that referral to a specialist may be recommended before, during, or after treatment. Any fees incurred
A 7/13] at a specialist’s office will be my responsibility. Failure to follow the recommended referral may compromise results

# 2 signed boa

< THIS IS ONLY AN ESTIMATE AND IS GOOD FOR 90 DAYS.
wpScannedll| 00 ECTiitilioiiiivhntulhEER e e

® o 1)
E Image File 0 E
™ 1 card © o

Sighature ate
By N 5
Ciick where pou would ke the signature to be placed on the document. (85,909 - 459, 983

;]
[Pl

“ cuxBREe BH

00% -

L &

Please sign below

=) ‘

Testy B Test
Prienas 1:93 a [ concet [N oene |

Made with Scribe - https://scribehow.com 10



20 You can name the document

[ HEL TESTEO0Z

Sort by: Document

Patient Letty
=) 5 Printed Dog Qe —y——— Toim Fre
& 7/15
7/15/
715/ The Dactc- and | have discussec my denial o
= above. The banefils risks
B 7/15/
B o nformed ef any ad
B & Signed Doct givan the cpparturity 1o a5k questions about this Teatment arc hare had tham snswered to my satisfaction
f) Scanned Do Althowgh every efion wil b2 made 1o enz_ra that the results of the s00wa eatment will be 2xzsllent, 10 guaravies of
WAtaYY ha boen Mo
E Image File
1 understar d that rolersa 1o a spaciakst may be resemmended bafce, cunng, e after troalment, Any lees G .iod
™8 1 card a1 3 specialis?s offce wil be my respomsibility. Failurs 1o oo the recommenced raferal may compromise resuls

THS IS ONLY AN ESTMATE AND IS GOOD FOR 90 DAYS

S T
Click where you would ke the signature to be placed on the document,

e - % ‘iﬁﬁ@E@Zwm ok v 9 X

(85, 908 - 459, 883

| TesyBTest 7/15/2025 11:03.00 AM
Patient: TESTEOD2 = Q[Test Tesy B + Type PintedDocument =

Document Name: Treatment Estimate Desciiption:

Date: 7/15/2025 = Date Created: 7/15/2025 11:03:16 &M

[¥ Corpress documsnit

21 Select "Signed Document" from the drop down menu

TESTEO02

Patient Lett¢

2 Printed Doc|

7/15/
B 715/
5 7/15/
& 7/15/ 3
B of any addiliona eatments o charges
2l Signed Docl givan the cpponturity T &% Questions abowt
=¥ Scanned Dg Althowgh every effon wil bz 2 that the results of the sbowa trestment will be 2x:zllent, N quaramtee r
ey has heen mode
E Image File
1 undsrs! kst may be recommended befere. duning. o after treatment, Any fees incured
™ © card 31 3 spocislsts offce ol b2 my rosponsiity. Failurs s %lilcw tha recommensed refer-al may compromise rasuls.

THS 1€ DMLY AN ESTIMATE AND IS GOOD FOR 90 DAYS.

Click where you would Bee the signature to be placed on the document, (85, 909 - 459, 983

R s # - ¥ JﬁEE@Znom TwE v
TestyB Test 7/15/2025 11:03:00 AM
Patiert: TESTEOD2 _+ O [Tasl. Tosy B +  Type: Pied Docunent

Document Name: [Ext 3rds | Desciption:

Date: 7/15/2025  ~ Date Created: 7/15/2025 11:0316 AM

| concel | save |

[ Compress document

Made with Scribe - https://scribehow.com



22  Click "Signed Document"

ZIEE TESTENDZ
Sort by: Document
Patient Lett
B % Printed Dogl
R 7115/
5 7/15/
§ 7/15/
R 715/
~ bo in oS 15t may occur during 11 o
H 9 Signed Doct ghver the (pm«uru, questions about this Lreatment and have had them answered 1o uyiai
» Scanned Do Ahowoh every effo will b2 mada 10 ers.72 that the resuts of the bowe eatment vill be sxzallent. 1 quaravies or
warean'y has boon made
E Image File
Tunderstare Hul refena (o a spoa be recommended befre, Gung. o alfer realment. Any lees.
(™8 1D Card ekl lsppic i ol fgitqieolie sttt alarpibar st ol
Click where you would ke the signature to be placed on the document (85, 909 - 459, 963
Iy & =X S20hE EE@&W. nox v 9 &
= Testy B Test 7/15/2026 11:03:00 AM
Patient: TESTEQD2 = Q|leu, Tesy B +  Type: |Printed Document. ~ |
Document Name: Ext Zids Description: j2ient Leter

Printed Document

Dster 7/15/2025 > Dale Created: 7/15/202511:0316.4M |Siened Document
= Scanned Document

% Congess men imgtie =T

23 Click "Save"

T T —
of any adkilions: ealments o1 Gl
oA O Eporty T s GaeFions S s peatment and hars kad Crom

2 that tha results of the cbova trestment will be sxcallent, 13 guaraies o

Jthough every effor wil b2 made to ens
vy has boen made

urderstar that reforr paciakst may be recommended befcre. éunng. - after treatment. Any fees i
13 specialists office wil be my responsibiiity. Failua te olica ths recommenced refer-al may compromise results.

HIS IS DULY AN ESTIMATE AND 1€ GOOC FOR 90 DAYS

here you would ke the signalture to be placed on the dogument, (85, 909 - 459, 983

hE Bz nwx - 2 @

vE Test 7/15/202511:02.00AM
‘atent: TESTEOD2 v Q[Test. Tesy B Type: [BH
Narne: Ext 3rds Description:

Date: 7/15/2026  ~ Date Created: 7/15/2025 11:03:16 AM

2 documert Concel (| BSave) |

11:04 AM

=)

Made with Scribe - https://scribehow.com 12



24 This will open patients Document Center where you can view or print the signed
documents

Add Signed Document  Add from File  View Print

ment (4)

Treatment Plan
025 - Treatment g

Default Data
025 - Treatment g 41353 nw
025 - Treatment g K A2 86297

(888) 8583888
025 - Treatment H

Date
ment (3) Patient  Testy B Test
025 - Ext 3rds Birthdate: 01/01/2001 Chart Number
025 - Treatment pi
025 - Treatment B Order  Tooth Surface Description Fee
;ument 17 removal of impacted tooth - completely b 400.00
16 removal of impacted tooth - completely b 40000

800.00

25 Ifyou need to see time and date document was signed, double click on signature

* insurasce deductivie i caicuiated with this procedure Total Fee:  800.00
Deductible 50.00
Insurance Estimate:  600.00
Patient Estimate: 200.00

The Doctor and | have discussed my dental condition and treatment and | consent to the treatment as proposed
above. The benefits, risks, and alternate treatments have been explained to me, as well as the possible
complications of treatment or consequences of deciding not to undergo treatment at this time. | understand that | wall
be informed of any additional treatments or charges that may occur during the course of treatment. | have been

given the opportunity to ask questions about this treatment and have had them answered to my satisfaction

Although every effort will be made to ensure that the results of the above treatment will be excellent. no guarantee or
wamanty has been made

| understand that referral to a specialist may be recommended before, during, or after treatment. Any fees incurred
at a specialist’s office will be my responsibility. Failure to follow the recommended referral may compromise results

THIS IS ONLY AN ESTIMATE AND IS GOOD FOR 90 DAYS

o

Sige Date

Made with Scribe - https://scribehow.com
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26 View and close

"

removal of impacted tooth - completely b

ntd 17 400.00  280.00  120.00*
16 removal of impacted tooth - completely b 400.00 320.00 80.00
800.00 600.00 .00
otal Fee 800.00
| jeductible 50.00
Estimate:  600.00
Estimate 200.00
nt as proposed
possible
understand that [ wall
=, . < = nt. | have been
K & sean 0Dd¥ BNE BHAHze w -2 o Batisfaction
nt, no guarantee or
Any fees incumed
results
Testy B Test 7/15/2025 11:03:00 &M
Palient: TESTEODZ ~ + QTesL Tesy B +  Type Signed Document =
Document Name: Ext 3rds Description
Date: 7/15/2025  ~ Date Created: 7/15/2025 11:0316 AM
Save
Ext 3rds

27

[ Document Center
File Activities Help

[ TESTEND2 Q Test, Testy B

Sort by: Document Type Add Signed Document  Add from File
Patient Letter
= =5 Printed Document (4)
5 7/15/2025 - Treatment &
‘12; 7/15/2025 - Treatment B
% 7/15/2025 - Treatment &
ﬁ 7/15/2025 - Treatment B
= @ Signed Document (3)
@ 7/15/2025 - Bt 3rds
@ 7/15/2025 - Treatment
@ 7/10/2025 - Treatment &
3 Scanned Document

E Image File

[ 1 Card

Made with Scribe - https://scribehow.com

To print signed document, click Print on top menu bar

Sign  Print
Order  Tooth Surface Description Fee Estimate Es
17 removal of impacted tooth - completely b 400.00 280.00
18 removal of impacted tooth - completely b 40000 32000 _
800.00 600.00
- Insuraioe dedustivle i caiculsied with thes procedute Total Fee: |
Deductible:

Insurance Estimate:  {
Patient Estimate H

The Doctor and | have discussed my dental condition and treatment and | consent to the treatment as propose:
above. The benefits, risks, and alternate treatments have been explained to me, as well as the possible
ications of or of deciding not to undergo treatment at this time. | understand th:
be informed of any additional treatments or charges that may occur during the course of treatment. | have beet
grven the opportunity to ask questions about this treatment and have had them answered to my satisfaction

Although every effort will be made to ensure that the results of the above treatment will be excellent, no guarant
warranty has been made.
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28  Print Setup

Add from File  View

Add Signed Document

Patient Letter

= 5 Printed Document (4)
% 7/15/2025 - Treatment &
% 7/15/2025 - Treatment B
3 7/15/2025 - Treatment &
=5 7/15/2025 - Treatment E

=] @ Signed Document (3)
[@ 7/15/2025 - Bt 3rds
2 71152025 - Treatment p
{2 7/10/2025 - Treatment &
3 Scanned Document

E Image File

™ 1 Card

29

Sign  Print
Order  Tooth Surface Description Fee Estimate Es
17 removal of impacted tooth - complately b 40000  280.00
16 removal of impacted tooth - completely b 400.00 320.00 |
800.00 600.00
[ Print (1 pages) - o x
[ Size Margins (inches) Other

Position: | [8] Center |

Gamms correction: [1 =

Left:

Rghe [1
Bottom: [1 ]

H Cancel | | printsize:  [Fitto page ~
42 rint Setup F = =
Print All x

Triage 1

o
s

Top:

1 undaratand that referral tn 2 snacialist mav he recammanded hafore dunnn o aftar treatmant Anv faas inci

Select local printer and click OK

dd from File
Order  Tooth Surface Description Fea Estimate Estimate
17 remaval of impacted tooth - completely b 400.00 280.00 120.00*
16 removal of impacted tooth - completely b 400.00  320.00 80.00
800.00 600.00  200.00
Print Setup 3
Printer
Name:  |Document Center =] Propeties.. =
& Document Center .
=g by Macosch Pt to POF |
- IO it to
@ Print | X Cancel | | prip VJ:; Vierosaft XPS Documert Wirter Position; | (8] Center s
£2 Print Setup Commert: [OneNote for Windows 10 Gamma comection: |1 =]
m Paper Oriertation
Size: Letter - & Porrat
Tmage T
Source:  [Automatically Select -  Landscape
o o i
‘ | 0.00
0.00
1wl
Vor

Made with Scribe - https://scribehow.com




30 Click "Close"

ign  Print
WSuIGILE o auchn
Order  Tooth Surface Description Fee Estimate Estimate
17 remaval of impacted tooth - completely b 400.00 280.00 120.00*
16 removal of impacted tooth - completely b 400.00 320.00 80.00

800.00 600.00  200.00

* Insurance deductibie i@ calculsted with this procedure. Total Fee 800.00
Deductible 50.00

Insurance Estimate:  600.00

| Patient Estimate: 200.00 |

The Doctor and | have discussed my dental condition and treatment and | consent to the treatment as proposed
above. The benefits, risks, and alternate treatments have been explained to me, as well as the possible
complications of treatment or consequences of deciding not to undergo treatment at this time. | understand that | wall
be informed of any additional treatments or charges that may occur during the course of treatment. | have bean

given the opportunity to ask questions about this treatment and have had them answered to my satisfaction

Although every effort will be made to ensure that the results of the above treatment will be excellent, no guarantee or
warranty has been made

31 Click here

(D) DentiMax - Default Data
File Edit Lists Activities Help

A8 w F X K E

Treatment Plan Estimate

neral v Patient: Test, Testy B
Close Screen Insurance: Aetna
Treatment Plan: 1 ~ Created on 7/10/2025 8:03 am
Action ol
Update Fees [ Show Recall Codes
ct Order [Code
te All
v
rint Estimate

Print E

Total Amount $800.00
Patient Total $200.00

Made with Scribe - https://scribehow.com
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32

Fixed/Removable Pros.
Endo/Perio/Surgery

Ortho

Other Services
Conditions
Time Units.
Clinical Motes

FPerig Exam

Treatment Estimate

33  You can print all items or selected item, the same as above

(D) DentiMax - Default Data
File Edit Lists Activities

Print Estimal

If you are wanting to print the treatment plan without signing;

click treatment estimate

Charting | mages | TrestmentPian(s) AMlerts | Caries Risk Assessment | — Notes Clinical Notes ¥-Ray Images
View Mode Primary Ins: ThAetna Used + Ins Pending/Max: Indwldual 370.00 + / 1000
condivons | R Family: 370.00 +0 / 2500
Order Date Account Code Description Tooth Surface Provider Fee Status
» Co008 Missing Tooth i TESO0 0 Condition

ey |

Referred Out

r Entry Mode
Planned

Decined [~

Prvdr:TESOO

Help

Hyg:TES00

Patient: Test, Testy B

- |-

7/8/2025
7/8/2025
7/9/2025

7/9/2025
7/9/2025

Insurance: Aetna
Treatment Plan: 1 ~ Created on 7/10/2025 8:03 am

[ show Recall Codes

C0008 Missing Tooth 32 TES00 0 Condi

D2391 resin-based composite - 0 14 o TES00 200 Planned
D7240 removal of impacted tooth 16 TES00 400 Planned
D7240 removal of impacted tooth 17 TES00 400 Planned
D2392 resin-based compusate W18 TESIJD 300 P\anned
02393 _-
D0220 intraoral - per\aplcal first ¢ TES00 20 Completa
D0140 limited oral evaluation - pr TESO0 55 Completes
D0140 limited oral evaluation - pr TESO0 55 Complete
D0273 bitewings - three radiogra TESOD 200 Complete
D7210 extraction erupted tooth ri 6 TES00 300 Completes

Orderlcme |Dascriphun ‘Tuothlswfa:elﬂ.muunt Ilns ik Es!imateJlns 2 : Furtianl
0.D7240 removal of impacted tooth - completely b 17 $400.00 $280.00 $0.00 $120.00

0 D7240 removal of impacted tooth - completely b~ 16 $400.00 $320.00 $0.00 $80.00
0D2393 resin-based compaosite - three surfacesp 30 MOD $400.00 $30.00 $0.00 $370.00
0D2352 resin-based composite - two surfacespos 18 DO $300.00 $0.00 $0.00 $300.00
0D2391 resin-based composite - one surface post 14 O $200.00 $0.00 $0.00 $200.00

0 D7210 extraction erupted tooth requiring remov 2 $0.00 $0.00 $0.00 $0.00
Total Amount $1,700.00

Insurance Est $630.00

Fatient Total $1,070.00

Made with Scribe - https://scribehow.com
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34 Select treatment items

(D) DentiMax - Default Data
File Edit Lists Activities Help

Dentiad R W [ X R &£

R ® Treatment Plan Estimate

Patient: Test, Testy B
Insurance: Aetna

Treatment Plan: 1 ~ Created on 7/10/2025 8:03 am

General v

t‘;dnlmiv [ Show Recall Codes

stimate Selected Ornsrlcnde |Dascriplmn ‘Tnnthlswfatelkmnunt Ilns ik Estimate‘]ns 2 : Pnrticml
0 D7240 removal of impacted tooth - completely b 17 $400.00 $280.00 $0.00 $120.00
v 0.D7240 removal of impacted tooth - completely b~ 16 $400.00 $320.00 $0.00 $80.00

Print Estima 02393, three surfaces p
L= 0 D2392 resin-based composite - two surfacespos 18 DO $300.00 $0.00 $0.00 $300.00
0.D2391 resin-based composite - one surface post 14 o $200.00 $0.00 $0.00 $200.00
0 D7210 extraction erupted tooth requiring remov 2 $0.00 $0.00 50.00 $0.00
Total Amount $1,700.00
Insurance Est $630.00
Patient Total $1,070.00

35 Click Print Estimate (Selected)

Click Print Estimate for all items

(D) DentiMax - Default Data
File Edit Lists Activities Help

Patient: Test, Testy B
Insurance: Aetna
Treatment Plan: 1 ~ Created on 7/10/2025 8:03 am

[ Show Recall Codes
I

three surfacesp 30  MOD $400.00 $30.00
14

extraction erupted tooth requiring remov 2 $0.00 $0.00 $0.00

resin-based comps - two surfaces pos

resin-based composite - one surface post o $200.00 $0.00 $0.00

Orderlcude |Dascriphun ‘Tuothlswfa:eli\muunt Ilns ik Estimate‘lns 2 | Portion
0 D7240 removal of impacted tooth - completely b 17 $400.00 $280.00 $0.00 $120.00
0D7240 removal of impacted tooth - completely b 16 $400.00 $320.00 $0.00 $80.00

$200,00

$0.00

Total Amount $1,700.00
Insurance Est $630.00
Fatient Total $1,070.00

Made with Scribe - https://scribehow.com

18



36 Click here

2025 8:03 am
[Tooth|surface|amount s 1 e [ims 2 & |Patient Partion]
- completely b 17 $400.00  $280.00 $0.00 $120.00

- completely b 16 $400.00 $320.00 $0.00 $80.00

X

ne surface post 14 ] $200.00 $0.00 $0.00 $200.00

+quiring remov r $0.00 $0.00 $0.00 $0.00
Choose a Report

Frint To Printer

Choose Format: |

[ Frint Preview

[] only Show Favorite Reports

Total Amour,
Insurance Est $630.00
Patient Total $1,070.00

37 Select Treatment Plan Estimate

don |Tnnth |SurFuue|Amount ‘lns 1 Estimate|Ins 2 EsﬂmnrelParlent Pnrtlonl
of impacted tooth - completely b 17 $400.00 $280.00 50.00 $120.00
of impacted tooth - completely b $400.00 $320.00 50.00 $80.00

ised composite - one surface post 14 O $200.00 $0.00 $0.00 $200.00
on erupted tooth requiring remov 2 $0.00 $0.00 $0.00 $0.00
Choose a Report X
Print To Printer bt
Choose Format: jl
) print FName |Mndiﬁeﬂ

[ only Show Favorite

Total Amour.
Insurance Est $t
Patient Total 51,

Treatment Plan Estimate

Treatment Plan Estimate (Declined)
Treatment Flan Estimate (Standard Fee)
Treatment Flan Estimate with Secondary

4/8/2022 9:01 am

1/31/2020 4:08 pm
1/31/2020 4:08 pm
1/31/2020 4:08 pm

70.00

Made with Scribe - https://scribehow.com




38 Click "OK"

1-completely b 17 $400.00 $280.00 $0.00 $120.00
1- completely b 16 $400.00 $320.00 $0.00 £80.00
hree surfacesp 30 MOD $400,00 $30.00 $0.00 $370.00
me surface post 14 © $200.00 $0.00 $0.00 $200.00
equiring remov 2 $0.00 $0.00 $0.00 $0.00
Choose a Report X
Print To Printer x
Choose Format:

[ Print Preview

oy | ] only Shov Favorite Reports |

otal Amour, ;
Insurance Est $630.00
Patient Total $1,070.00

39 Treatment Plan will open and you can click printer icon

(D) DentiMax - Default Data
File Edit Lists Activities Help

Dentiap  $ # W [ X B =

& Print Preview

Treatment Plan

Default Data
41353 nw
Kijl, AZ 85297
(888) 888-8888
Date:
Patient:  Testy B Test
Birthdate: 01/01/2001 Chart Nu
Order Tooth Surface Description
30 MOD resin-based composite - three surfaces p 40
18 DO resin-based composite - two surfaces pos 30
70
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40

Select local printer from drop down menu and click ok

'ata Print X
Printer
297 Narne: [ 58 Micrasat Pnt ta POF | _ Propsties
Type: :j Document Canter
e e & :Ia\:lo:oltFmt ta POF
Page Range |8 Mictosolt PS Document Wwiiter .
e b = CHlE: OTitolEes
Testy B Test e~ sm— ¥ Colats
01/01/2001 Ente pag s o e ﬁ ﬁ Chart Number: TESTE002
separated by commas. For example, 13512,
tint ages in range - =
" T e = Insurance  Patient
Tooth Surface || 1. [ El Fee Estimate Estimate
30 MOD | where: [T \Users\tifarye'DneDrive - Dentimas LLC\D ocuments\Aepart. pdf =l 40000 28000 12000*
18 DO | ot ok 300.00 240.00 60.00
700.00 520.00 180.00

41

Click here

(D) DentiMax - Default Data
File Edit Lists Activities

Dentte

ve 3V R

Help

28w H X R E

Print Preview

General

=3 200%
5 Screen

Default Data
41353 nw

Klij, AZ 85297

(888) 888-8888

Treatment Plan

Date:
Patient:  Testy B Test
Birthdate: 01/01/2001 Chart Nu
Order Tooth Surface Description
30 MOD resin-based composite - three surfaces p 40
18 DO resin-based composite - two surfaces pos 30
70

Made with Scribe - https://scribehow.com
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42 Click here

(D) DentiMax - Default Data
File Edit Lists Activities Help

Dentiad R W [ X R &£

Ve ® Treatment Plan Estimate
Patient: Test, Testy B

Genéral v
Cloke Screen Insurance: Aetna
2 Treatment Plan: 1 - Created on 7/10/2025 8:03 am
Actioh v =L
Update Fee [ show Recall Codes
i clected Ornsrlcmle |Dascriplmn ‘Tnnthlswfatelﬂ.mnunt Ilns 1 EstimateJ]ns 7l : i Pnrticml
ign 0 D7240 removal of impacted tooth - completely b 17 $400.00 $280.00 $0.00 $120.00
P v 0 D7240 removal of impacted tooth - completely b~ 16 $400.00 $320.00 $0.00 $80.00
Print Estimate three surfaces p
Print Estimat resin-based composite - two surfaces
i4 D $200.00 $0.00 $0.00 $200.00

0D2391 resin-based composite - one surface post

Total Amount $1,700.00
Insurance Est $630.00
Patient Total $1,070.00
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