(st 2-2) &R
ATTENDING DENTIST'S STATEMENT
HHZRANETHMES

Name of Patient Date of Birth Sex OmM 0OF
BB B EEABR TR B %
Date of Services
E = From_ . ... 0 . Total Visits
& =
Tooth Number =t
Permanent Tooth kAt Milky Tooth sl
B H2 #3 H4 H5 H6 M7 HS | H#O H10 H11 #12 #13 #14 #15 #16 A HB HC #D HE | #F #G BH H#I £
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 E D C B A A B C D E
R L R L
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 E D C B A | A B C D E
#32 #31 #30 #29 #28 #27 #26 #25 | #24 #23 H22 #21 #20 #19 #18 #17 BT #S #R #Q #P | H#0 #N &M HL #K
Services Tooth No. Fee Services Tooth No. Fee
PEAE 3B #H& PEAE N #HE
1.Examination =& 8.Filling 3£1&
2.X-ray Ly rFY Amal. 7w s Lsurf. .
Bite-wings me®E® x 2 surf
Periapical #Z#% x 3surf.
Panoramic n' /5iFERE X 0000 coeeeeeeeeeeee Comp. #&wW ylsurf. .
3.Medication %% Oyes Ono ... 2surf.
4 Prophylaxis, Cleaning @B ccceeeceeeeeeae 3surf.
Fluoride 2wtz e &
] 9. Inlay / Onlay 4vu-/ 7ub-
5.Root Planing T T T
RISy h=h7 b=22) 10.Amal. / Comp. Build-up
Gingival Curettage REHICKDXERE
HREAT v e POSt& COre AB/LA7  coeceeceeceens e
Perio-operation . 11.Crown
Porcelain / Gold  # -ty & coeeeeiiies s
6.Extraction ik .
BE e s Silver Alloy &% e e
Other Operation #®MOFEM . . Other it~ cceeiiee e
- 12.Bridge Work 7y v
7PUIp Cap EIE]’EE% ------------------------------- Abutment i'llfl\_‘lilt ______________________________
Pulpotomy w8&oisr . Pontic RyF4ws e s
Root Canal Therapy R&:&a% 13.Denture HRZEE 0 oo oo
lcanal ... .. Repair #8000 s eeeeeeeeeees
2canal ... .. .
14.0ther (specify) znfts
3canal ... ...
e R L e T
Medical Certificate #Z®we
Name and Address of Dentist / Office Total Fee
EMD K4 R MMERXIEEROZH R U B

Dentist’s Signature
EADES



