
10. GROUP NUMBER

DENTIST LICENSE DENTIST PHONE NO.

IS TREATMENT RESULT
OF OCCUPATIONAL
ILLNESS OR INJURY?

NO YES IF YES, ENTER BRIEF DESCRIPTION AND
DATES

IS TREATMENT RESULT
OF AUTO ACCIDENT?

OTHER ACCIDENT?

DATE APPLIANCES PLACED

IF SERVICES ALREADY COMMENCED, ENTER:

DATE OF PRIOR PLACEMENT

IS TREATMENT FOR
ORTHODONTICS?

NO YES

IF PROSTHESIS, IS THIS
INITIAL PLACEMENT?

NO YES IF NO, ENTER REASON FOR
REPLACEMENT

MONTHS TREATMENT REMAINING

NO YES

FIRST VISIT DATE
CURRENT SERIES

PLACE OF TREATMENT
OFFICE             OTHER

RADIOGRAPHS OR
MODELS ENCLOSED?

TOOTH
# OR

LETTER

SURFACES
MOI
DLF

IDENTIFY MISSING TEETH WITH �X�
FACIAL

LINGUAL
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