INSURANCE NETWORK DISCLAIMER
Your insurance plan participates in Dentemax / Careington / DHA network. When we call to
confirm your benefits we ask the insurance company which network they participate with and
attach that contracted fee schedule to your insurance plan. If your insurance company
participates in more than one of the networks above we are finding that they are randomly
applying a network to the dental claims. The fees for each contracted network are structured
differently. This may cause a credit or balance to remain on your account once the claim has
been processed. We try to give an accurate dental treatment estimate, but due to this
inconsistency from the insurance carriers this is not always a possibility. If you need exact
payment of benefits, then a pretreatment is required. If you would like this done, you must
specify to the office manager before any work is initiated.
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