


4. TO BE COMPLETED BY DOCTOR / HEALTH PROVIDER:   Patient’s Name: 

Date Of Birth: (d/m/yr)   

Date of Visit    Diagnosis/ICD Code                       Visit        Type of Service Rendered        Cost           Further Services 
 Or Service                Fee          Visit          (drugs, injections, tests, supplies)             Recommended 
      

Date of first symptoms:      Has patient been previously treated for this condition?         Yes        No 

Date of first consultation for this condition:     If Yes, give date: 

Was patient referred? If “Yes” state name of referring doctor: 

SURGICAL PROCEDURES     Date of Surgery:   Surgeon’s Fee $ 

Describe Procedure(s) Performed:        Asst. Surgeon’s Fee $ 

         Anaesthesist’s Fee $ 

MATERNITY Date Pregnancy Commenced/LMP:      Date of Delivery or Termination:  

Type of Delivery:        Obstetrical Fee $ 

I HEREBY CERTIFY THAT THE ABOVE SERVICES AS INDICATED BY DATE HAVE BEEN COMPLETED 

_______________________________   _____________________________________________  ________________________ 

 STAMP       SIGNATURE OF DOCTOR/HEALTH PROVIDER    DATE 

5.  TO BE COMPLETED BY DENTIST:       Patient’s Name:   

         Date Of Birth: (d/m/yr) 
DENTIST     TEL No: 

(a) Is treatment a result of occupational illness or injury? Yes No     (Details if yes) 
(b) Is treatment a result of auto accident?    Yes No 
(c) Other accident?     Yes No 

LIST OF SERVICES (USE CHARTING SYSTEM SHOWN) 

          Date of Service     Tooth #         Surface(s)   Description of Service  Charge  $ 
       (d/m/yr)             or Letter 

TOTAL 

ORTHODONTIC  TREATMENT   CROWNS    INITIAL DENTURES OR BRIDGES 
(a) Date of first appliance:   (a)  Is this an initial placement?   (a)  Is this an initial placement? 
(b) Date of last appliance:   (b)  Reason:    (b)  Date of prior placement: 
(c) Treatment period (no. of months):  (c)  Date of prior placement:   (c)  Reason for replacement: 
(d) Monthly treatment fee:   (d)  Was root canal treatment performed?  (d) Were teeth extracted for the appliance? 
(e) Total fee:         (e) Date of extraction: 

 (f) Indicate teeth replaced by this appliance: 

I HEREBY CERTIFY THAT THE ABOVE SERVICES AS INDICATED BY DATE HAVE BEEN COMPLETED. 

_______________________________   ___________________________________________   ________________________ 
STAMP     SIGNATURE OF DENTIST     DATE


