
PART 2. DENTIST’S SUPPLEMENTARY REPORT

1. �Description of damage  

 

2. Is further treatment indicated?	 �T��No     �T��Yes	 If Yes, please describe. 

3. �Describe further potential problems and indicate time frame  

 

Dentist’s Signature  Date 

	 INT.		  ESTIMATED DATE OF TREATMENT
	 TOOTH	 TREATMENT INDICATED – USE PROCEDURE CODE IF POSSIBLE
	 CODE		  YYYY	 MM	 DD

Firm #	   Certificate #
Please print your Firm & Certificate #

The Dentist completes parts 1 and 2. The Employee completes part 3. Please ensure all questions on the reverse side are answered or your claim may take longer to process. 
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