This form is used for claiming the health insurance benefit

Name of Patient

Date of Birth

Initial Office Visit

20

Sex 0O |

Day of Services

days

Tooth Number

Permanent Tooth

#1 #2 #3 #4 #5 #6 #7 #8 #9 #10 #11 #12 #13 #14 #15 #16

#32 #31 #30 #29 #28 #27 #26 #25 #24 #23 #22 #21 #20 #19 #18 #17

Milky Tooth
#A #B #C #D H#E #F #G #H #1 #J

#T #S #R #Q #P #0 #N #M #L #K

Services Tooth No.

Fee

Services Tooth No. Fee

1_Examination

2. -ray Bite-wingsx
Periapical x
Panoramicx
Models

3.Medication O yes O no
4.Prophylaxies Scaling

Fluoraide

5_Extraction

6.Periodontal Scaling Root planing

Gingival Curettage

7.Pulp Cap

Pulpotomy

Root Canal Therapy

8.Filling Amal. 1serf.
2serf.
3serf.
1serf.
2serf.
3serf.

Comp.

9.Inlay Onlay

10.Amal. Comp.Build-up

Post ¢ Core

11_Crown Porcelain Gold

Silver Alloy

Other

12.Bridge Work Abut

Pontic

13.Plate Denture

1 Canal

2 Canal

3 Canal 14 _0ther
Total Fee

Name and Address of Dentist Office

Date

Signature




