Request to Attending Physician((BE ¥ EAD HFELY)

1. Please fill in this from so that the patient may claim the health insurance benefit.
CORKXIEEORERROBM OBRICHELDT, FEAZHSELLET .
2. This form should be completed and signed by the attending physician.
COHBRIFELEMNEBAL, HOFAL TS,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be
filled out. A&, F-ABR- ABRANEICOE, COKRIIBHRETT,

FormC Atteding Dentist't Statement

= C HEZERNSHEE

Name of Patient (Last,First) Date of Birth Sex (M [JF
BER *£%AH HE B %
Initial Office Visit Days of services days
IR PEAH BE

Tooth Number &&=,

R Permanent Tooth KAB L R Milky Tooth ZL#& L

#1 #2 #3 #4 #5 #6 #7 #8| #9 #10 #11 #12 #13 #14 #15 #16

#A #B #C #D #E|#F #G #H # #)

87654321'12345678 E D C B A|J|A B C D E
8 7 6 5 4 3 2 1|1 2 3 4 5 6 7 8 E D C B A|J|A B C D E
#32 #31 #30 #29 #28 #27 #26 #25|#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P|#0 #N #M #L #K
Dental Treatment Localization of Teeth Examined Date Fee
[EERRTEYS SBBERNL vo. | ba | Yr. TR
Initial Office Visit WKL
X-Ray Examination L > k% i
Dental Pulp Extirpation  $8f
Operation ~ Fff
Extraction itk
Filling Ft&E
Inlay > L —
Metal Crown 43 J& 7
Post Crown et th
Jacket Crown ¥+ /7> R
Bridge Work 7' U » ¥
Plate Denture 4 b 25 i
Partial Denture  J&) &l 35 i
Complete Denture #3354
Treatment of Pyorrhea Alveolaris 1 it I 4L &
Medicine 3K
The Others(specify) & Ofli(TE H BAFL)
Monetary Unit  J@£ BLAL : Total A#t
Name and Address of Dentist/Office (BiF}+% D K44 & OMERT XL i BHERE 0 44 75 K OFT 7T i)
Name (B &1) : Last (34) First (%) Title (35
Address ({£Ff) : Office phone
(R (X5 HEAT) (B
Date(H %) : / / Signature (B4)
~ TRETETENCE NUMDET OT your VMeaicar REord T appricante) Attending Physician(H24 [£)

E?Jﬁ;ﬂfi@%




