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EgFENm|  £s-ES TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
EER (EEBYE) AR

K

Request to the Attending Physician
HHEEADSHFEL

1. Please fi ll out this form so that the patient may claim health insurance benefits.
CDORRNIFBE DRERRROIMEMT DRBICHETT DT, SAZHFELLET,

2. This form should be comp l eted and signed by the attending physician.
COFRKIFEYEENEAL D DOEBZLTZETN

3. One form for each month, and for each hospitalization o u tpatient visit home visit should be filled out.
Z2AE. £ AR ABRANEBIC D COKRN 1 BN ETT,

Form C Attending Dentist s Statement
#=c R Z2ERSBRMES
1. Name of Patient(Last, First) BE& & Sex 45l Male 88 - Female ¥
Age(Date of birth) E#S ((EEHH) . : Medical Record Number / B3RS 2 55
Date of Initial Visit #J52H(DD/MM/YY)
No. Days of Visit/Treatment Z&H days
*Please circle the treated tooth {BFELIZH IO TESW
Permanent teeth Primary teeth
M Mé?ﬂ @QQQ AfopAY
’E—: 9 10 11 12 13 15 16 E g C D E F G H I ] E
E 32 31 30 29 28 27 26 25 | 24 23 22 21 20 18 18 17 E E B b @8 0 éé L @ E

(LOWER)

TYPE OF TREATMENT &EDH4E

Dental Treatment a-rl;gostgrpa%e Date Fee
3=t B ERL DIM]Y ARE
Initial Office Visit #1:2%4
X-Ray Examination L2k &HE
Dental Pulp Extirpation k&t
Operation i
Extraction tkt&
Filling FS1&
Inlay 1L — *Material F&#( )
Metal Crown £BE *Material F&#( )
Post Crown fk#css *Material Z&#( )
Jacket Crown Jv4v g *Material F&#( )
Bridgework Jw *Material F&#( )
Denture BRZE®
Partial Denture E%i&EsE
Complete Denture #iZ
Treatment of Pyorrhea Alveolaris EiEERULE
Medication #%%
Other ZMfth
Total &5t
Currency Unit ;BEE1L

ATTENDING DENTIST INFORMATION #B 455} = 154R1%

Medicallnstitution N ame EEEHLREEG

Address {EFf

Name of Dentist {E H Rl ER Title #F5

Phone 5%
Signature 4 Date Completed {EREE B B
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9. BRABDWR (FEREDRE)

10. EREBEDWER(RDEBH. £)

15. %50 HH
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