Request to Attending Physician
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1. Please fill in this form so that the patient may claim the health insurance benefit.
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2. This form should be completed and signed by the attending physician.
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3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
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Form C Attending Dentist’s Statement
# C ERZRASTHMES
Name of Patient(Last,First) Date of Birth Sex OM 0OF
BEL £%AH . . HH (B - @)
Date of first Diagnosis Date of Diagnosis Treatment
FIE . . =k days
R Permanent Tooth 5KA LR Milky Tooth ZLi& L
(Upper) ‘ (Upper)
8 7654321 12345678 e d c b a a b cde
8 7654321 ‘ 123456738 e dc b a a b cde
(Lower) (Lower)

Type of Treatment BEDII$E

PN . Localization of Teeth Examined . .
Service(F2EAR) e Material (#4%}) Fee (&/&EH)
(BEpfir)

Initial Office Visit #2%}

X-Ray Examination L > MR

Dental Pulp Extirpation k8

Operation ]

Extraction iki&

Filling 7518

Inlay 1>L—

Metal Crown £&E

Post Crown ###css

Jacket Crown v 4w hd

Bridge Work JUw=

Plate Denture BREMN
Partial Denture FEp&E

3

Complete Denture #8ZE

Treatment of Pyorrhea Alveolaris
b EIRRALE

Medicine %32

The Others Zfit

Total &5t
Name and Address of Attending Physician 3{BXEDRZEINRMERRT
Name (%&#i) : Last(i%) First(£) Title(#75)
Address ({¥Ff) : Office(JRBr Tz (FE2H&EFR) Phone

Date (BHf¥) : . . Signature(E4)
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