Request to Attending Physician
BLEADHFEL

1. Please fill in this from so that the patient may claim the health insurance benefit.
ZOFRKIZEZEDOREFRROBMAORBICLETTOT, iAZHEVL T,

2. This form should be completed and signed by the attending physician.
CORIIFBHENTLAL, " 2BRHLTLILI L,

3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.

FERTE. FTABR - ABRATEIC

DE. IOKRAIBARETT,

Form C Attending Dentist's Statement
B = C i B 2 & A B B OH B
1. Name of Patient (Last, First) Age (Date of birth) Sex (Male + Female)
2EF 4 Fin (EFAH) R (5B - %)
2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
7 ¥ B PEAK days
Permanent tooth Primary tooth
(Upper) — . = —
T1234567389101LRBKUISIEE © ABCDE|[FGHIJE
(Lowen) 32 31 30 29 28 27 26 25|24 23 22 21 20 19 18 17 © TSROP|ONMLKA
Type of Treatment AEDNE
Dental Treatment Localization of Examined Date Fee
LR BB RB L MO. | DA. YR. RERE
Initial Office Visit #1224}
X-Ray Examination L > h 4 > 187
Pulp & Root Canal Treatment 588 - IRE A
a) Pulp Extirpation with Immediate Root Canal Filling (3kBEENFE)
b) Pulp Extirpation Only (3&8& - RFE/A L)
c) Root Canal Filling (IREFE1E)
Operation F1ff
Extraction #kth
Filling Fi&E
Core Building XAZFE  XMaterialz&=# ( )
Metal Crown £&5E ¥Material &M ( )
Jacket Crown ¥ ¥ v b ¥Material &= ( )
Bridge Work 7'V v ¥Material & ( )
Inlay 4> L — ¥Material &M ( )
Plate Denture HHK&EHE
Partial Denture /BEfFELE
Complete Denture ##
Periodontal Treatment #&/& A%
Medicine %38
The Others Z Ofh
Total &Ef
Name and Adress of Attending Physician
BHEE DL CMERT
Name (%&A@l) : Last () First () Title (#r2)
Medical Institution Name (EE#%EZ)
Address({EFR) Phone :

Date (Hft)

Signature (%)




