cevauy  STANDARD DENTAL TREATMENT FORM
- ASCER TGN APPROVED BY THE CANADIAN DENTAL ASSOCIATION
Fer DATE PREPARED THIS ESTIMATE IS VALID UNTIL
UNIQUE No. [sPEC. [PATIENT'S OFFICE ACCOUNT NO. DAY Mo YEAR DAY Mo YEAR
[ D
A LAST NAME GIVEN NAME E
T N
1 T
E MDRESS APT. 1
N 3
T oy, PROV. POSTAL GODE T Tel. No.
OFFICE VERIFICATION
(Fees Only) ADDITIONAL COMMENTS: Use this space to provide other information pertinent to
Radiographs: (Fees Only) s the treatment plan.
Other Diagnosiic Services: (Tolal Fee Only) H +L
Oral Hygiene Insiruclions: (Fees Only) s
Other F Services: 5
Prophylaxis/Fluoride: (Fee Only) s
Basic Restoralive Services:
(Do not ilemize surfaces, fees or teeth here. Tolal Fee Only) H
Surgery: (Total Fee Only) +L
Periodontal Services: (Tolal Fee Only) H +L
Endodontic Services: Tooth s
(Give Fee per Tooth) Toolh H
Tooth s
Toolh s
Toolh
Toolh s
Anesihetic Services: (Tolal Fee Only) H +Drugs
Orihodontic Services: (Tolal Fee Only) s +L
Other Services, including Growns, Bridges and Dentures (Itemize tooth,
service and fee, bul not lab charge.)
s +L
s +L
s L THIS SECTION TO BE COMPLETED BY PATIENT
+
s +L
NAME
s +L
s +L ADDRESS
s +L
+L
EMPLOYER
s +L
s +L ADDRESS

GROUP POLICY CERTIFICATE NO.

DAY | MO |YEAR

Tolal Estimated SOCIAL INSURANCE NO.

Lab Gharges s

ITmMmEm=TDOwWoCn

TOTAL $ RELATIONSHIP TO SUBSCRIBER

PATIENT S DATE
OF BIRTH

L SERVICES MARKED (L) ARE APPROXIMATIONS ONLY.
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