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ITEMIZED RECEIPT (DENTAL)

Name of Patient Age Sex (Male Female)

Date of First Diagnosis Days of Diagnosis and Treatment
days

Localization of Teeth
Permanent Teeth Deciduous Teeth

8 76 5 4 3 21 |1 2 3 456 78 e dc b a |a b c d e

R L R L
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. Name of Illness
. Dental Caries . Missing Teeth . Pyorrhea Alveolaris . The Others

. Dental Treatment Localization Pf Material Fee
Teeth Examined

*Initial Office Visit

*X-Ray Examination

*Dental Pulp Extirpation

*Extraction

*Filling

*Inlay

*Metal Crown

*Post Crown

*Jacket Crown

*Bridge Work

*Plate Denture
Partial Denture
Complete Denture

*Treatment of
Pyorrhea Alveolaris

*Medicine

*The Others

Total

Name of Dental Surgeon Signature

Name and Address of Dentist"s Office

Date




