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This form should be completed and signed by the attending dentist
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Attending Dentist’'s Statement and Receipt
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Name of patient (Last, First) Age (Date of Birth) Sex (Male.”Female)
BEL £ (X¥FA8) %A (B-%)
Date of First Diagnosis (#]32H): s 7 (b M./Y)
Days of Diagnosis and Treatment (2B ) : days
Permanent Primary tooth
(Upper) 12 3 45 6 7 8 9 101112 13 14 15 16 ABCDEFGHIUJ
R. L. R. L.
(Lower) 32 31 30 29 28 27 26 25 24 23 22 21. 20 19 18 17 TSRQPONMLK
Tooth No. Description of Service Date
Amount
or Letter (Including X—Rays, Prophylaxis, Materials used, ETC) MO. | DA.| YR.

Total Amount

Name and Address of Attending physician

BLEORERUER
Name i : Last # First
Address {¥ff : Home BE Phone
Office BBEX LM Phone

Date H{t

Signature E4

Attending Physician {H¥%E
Reference Number of your Medical Record (if applicable)

PREDES




