FormC

Request to Attending Physician

BHEADSFEL

1.Please fill in this form so that the patient may claim the health insurance benefit.

ZORRRITEEDRERBROMMNDRFIIHLETTOT, EHEBEVULET,
2.This form should be completed and signed by the attending physician.

ZOBRRUFHEHLEMNGTAL, HMDOBLZUTIEIN,
3.0ne form for each month and one form for hospitalization / outpatient visit (home visit) should be filled out.
EZRE, /AR ABRABIZOE, ZOBRADIKBRETT,

Attending Dentist’s Statement

EHMZERASHMEE

Name of Patient (Last, First)
(BEL)

Sex (MR
Male . Female
(5M%) (k)

Age (F#) |Date of Birth (#£#5H)

/ /

Month Day Year

Date of First Diagnosis (#1%H)
/ /

Month Day Year

Days of Diagnosis and Treatment
(BEEH)

Days

Medical Record Number
(BEES)

*Please circle the treated tooth (&EUA#EIZO%DIF T

Permanent Teeth (k&)
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L

Primary teeth (sLs)
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|
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|

R3231302928272625|242322212019 18 17 TSR QP|ONML K -
*Please circle the appropriate one (Z%4250DIz0% 3T IW)
-Cavity(C) (=) -missing teeth(F) (i) -Stomatitis(G) (ark%)
-Pyorrhea alveolaris(P) (sthei) -extraction needed(Z) (Ziksh)
‘The Other (zoft)( )
Dental Treatment Tooth No. and Surface Date (&%H) Fee
(SRl AE) (BEES - BEEALI) Month| Day Year (19RE)
Initial Office Visit No.
(FZED)
X-Ray Examination No.
(LN VRE)
Pulpectomy No.
[€73:1:0)
Extraction No.
(3k)
Filling No.
(FH)
Inlay No.
(L1—)
Metal Crown No.
(£ER)
Post Crown No.
(ke ee )
Jacket Crown No.
(OxrvhiE)
Bridge No.
(FVwY)
Plate Denture No.
(BEEH)
Partial Denture No.
(BEhEEE)
Complete Denture No.
(Fazseh)
Treatment of Pyorrhea Alveolaris No.
(BEERRIR AL E )
Medication No.
()
Others ) No.
(ZDAt)

ATTENDING PHYSICIAN INFORMATION (i Ei%5#)
Medical Institution Name (EksE4)

Total Fee (&%)

Address (¥

Name of Dentist (HY@ERIEZ)

Title (=)

Signature (&4)

Phone (&)

Date Completed (fe#ERH)




