Veteran Dental Care (VDC) Program Report Form

Practice Name: _____________________________________________________
Principle Address/Location: ___________________________________________
Contact Person: _____________________________________________________
Contact Phone Number: ______________________________________________
Contact E-mail: ______________________________________________________

In order to keep abreast of the success of the dental treatment, we are asking you submit this form at the conclusion of care indicating how many veteran clients you are carrying, what they are being treated for, and the estimated value of the work you have completed. 

PLEASE SUBMIT THE FORM AT THE CONCLUSION OF CARE – VIA FAX OR EMAIL
	Name of Veteran
	Date Started
	Date
Discharged
	Summary of Dental Care Provided
	Estimated Total Value of Care

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Submit this form by the conclusion of care by email or fax to:

The Veteran Health Program 
Email:  VeteranHealthProgram@valleyhealthpartners.org
Fax (610) 969-2842

Questions/Comments regarding this program can be directed to Charlie Incalcaterra by email: cjidmd@ptd.net or by calling (484) 515-4119 (cell). 

