1LY

'NODA Preferred Provider - LEXTRADENT

Voncaies How To Get Started I Makers Of Cla Im ’
Step One

Office Information:

Practice Mame:

b
o N s &

Primary Provider{Dr.'s Name),

Strest Address;

City: State: Zip Code:
Contact Name/Title: MNP

Tax 1D #: Phone #:

Email; Fax #

Circle:  Ceneral Dentst 301 Endodentist: 303 Oral Surgeon 309 Crhodontst 307 Pedodantist 304 Periodontist 305 Pemsthodontst: 306
Additional Providers Information:

Additioral Praviders Name: MNP

State; License Number; Specialty Code:

Additional Provider Name: MPI:

State; Licernse Number: Specialty Code:

PMS System Specifications:  software Package: Version Number.
Payer Information: Approximate number of claims submitted to all camers each month:

Two Payment Options:

Credit Card Information
Cradit Card Type: \iga Master Card American Express Discover

Credit Card Number, Expiration Date;

Individual Name on Card:

Signature of Card Holder:

ACH DEBIT AUTHORIZATION

| {we) heveby authonze ExtraDent (CAT) (THE COMPANY) to intete enftres to my four) checlongis avings accounts & the financial instiution isted below (THE F INANCIAL
INST [TUT I0M), and, if necessary, intiate adustments for any tmnsactions credited'debied in emor. T his authority will remain in efect until THE COMPANY is notified by me
[us) im writing to cancel It in such time as o afford THE COMPANY and THE FINANCIAL INSTITUTION 8 masonable opportuniy to acton it

Mame of Financial Institiion:

Frnancial Institution Routing Mumber

Account Number; Checking or Savings (cirde one)

Signature: Date:
Step Two
Fax To: 1-866-241-8437 Questions Call: 1-866-886-5113 Option 1 Promo Code: KC16449
Step Three:

The office will receive the ClaimX Welcome Package via USPS. Within the package, please return via fax, the
License Agreement, Payer Enroliment Form, and the Install/Training Date Signup Form. The contact person listed
above will be called on the requested day and time as specified on the returned install/training form contained within
the welcome package.



