ORTHODONTIC TREATMENT FORM

Member name:

Membership number:

Residential address: Postcode:

Part B: Patient details

Patient name:

Date of birth (DD/MM/YYYY):

Part C: Provider details

Provider name:

Provider number:

Address: Postcode:

Part D: Details of treatment

Complete treatment case: [] Fixed appliance/s [ ] Removable appliance/s

Minor treatment case: [ ] Fixed appliance/s [ ] Removable appliance/s

Description of service:

Treatment to commence (DD/MM/YYYY):

Expected duration of treatment:

Estimated cost of treatment: $

Part E: Costs of treatment

Code: Fee: Notes:

Case notes $

Initial payment $

Progress payment $

Other payment plan $

Total fee: $

Provider signature: Date signed:

Latrobe Health Latrobe Health Services Limited info@lhs.com.au

‘ ’ ABN 94 137 187 010 latrobehealth.com.au
Services Reply Paid 41, Morwell VIC 3840 Member service enquiries 1300 362 144 "N
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