PACIFIC
CROSS

ORAL EXAMINATION REPORT

(All sections must be completed)

Dear Dentist (i5e1u ﬁ’ummné),
In order for the insured received dental benefits under policy, please fill in the result of dental examination.
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Instruction (Muuzi):

1. The dental X-rays is required for dental examination (Usadnditsdfunedszneumansiaiy)

Please specify name-surname of insured, examination date (Il]iﬂi%’,u %-aqammé’gmﬂizﬁu Juiinse)

3. Please record examination results (including dental X-rays) in the report form with symbols and colors. Refer to the attached
example.
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4.  Please stamp hospital or clinic logo, name-surname of dentist and dentist license number.
) aa 4 o ¢ P )
(selsziiuanlsaweniansenann asve-uaanavesiuaunng uaziavludszneuIndwiuanssu)

SECTION A - PARTICULARS OF THE EXAMINEE

Name-Surname Date of Birth | Sex
(DD/IMMIYY)
Examination Date (DD/MM/YY) Policy No.

If group insurance, name of the Policy Holder

SECTION B — EXAMINING DENTIST’S REPORT
1. Please describe general condition of dentures (if any):

2. Other abnormalities or observations (please specify):

3. Diagrammatic Report on Oral Examination (as per symbols and colors overleaf)
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The company is very grateful to you for following the instructions as above.
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Name —Surname of Dentist:

Medical License No.:

Telephone No.:

Examination Reporting Code:

PCH-UW-F12_15MAY2024

usSUn WdWa asaa Us:Auguniw 31Aa (WKisu) Pacific Cross Health Insurance PCL Tax Number: 0107556000086
3 91Ms$HUIMS SUR 16 Tsudd 3 Rajanakarn Building 16th Floor Zone BC Tel: +662 401 9189

OUR CONTACT auuansid woHveIUUI WaaINs South Sathorn Road, Yannawa, Sathorn, Fax: +662 401 9187

INFORMATION AsvINWUKIUAS 10120 Bangkok 10120 www.PacificCrossHealth.com
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1. Please record examination results (including dental X-rays) in the report form with symbols and colors.

Tooth previously extracted @ RED
Tooth Now requiring extraction @ RED
Previous filling — in sound condition @ BLACK
Previous filling — now requires attention @ RED
Cavity requiring filling @ RED
Root abscesses @ RED
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Bridge (in sound condition) ’ / / BLACK
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Bridge requiring attention / RED

Crown — in sound condition
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Crown — requiring attention
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Wisdom teeth impacted RED
2. Please mark position of artificial teeth currently on dentures as per illustration:
BLACK
/ / 7 z
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