
DIAGNOSIS AND TREATMENT PLAN 

  

Date________________      Patient _______________________________        Dr. ______________________________  
 
          
     Date          Tooth           Surface          Required treatment           Sequence or Phase     Time required     Code  /  Fee 

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

 


