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Ontario

MINISTRY OF PUBLIC AND BUSINESS SERVICE DELIVERY
Ministére des Services au public et aux entreprises

APOSTILLE
(Convention de La Haye du 5 Octobre 1961)

. Country: / Pays : Canada

This public document / Le présent acte public
. has been signed by / a été signé par
. acting in the capacity of / agissant en Notary Public

qualité de
_bears the seal / stamp of / estrevétugu  NOtary Public

sceau / timbre de

Certified
Attesté

.at/a Toronto, Ontario 6. the /1e  2025-07-04
. by / par
. N°/ sous n®
. Seal / stamp / sceau / timbre : 10. Signature / Signature : /

« This Apostille only certifies the signature, the capacity of the signer, and, where appropriate, the
seal or stamp it bears. It does not certify the content of the document for which it was issued. Cette
Apostille atteste uniquement la véracité de la signature, la qualité en laquelle le signataire de l'acte
a agi et, le cas échéant, l'identité du sceau ou timbre dont cet acte est revétu. Elle ne certifie pas le
contenu du document pour lequel elle a &té emise.

» This Apostille is not valid for use anywhere within Canada. L'utilisation de cette Apostille n'est pas
valable au Canada.

« If this document is to be used in a country which is not party to the Hague Convention of 5 Oclober
1961, it may need to be legalized by a consular office of the country of destination. Si ce document
est destiné & un pays non partie & la Convention de La Haye du 5 octobre 1961, il pourrait nécessiter
un légalisation par un consulat du pays de destination.

» To verify the issuance of this Apostile, see [www.officialdocuments.mgcs.gov.on.ca/en-
US/validity-check/]. Cette Apostile peut &tre vérfiee & [adresse suivante
[https:/www.officialdocuments.mgcs.gov.on.calfr-FR/validity-check/]




WNillowgrove Dental

7 "7 'Willowgrove Square
_Saskatoon, SK, ©

Tel (ONSPEVOUNEL.  Fax. & -
willowgroe~  —  sktel.net
Paid by:
Payment Date;
?.. Road Tuesday, Augus )
Saskatoon, SK 2
Eold Hera
Oustandin Patlent Insurance
Provider g:ﬁﬂ Patient Total Charge |- oice Balan:u Payment Balance Due
B 8r i $50.00 $145.00 $145.00 $0.00 $0.00
01204  EXAMINATION, SPECIFIC AND - $50.00
43261  REMOVAL OF FIXED PERIODON - §96.00
Total Balance Due $0.00 $0.00
Payment of $145.00 has been received by Mastercard Remaining Family Balances
Patient $0.00
Insurance $0.00
Thank You.
Upcoming
Appointments Date Time

I certify that thic  (rye
of the origi ocue

Date: ' of T 2024

J

Mot



Willowgrove Dental

..wwgrove Square
Saskatoon =

'fal: ] | )
Fax: (3ue, -
willowgrove in K

Account of:

1wt o Road
S_askatunn. SK

Billina Provider:

L B i -

Treatments Billed On: Tuesday, Aug»* "~ 2023

Patiord 1

Patient IC

Treatment Code Description
Date

EXAMINATION, SPECIFIC AND
REMOVAL OF FIXED PERIODON

8/29/2023 01204
8/29/2023 43281

Family Statement / Receipt

Total

Previous Balance:
Total This Billing:
Service Charge:
This Payment:

Balance Due:

Balance To Date:

$0.00
$145.00
$0.00
$0.00
$145.00

$145.00

Thank You.

nf

[ certify th-

$50.00
$95.00

&1 Pay this amount

$145.00

= &l o'

garrictar Seilicitor 2and Al "

Cvaennia A



/NIVERSITY OF SASKATCHEWAN

Dental Clinic

“Student Dental Clinic university of saskatchewan
‘ COLLEGE OF DENTISTRY ~4<"-/gglns Road
USASK.CA/DENTISTRY Saskatoon, ..
3 e
Chart # Date: Feb , —w24
s Receipt# :
N Teid Rd "
Saskatoon, 5 .
Canada
Ny J
Date Audit # Description Amount
02/20/2024 Exam & Diagnosis, Permanent 73.00
02/20/2024 Bitewing, Four Images 34.00
02/20/2024 Periapical, Five Images 40.00
02/20/2024 ~nacEEcte rcard -147.00
signate.« ror Director, Clinical Affairs
THIS IS YOUR OFFICIAL RECEIPT
NO DUPLICATES ISSUED

[ certify that this is a true copy
of the original document

Date: f/ da - -

/
, avdne
, =uf phon: r
k




camsdian beotal W |7 cansatan Life ang Meslth
Assuvlatioh InEugancs AfsoSIELIoAn 100,

PART 1 DENTIST S

STANDARD DENTAL
CLAIM FORM

svEC, PATINNT'O OFFICE ACCOUNT MO, | HEREDY ADSION WY BNNEFITO PAYANLE FROM TUIO
- " CLAIM TO THE MAYND DENTIOTE AND AUTHORIZE
PAYHENT OIRNCTLY TO NIM/NEA,

General Practice University Of Saska

: D
A leid Rd ¢ Office Code: |
H ¥ 105 Wiggins Road
eESaskatoon Sli i Saskatoon _.
T $ KXXKKXXXKXKKKXX
Claim & .. ). 1/1 (< SIOWATURE OF JUBBCRIDER
FOR DENTIST'S USE ONLY = FOR ADDITIONAL INFORMATION, DIAGNOSIS, PROCEDURES, OR SPECIAL | UNDERSTAND THAT THE FEES LISTED IN THIS CLAIM MAY NOT BE COVERED BY OR MAY EXCEED
COMS | DERAT 10M MY PLAN BEMEFITS. | UNDERSTAMD THAT 1 AM FIMANCIALLY RESPONSIBLE TO MY DEMTIST FOR
Please Pay Patient. TP CHMMLSOCE THAT THE TOTAL FIE OF § 147.00 5 accurare mup mas
BEEN CHARGED TO ME FOR SERVICES REMDERED,
| AUTHORIZE RELEASE OF THE INFORMATION CONTAINED IN THIS CLAIM FORM TO MY INSURING
COMPANY / PLAN ADHINISTRATOR, | ALSO AUTHORI?® THE COMMUNICATION OF INEORMATION
RELATED TO THE COVERAGE OF SERVICES DESC®Y" TAIS FORM TO THE NAMED DEWTIST.
A Maze  _JNATORE OF PATIENT (PABENT/GUARDIAN)
OFFICE VERIFICATION
DUPLICATE FORM General Practice University Of Saskatchewan
DATE OF SERVICE e oot A DENTIST'S LABORATORY
DAY MO. ¥R. CODE  CODE  FACES FEE ERARES TRe i— FOR CARRIER USE
20 02 2024 02115 40.00 0.00 40.00 .ALI.EHI:D AMOUNT INC ] PATIENT'S SHARE
20 02 2024 02144 34.00 0.00 34.00
20 02 2024 01103 73.00 0.00 73.00 |
I
¥
| CHEQUE MO, DATE
DEDUCT1BLE PATIENT PAYS PLAN PAYS
THIS 15 AN ACCURATE STATEMENT OF SERVICES PER- 147.00 P .
FORMED AMD THE TOTAL FEE DUE AMD PAYABLE, E ¢ op, L@ asl FEE SUBMITTED
INSTRUCTIONS FOR CLAIM SUBMISSION
BEING A OTANDARD FORM, THID FORM CANMOT IWCLUDE OPECIFIC INSTAUCTIONS ON WHERE IT DHOULD DE BENT, DEPEMDING ON WHO 18 THE CARAIER FOR YOUR PLAN. YOU cAM
OATAIN DETAILY FROM EITHER YOUR PLAN DOSKLET. YOUR CENTIFICATE D& FAOH YOUR EMPLOYER.
IF ¥OUR PLAM REQUIRES JUBMIOBION DIRECTLY 10 THE CARRIER; PLEASE SEHD THI18 FORH WIH OHLY PARTE 1,21 MID 3 COMPLETED TO THE CARRIER*S APFROPRIATE CLAIMNS OFFICE.
“1F YOUR PLAN REQUIRES OUBHISSION TO TOUR EMFLOYER, PLEMSE DIRECT THIS FORH 70 YOUR PEMBONMEL OFVICE/PLAN ADHINISTRATOR WHD WILL COMPLETE PART 4 AMD
FOREAND THE FOEM T0 THE CANLRIEH,
PART 2 - EMPLOYEE/PLAN MEMBER/SUBSCRIBER
1. GROUP POLICY/PLAN NO. DIVISION/SECTION KO, 2. YOUR WAME (PLEASE PRINT)
YOUR CERT. NO. OR S.1.N.
EMPLOYER OR 1.D. NO.
YOUR DATE OF BIRTH.
DAY MONTH YEAR
MAHME OF IMSURING AGENCY OR PLAN
PART 3 - PATIENT INFORMATION
1. BATIENT: RELATIONSHIP TO EMPLOYEE 3, 1S ANY TREATMENT REQUIRED AS THE RESULT OF AN X
PLAN MEMBER/SUBSCRIBER ACCIDENT? 1F YES, GIVE DATE AND DETAILS SEPARATELY. HO YES
DATE OF BIRTM <
DAY MONTH YEAR 4. IF DENTURE, CROWN OR BRIDGE, 1S THIS INITIAL PLACEMENT?
IF CHILD INDICATE STUDENT . HANDICAPPED GIVE DATE OF PRIOR PLACEMENT AND REASON FOR HO YES
REPLACEMENT .
IF STUDENT, INDICATE SCHOOL
5, 15 ANY TREATMENT REQUIRED FOR ORTHODONTIC PURROSES? - X -

PATIENT 1.D. HO,
2. ARE ANY DENTAL BEMEFITS OR SERVICES PROVIDED UNDER ANY OTHER GROUP

IHSURMNCE OR DERTAL PLAN, W.C.B., OR GOV'T PLAN?
HO YES

FOLICY HO. SPOUSE DATE OF BIRTH
HAHE OF OTHER IBBURINRG AGEHCY OR PLANM

6, | AUTHORIZE THE RELEASE OF ANY INFORMATION OR RECORDS REQUESTED IN RESFECT OF
THIS CLAIM TO THE INSURER/PLAN ADHIN1STRATOR AND CERTIFY THAT THE INFORMATION

GIVEN 15 TRUE, CORRECT AND COMPLETE TO THE BEST OF MY KNOWLEDGE.

DATE
SIGHATURE OF EMPLOYEE/PLAN HEMBER SUBSCRIBER o

PART 4 - POLICY HOLDER/EMPLOYER (FOR COMPLETION ONLY IF APPLICABLE, SEE ABOVE*)

DAY  MONTH YEAR
4. CONTRACT HOLDER
1. DATE COVERAGE COMMENCED

2. DATE DEFEWDENT COVERED

3. DATE TERMINATED I certify that thic la 1™ ¢ CUPY

L]

of the = ginal :

fh‘ -
Dameedd s iy

DATE F

e s, S G

= e gy
aley

E = -

Barrister, Solicit~

JONTH YEAR

~a a4 TH ﬂpp



UNIVERSITY OF SASKATCHEWAN Dental Clinic
StUdent Der\tal C||n|c University of Saskatchewan

COLLEGE OF DENTISTRY * ""7gins Road
USASK.CA/DENTISTRY Saskatoon, L. e
h b 24
Chart # Date: Februar,
Receipt#: i
id Rd
Saskatoon,
Canada
\ =
Date Audit # Description Amount
02/27/2024 Perio Maintenance Package 45.00
02/27/2024 130394 Mastercard -45.00
|
‘Signature For Director, Clinical Affairs
THIS IS YOUR OFFICIAL RECEIPT
NO DUPLICATES ISSUED
[ certify that - apy
of thr Lent

A };}&: "
T
Let us know by scanning !

Bamster. ~cannor \Irw,?:"}f
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