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	№
	Practical skills
	Recommended
	Mastered

	
	
	number 
of hours
	level
of mastering
	number of hours (total)
	level
of mastering

	1. 
	Complaints, history and anamnesis taking
	
	
	
	

	2. 
	Examination of periodontium
	
	
	
	

	3. 
	Evaluation of mouth opening and occlusion
	
	
	
	

	4. 
	Evaluation of state of teeth: degree of destruction
	
	
	
	

	5. 
	Evaluation of state of teeth: mobility
	
	
	
	

	6. 
	Filling in patients card
	
	
	
	

	7. 
	Making of individual plan of diagnostic, treatment and prophylactic activities
	
	
	
	

	8. 
	Preparation of teeth for artificial crowns
	
	
	
	

	9. 
	Taking impressions with stock tray
	
	
	
	

	10. 
	Bite registration
	
	
	
	

	11. 
	Crown fitting
	
	
	
	

	12. 
	Luting/cementing of single crowns
	
	
	
	

	13. 
	Luting/cementing of dental bridges
	
	
	
	

	14. 
	Trial fit of removable dentures
	
	
	
	

	15. 
	Fitting and insertion of removable acrylic-base dentures
	
	
	
	

	16. 
	Individual tray manufacture
	
	
	
	

	17. 
	Impression taking with individual tray
	
	
	
	

	18. 
	Centric occlusion registration
	
	
	
	

	19. 
	Trial fit of complete removable dentures
	
	
	
	

	20. 
	Fitting frameworks of partial removable dentures
	
	
	
	

	21. 
	Fitting and insertion of framework removable dentures
	
	
	
	

	22. 
	Correction of removable dentures
	
	
	
	

	23. 
	Other activities(dental posts, ¾ crowns, inlays)
	
	
	
	

	24. 
	Sanitary-educational activities
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