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sxmEYn|  ©e-ES TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)

EET(EEIESE)EEAR
K&:
Request to the Attending Physician
H SERLN 6 o
HYEADSEEL 2R—I B3 EEE
H — =
1. Please fi ll out this form so that the patient may claim health insurance benefits. L%%.%%%E@S&EHE
CORRRAIFEEDRERROWEMDBRBICHETITDT, SEAZHFREVLLET, -
2. This form should be comp | eted and signed by the attending physician.

COBRNIFIBHENEAL HDOBLZLTEETL
3. One form for each month, and for each hospitalization o u tpatient visit home visit should be f illed out.
BBE. £z AR ABRAEIC D= COFR 1 BWABRETY,

FormC Attending Dentist s Statement
#Rc mHZ2ERNEHME
1. Name of Patient(Last , First) BE& & Sex 48  Male B - Female &
Age(Date of birth) F#s (EFEHH) . . Medical Record Number / 2% &S
Date of Initial Visit #]52 H(DD/MM/YY)
No. Days of Visit/Treatment &R days
*Please circle the treated tooth {EBEL/-EIZOZ 21T TEEWN
Permanent teeth Primary teeth
g N g g g @gg g gg gg
g 9 10 11 12 13 15 16 E g A B C D E F G H I ] E
E 32 31 30 29 28 27 26 25 | 24 23 22 21 20 1¢ 18 17 E E @g% % ﬁ O é@@@ E

(LOWER)

TYPE OF TREATMENT &N 4R

Dental Treatment a;gogﬂryaoc'e Date Fee
EIS V=t BEERAL DIM|Y Metig=
Extraction ki
Filling 7ti&
Inlay 1>L— *Material F#( )
Metal Crown £EE *Material F&#( )
Post Crown #kftsa *Material F#( )
Jacket Crown Jv4 kg *Material F#( )
Bridgework J1Jw *Material F#( )
Denture BFRZ®
Partial Denture EiiZE
Complete Denture fi&E
Treatment of Pyorrhea Alveolaris si&iEiRIALE
Medication &
Other ZMfth
Total &5t

ATTENDING DENTIST INFORMATION #8457} = {5 4R1E

Medicallnstitution N ame EERIZ

Address {EFfR

Name of Dentist 18 4 ERIEZ Title #F&

Phone &
Signature 24 Date Completed /ERCER B
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10. ERBEDMWER (DB, £)

15. %50 ER
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