DENTAL STATUS SCHEDULE

By faith, the following information is provided for:
(Please type in capital letters)

Id.numbe

MMA tandfrsibring

Notice: Any expenses regarding submission of this scheme is a matter between patient and dentist

Name: Occupation:
Address: Job description:
E-mail:
Zip-code: City: Phone: Mobile:
18 |17 |16 |15 (14 |13 (12 |11 |21 |22 |23 |24 |25 |26 |27 | 28 |Information column
Missing Tooth (please mark)
Filling Please note each side (1-5)
Attachment loss Please note Pocher >=5
Onlay / Inlay and Crown. Please note (AU, MK, IM, HK)*
Rooted tooth (please mark)
Periaplical changes on rooted tooth
Tooth that need treatment/work done (please mark)
Excluded teeth (to be marked by MMA)
48 |47 |46 |45 |44 |43 |42 |41 |31 |32 |33 |34 |35 |36 |37 |38 |Information column

Missing Tooth (please mark)

Filling Please note each side (1-5)

Attachment loss Please note Pocher >=5

Onlay / Inlay and Crown. Please note (AU, MK, IM, HK)*

Rooted tooth (please mark)

Periaplical changes on rooted tooth

Tooth that need treatment/work done (please mark)

Excluded teeth (to be marked by MMA)

*) IM= Implant, HK= Full ceramic crown/Inlay. If implant in the front, please attach X-rays

Applicant hasOHO OHU OPO OPU Oprost
Smoking? (please markOYes ONO

Applicant oral hygiene (please note):

Checkups yearly:

Additions? (Observations, chronical diseases, required medicine):

Bitewings must be submitted with the form and appear as follows:
No overlapping, it must show replica of the mesial surface of anterior premolars to the distal surface of the rear molar
® 2 mm of the marginal bone visible. If it is not possible to see marginal bone by horizontal film placement at marginal advanced

periodontitis, 4 bitewings with vertical film placement must be recorded

o X-rays/bitewings must be send either by postal service or email to tandforsikring@mmc.com

Applicant/policyholder hereby grants MMA the opportunity to obtain all necessary dental records in connection to this application

Date:

Phone number/clinic number (ydernr):

Policyholder:

Dentist:



mailto:tandforsikring@mmc.com

