Request to Attending physician
HYE~DOBREN
1. Please fill in this form so that the patient may claim the health insurance benefit.
ZORRRITEE OFEREBFRROMBTORFHIMLIETTOT, FEAZ BN LET,
2. This form should be completed and signed by the attending physician.
ZORRRITH S ENFEAL, B4 L TLIZEN,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.

& A, ANBE ABSMEIC D& ZORKIBDSHETT,

Form C ATTENDING DENTISTS STATEMENT
X C WA PR W OB ME
1.Name of Patient(Last, First) Date of Birth Sex(Male-Female)
BEL AFEH A PR (- 20)
2.Date of First Diagnosis 3. Days of Diagnosis and Treatmen  days
WZH PIFEEIT T E R H [#]

Tooth Number
RRELTI-HICOZ DI TLIEE,

Permanent Tooth Gk/A#) Primary Tooth (£Lt#)
87654321 12345678 L R EDCBA | ABCDE L
87654321 12345678 EDCBA | ABCDE
Type of Treatment (JAIED43¥H)
Dental Treatment Localization of Teeth Examined Date Fee
B EHE R SEFRAL MO. | DA. | YR. TR

Iinitial Office Visi w2

X—Ray Examination LM77 it

Dental Pulp Extirpation  $k#f

Operation  Fi7

Extraction &

Filling fodi

Inlay AL —

Metal Crown &)@

Post Crown  fkfe i

Jacket Crown Y7 vhd

Bridge Work 7 Uy

Plate Denture AKFEH
Partial Denture J&#iz%th
Complete Denture #FE

Treatment of Pyorrhea Alveolaris

R AR R AL

Medicine &%k

The Others ZDfih,

Total &Ft
Neme and Address of Attending Physician
Y4 E D4 Fi K OMERT
Name Last () First (4) Title (Fr75)
Address Home (H %) Phone (FE7F)
Office (RPE 721 X72%T) Phone
Date(r ) Signature ((B4)

Attending Physician (14 %)
Reference Number of your Medical Record(if applicable)
IRERDF
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