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Emergency dental treatment will be paid for at reasonable rate. Authorization for  
the remaining dental services must be obtained before proceeding with treatment.

Approved by the 
College of Dental 
Surgeons of  
Saskatchewan

Dentist's Initial Report WCB claim number:

Click on any field to start editing.

Firm number Rate code
(MM/DD/YYYY)

Injury date Provincial Health Number
(MM/DD/YYYY)

Date of birth

 Clinic number: Provider number: Worker's name, address, postal code

1. Worker's history of injury including symptoms: Employer's name, address, postal code

2. Who rendered first treatment?
(MM/DD/YYYY)

3. Date of your first treatment:

4. How did the injury occur?

5. Describe damage resulting from accident. If damage is to dentures, please describe:

6. Please mark chart as follows, using symbols as designated:
 A. Teeth damaged by accident E. Teeth to be extracted M. Teeth missing prior to accident

7. Describe any oral condition that may be present with opinion as to whether or not due 
    to accident:

8. Describe in detail your treatment plan to restore, as nearly as possible, the masticatory function to pre-injury state: 

9. Describe estimate below and itemize charges, using the College of Dental Surgeons of Saskatchewan Fee Schedule:
$

Approximate lab fee $ TOTAL $

 Please print or stamp
 Doctor:

Dentist's signature
Please print & sign form before mailing/faxing.

Payee code

 Address:

Phone: (MM/DD/YYYY) Date:


M7
..\..\common\images\WCBSK-LOGO.jpg
200-1881 Scarth Street Regina SK  S4P  4L1 www.wcbsask.com  
Phone: 306.787.4370 Toll free: 1.800.667.7590 Fax: 306.787.4311 Toll free fax: 1.888.844.7773
M7InitialReport
Updated: 07/18
When writing to the WCB, please print name and claim or firm number.   
Emergency dental treatment will be paid for at reasonable rate. Authorization for  the remaining dental services must be obtained before proceeding with treatment.
Approved by the College of Dental Surgeons of  Saskatchewan
..\..\common\images\CDSS.jpg
Dentist's Initial Report
Click on any field to start editing.
(MM/DD/YYYY)
(MM/DD/YYYY)
Worker's name, address, postal code
1. Worker's history of injury including symptoms:
Employer's name, address, postal code
(MM/DD/YYYY)
6. Please mark chart as follows, using symbols as designated:
 A. Teeth damaged by accident
E. Teeth to be extracted
M. Teeth missing prior to accident
..\..\common\images\M7Dentalinitial.JPG
9. Describe estimate below and itemize charges, using the College of Dental Surgeons of Saskatchewan Fee Schedule:
TOTAL $
 Please print or stamp
 Doctor:
Please print & sign form before mailing/faxing.
 Address:
Phone:
(MM/DD/YYYY)
9.0.0.0.20091029.1.612548.606130
	ClaimNo: 
	ResetButton1: 
	FirmNo: 
	RateCode: 
	InjuryDate: 
	PHN: 
	DOB: 
	ClinicType: 
	ClinicNum: 
	CgvTyp: 
	CgvNum: 
	BlankInput: 
	Recipient: 
	StreetAddress: 
	City: 
	State: 
	PostalCode: 
	Country: 
	injuryHistory: 
	RenderedTreatment: 
	FirstTreatmentDate: 
	InjuryCircumstance: 
	DamageDescription: 
	OralConditions: 
	tU18: 
	tU17: 
	tU16: 
	tU15: 
	tU14: 
	tU13: 
	tU12: 
	Click to Edit: 
	tU21: 
	tU22: 
	tU23: 
	tU24: 
	tU25: 
	tU26: 
	tU27: 
	tU28: 
	tL31: 
	tL32: 
	tL33: 
	tL34: 
	tL35: 
	tL36: 
	tL37: 
	tL38: 
	tL48: 
	tL47: 
	tL46: 
	tL45: 
	tL44: 
	tL43: 
	tL42: 
	tL41: 
	tU55: 
	tU54: 
	tU53: 
	tU52: 
	tU51: 
	tU61: 
	tU62: 
	tU63: 
	tU64: 
	tU65: 
	tU71: 
	tU72: 
	tU73: 
	tU74: 
	tU75: 
	tU85: 
	tU84: 
	tU83: 
	tU82: 
	tU81: 
	TreatmentPlan: 
	Cell1: 
	Cell2: 
	labFee: 
	Total: 
	PhysicianStamp: 
	DentistSignature: 
	PayeeCode: 
	SignatureAddress: 
	AreaCode: 
	Number: 
	SignatureDate: 



