Exhibit M3
ARIZONA DEPARTMENT OF ECONOMIC SECURITY - Rehabilitation Services Administration
Dental Services
TREATMENT REPORT


[bookmark: _heading=h.gjdgxs][bookmark: Text2]Reporting Month and Year:                    
Service Start Date in the Month (MM/DD/YYYY):                   
[bookmark: _Hlk73432581]Service End Date in the Month (MM/DD/YYYY):                     

[bookmark: _heading=h.30j0zll]Vendor Company Name:                    
[bookmark: _heading=h.2et92p0]Vendor Representative’s Name:      

VR Client Name:                    
VR Counselor Name:                     
RSA Authorization #:                           



Summary of Treatment Provided
**Must be accompanied by the completed American Dental Association Dental Claim Form (or equivalent documentation) **


[bookmark: Check1]|_| Provided completed Dental Treatment authorized by VR Counselor.
Comments for Dental Services, if applicable:                           


[bookmark: Check2]|_| Provided only partial services for Dental Treatment authorized by VR Counselor.
Explanation if all authorized treatments were not performed:      




Vendor Representative Signature: ____________________________________________              Date:      
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