

Exhibit M2
ARIZONA DEPARTMENT OF ECONOMIC SECURITY - Rehabilitation Services Administration
Dental Services
APPROVAL REQUEST FORM

[bookmark: _Hlk73432509][bookmark: Text2][bookmark: _heading=h.30j0zll]Reporting Month and Year:                   
Vendor Company Name:                     
Vendor Representative’s Name:                     

VR Client Name:                     
VR Counselor Name:                    
[bookmark: _heading=h.3dy6vkm]RSA Authorization #:                      
[bookmark: _heading=h.321y582w4wme]

[bookmark: Check1][bookmark: Check2]Was the authorized Dental Examination (e.g., all HCPCs codes on RSA Purchase Authorization) completed for this VR Client? |_| Yes  |_| No  
[bookmark: Text15]If “No”, why not?  Please explain:        



Estimated Costs for Dental Treatment
**Must be accompanied by the completed American Dental Association Dental Claim Form (or equivalent documentation) **

Total Estimated Recommended Treatment Cost:                     


 If Applicable, Comments:                      





Vendor Representative Signature: _________________________________________________   Date:           
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