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I HEREBY CERTIFY. THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED AND THAT THE FEES SUBMITTED TOTAL
ARE THE ACTUAL FEES | HAVE CHARGED AND INTEND TO COLLECT FOR THOSE PROCEDURES. FEE N
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It is unlawful to knowingly provide false, i plete, or misl g facts to Delta Dental Plan of Colorado to defraud or to defraud Delta Dental. Penalties may include imprisonment, fines, denial of
, and civil di Report any msurance company or agent thereof, who ingly provi false, i plete, or misleading facts to Delta participants for the purpose of defrauding the

participants regarding their insurance benefits, to the Colorado Division of Insurance.




