Receipt (Dental)

Name of patient (Last, First)

Age (Date of Birth)

(' his form must use one piece in two months)
2 1

1 This form is used for claiming the social insurance benefit.

2 This form should be completed and signed by the attending physician.

3 Separate receipt required for prescriptions.

4 DAYS OF DIAGNOSIS AND TREATMENT and PAYMENT should be filled out month
when treatment extends for two months period.

Sex (Male Female)

Permanent (

Baby teeth (

87654321123456738 |

87654321 123456738 |

Identify examined teeth ( o
avity (C) ( hrrhes alveolaris (P ) (
missing teeth (F) ( extraction needed (Z) (
stomatitis (G)
Day of Diagnosis and Treatment( Payment (
Office isit ees ate of First Diagnosis [Mark the date patient received treatment days Month( )|Month( )
( ( Month |1 2 3 456 7 8 910111213141516| ( () ()
( )[17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 /
Month 123456 7 8 910111213141516
( )[17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 /
Examination ees( X- ay ee( ther
Services  (
Describe when gold or platinum was use' (
Filling (
nlaying (
apping (metal)
Jacket capping  (
apping connected (
ipped Teeth
ridge (
artial artificial teeth
otal artificial teeth
Total (
Currency paid (

Name and Address of Attending Physician

Name Last

First

Name of Hospital or Clinic

Address

Phone

Date

Signature

Reference Number of your Medical Record (if applicable)  (




