Request to Attending Physician
BEEEADFHFALY
1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORI TS DEREFRGSROFGT ORFEIMLETTOT, iz LE T,
2. This form should be completed and signed by the attending physician.
ZORGIFHHEENTLAL, 2OBA LTI ESNY,
FormC 3. One form for each month and one form for hospitalization/outpatient (home visit) should be

FRAC filled out. #HZ L, ¥z ST LT, O BWE T
Attending Dentist’ s Statement
R BN IHE
Name of Patient(Last, First) Age(Date of birth) Sex(Male * Female)
BEA HE(AEAEH B) . . PRI
Identify Permanent tooth(Fi DA FRES I UNHRAD Primary tooth(FLt)
87654321 ‘ 12345678 VIVIII I ‘IHHHVV
87654321 ‘ 12345678 VIVIII I ‘IHHHVV
Identify examined teeth: %43 53 4 O CRHAA 51T )
- Cavity(C)(H ) - missing teeth(F) (X ) - stomatitis(G)(I1 PN
- Phrrhes alveolaris(P)(#1#JIEf) - extraction needed(Z)(EH )
Date of first Diagnosis(#Ji2 H) Currency paid
Days of Diagnosis and Treatment(;2%3%1 7> 7= 040 Days(H ) CchiE®)
Office Visit Fees(GZI¥ED
Examination Fees(#£D
X-Ray Fee(L-> R 7°>)
Others(ZDfth)

Services(JAHE U 7= IRDENL & TRPROFERE)

Describe when gold or platinum was used

(B ERCE, ASEMH Lz L IRt L T<EEW)

- FillingGe CA)

- Inlaying(f > L—%72137 > L—)

« Capping(metal) (&g

- Jacket capping(¥ v 7~ i)

« Capping connected (M Pk H)

Chipped Teeth(KHH Z-Ailitsk L 7= 352 OE & FkED)
* Bridge(7'V v )

- Partial artificial teeth(5i\35%Hk)

- Total artificial teeth(ia355)

Name and Address of Attending Physician Total G
FHYEOA R L OERT
Name Last(h) First(44) Title(Fr5)
Address Home(H5) Phone(F5)
Office(FlE S 7= 132D Phone

Date(Hf) ) ) Signature(fHX4[£55-4,)




