1885 Lake Avenue

LAKE ERIE REGIONAL COUNCIL Elyria, Ohio 44035

EMPLOYEE PROTECTION PLAN (440) 324-5777
(440) 244-1659
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Additional Remarks for Unusual Services

Provider Name, Address and Phone Number
I certify that the above services are submitted for predetermination of benefits,or have been
personally performed by me, or are approved dental hygienist services supervised by me.
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Federal Tax ID#




