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Dentist's Initial Report WCB claim number:
Firm number Rate code Injury date Provincial Health Number 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? 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:

UPPER TEETH
<>RIGHT LEFT<>
LOWER TEETH

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 Dentist's signature Payee code
Doctor: Please print & sign form before mailing/faxing.
Address:
Phone: Date:

M7InitialReport
Updated: 07/18 When writing to the WCB, please print name and claim or firm number.
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6. Please mark chart as follows, using symbols as designated:
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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:
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