
EXAMPLE #1

EXAMPLE #2

EXAMPLE #3

D8680

D8680

D8670

Use for Post Treatment Summary submission

Use for Treatment Termination submission

Use for Treatment Extension submission

X

MEDICAID or NCHC (enter the plan that the recipient was  
covered under when the recipient was banded and orthodontic 
treatment started)

Jane Doe

01/01/2004 x 123456789P

XXXXXXXXXX (Billing Provider Taxonomy)

x

North Dental Clinic 
PO Box 1234 
City, NC 27777-7777

9999999999

919 555 5555

           Provider Signature Required Here 03/13/2018

9999999999

North Dental Clinic 
PO Box 1234,  City, NC  27777-7777

919 555 5555
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