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	Partial Denture 
Agreement of Acceptance
	Authorization number
     

	Client ID

     
	Provider NPI number

     
	Client name

     

	Item(s)/service(s) accepted
D5211   FORMCHECKBOX 
       D5212   FORMCHECKBOX 


	The following information is required for the provision of all partial denture(s) ( D5211/D5212) 
The client must complete and sign this form before the Health Care Authority (HCA) will pay for services. 

	I approve of the tooth/teeth color.    Initial _____

	I approve of the tooth/teeth position and fit.   Initial______

	I approve of the tooth/teeth size and shape.    Initial______

	The signature of the client or designated power of attorney below indicates: My partial denture(s) have been provided and placed in my mouth.  The provider has adjusted to meet my needs and I accept delivery.   I understand if I decline the complete partial denture(s) after signing the agreement of acceptance, the agency will deny subsequent requests for dentures as stated in WAC 182-535-1090 (2)(c).

	Client/guardian/designated power of attorney signature 
	Date of Delivery
     

	The signature of the dentist/denturist below indicates the services provided meet the standard of care and are of an acceptable product quality. The provider further understands that the global fee for the partial denture(s) includes three months of post-operative care, including adjustments.

	Dentist/denturist signature 
	Date

     


This form must be completed and all signatures present upon date of delivery. This will be the date the agency will expect to see on your billing.
 A copy should be kept in your client file and be provided to the Health Care Authority upon request to determine that all requirements of WAC 182-535-1090 have been satisfied.
HCA 13-965 (5/17) 

