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TO AVOID RETURN OF CLAIM DUE TO INCOMPLETE INFORMATION, PLEASE ANSWER ALL QUESTIONS.

NAME OF PATIENT : AGE : SEX:

TO BE COMPLETED BY ATTENDING DENTIST.

DENTIST NAME : DENTIST LICENSE NO :

PLEASE ANSWER AS COMPLETED AS POSSIBLE. IF YES, PLEASE GIVE BRIEF DESCRIPTION AND DATES.

If prosthesis, is this initial placement ? Date of Rx:
Is treatment for orthodontics ? Date of Rx:
Is treatment a result of accident ? Date of Rx:

Please fill in the particulars for oral treatment (including X-rays, prophylaxis, material used, etc.) :

Tooth No. Particulars Charges

1.

2
3
4.
5
6

Please mark teeth treated or area of oral treatment on following chart.
|:| PERMANENT TEETH |:| DECIDUOUS TEETH

LABIAL F G

DREROODR ORODRDEDD

1 2 3 4 5 6 7 8 9 10 " 12 13 14 15 16
RIGHT LINGUAL LEFT
T S R Q P (e} N M L K
32 31 30 29 28 27 26 25 LABIAL 24 23 22 21 20 19 18 17
| hereby certify that the services listed above have been performed on the above-named patient on the date indicated.
Dentist's Signature : Hospital/clinic: Date
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*Please attach original receipt(s) from the dentist. Ver. 20131030




