
          
         
       
បណ្ណសន�ៅ�� ៅប់រងេ្រ�ៅះ�្ន ៅក់បុគ្គល នងិេស�ៅសេ��្គ ៅះអន្តរ�ៅតិ 

PERSONAL ACCIDENT AND INTERNATIONAL EMERGENCY MEDICAL ASSISTANCE INSURANCE 

�ៅក្យេស្នីសំុ�ៅម�ៅរសំណងេលីេធ្មញ I DENTAL CLAIM FORM 
�តូវបំេពញ�ៅងំ្រសុងេ�ៅយទន្តបណ្ឌ តិ To be wholly completed by the dentist 
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េ�្ម ៅះអ្នកជំងឺ៖ 
Patient’s Name 

�ៅលបរេិច្ឆទព�ៅ�ៅល៖ 
Treatment Date 

�ៅសយ�្ឋ ៅន 
Address 

េ�ៅគវនិចិ្ឆយ័ 
Diagnosis 

 

1. សូមបំេពញ�ៅ�ៅងេធ្មញស្រ�ៅប់េស�ៅកម្មេធ្មញដូច�ៅងេ្រ�ៅម។ Please complete the tooth chart for dental services. 

2. ក្នងករណី�ៅនេ្រ�ៅះ�្ន ៅក់ ឬរបួស៖ In case of an accident or injury: 

a) េតីេធ្មញ�ៅំងេនះ�ៅេធ្មញល្អពធីម្ម�ៅតិនងិមិន�ៅន�ៅក់សីុ/មិនពុកខូច ឬក៏�ៅេធ្មញ�្ត ៅរ/េធ្មញ�ៅក់ពីមុន? 
Were the teeth natural and free from decay/defects, or prior restoration/appliances?  

 េធ្មញល្អពធីម្ម�ៅត ិ Sound natural teeth 
 េធ្មញ�្ត ៅរ/េធ្មញ�ៅក់ពីមុន Prior restoration/appliances 
 មិនដឹង (សូមពន្យល់) Unknown (please explain): 

b) េតីេ្រ�ៅះ�្ន ៅក់េនះ�ៅន�ៅក់ទងនងឹ�ៅរ�ៅររបស់អ្នកជំងឺែដរឬេទ? 
Was the accident in any way connected with the patient's employment or job duties?   

 មិន�ៅក់ទងេទ No 
 �ៅក់ទង (សូមពន្យល់)   Yes (please explain): 

 

�ៅ�ៅងេធ្មញ Tooth Chart បញ្ជីេស�ៅកម្ម Itemization of Services 

 េលខេធ្មញ 
Tooth 

No. 

ៃផ្ទេ្រ�ៅេធ្មញ 
Surface 

�ៅរពណ�៌ៅអំពីេស�ៅកម្ម 
Service Description 

ៃថ្ងែខ�្ន ៅ ំ
Date 

តៃម្ល 
Fee 

     

     

     

     

     

     

     

     

     

     

 
�ៅរែណ�ៅំ    Directions  
1. សូមគូសច�ំៅ�ំៅរប៉ះេធ្មញេ�ៅយ្រសេ�ៅលក្នុងកែន្លងសម្រសប 
 Mark fillings by shading in the appropriate space 
2.  សូមគូសច�ំៅ�ំៅរដកេធ្មញេ�ៅយអក្សរ “X” 
 Mark extractions with “X” 
3.  សូមគូសច�ំៅ�ំៅរេ្រ�ៅបេធ្មញេ�ៅយអក្សរ “C” 
 Mark crowns with a “C” 
4.  សូមគូសច�ំៅ�ំៅរ�ៅំ�្ព ៅនេធ្មញេ�ៅយអក្សរ “B” 
 Mark bridges with a “B” 

ៃថ្ងែខ�្ន ៅំ  Date 

េ�្ម ៅះទន្តបណ្ឌ ិត  Dentist’s Name 

េលខទូរស័ព្ទ  Dentist’s Phone No. 

�ៅសយ�្ឋ ៅន Address: 

ហត្ថេល�ៅ នងិ្រ�ៅ  Signature and Stamp:  
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