Form C

(#3L0)

Request to Attending Physician (B EADHFAL

1. Please fill in this form so that the patient may claim the health insurance benefit.
O FBEOERRROIGTORFECHETIOT, SHAZBFEVLEY,
2. This form should be completed and signed by the attending physician.
CORERNFEHENTEAL. MOBRALTZEL,
3. One form for each month and one form for hospitalization/outpatient(home visit)
should be filled out.
ZH8. FAR ARNBICOE, ORISR ETT,

Attending Dentist's Statement BSFI2RANZSIRH S R AUNBH S

1. Name of Patient (Last,First)
EBEZ

Age (Date of birth)
Fin(EEFEAR)

2. Date of first Diagnosis
#2H

3. Days of Diagnosis and Treatment

2R days

Sex (Male * Female)
%5 B - &z

Tooth Number (B&T()
Permanent Tooth (GKA i)

R

1 2 3 4 5 6 7 8|910111213141516

32 31 30 29 28 27 26 25 | 24 23 22 21 20 19 18 17

Name of Illness ({8JR+&)
1.Dental Caries (SEHfE)

2.Missing Tooth (Ri8)

3.Pyorrhea Alveolaris (BEt&EiRRm)

4.The Others (ZOAtB)

B Type of Treatment JAEEDHHE

Dental Treatment
[ES[ R =i

Localization of Teeth Examined
B EpAiL

Date

MO. | DA. [ YR.

Fee
V=gt

Initial Office Visit #2241

X-Ray Examination L>N&E

Dental Pulp Extirpation kB

Operation i

Extraction ki

Filling 748

Inlay A>L—

Metal Crown <£EE

Post Crown  fk#5esk

Jacket Crown Svovhid

Bridge Work  JUy>

Plate Denture BRZEEE
Partial Denture /FEfFEsE
Complete Denture #aFp

Treatment of Pyorrhea Alveolaris
setEl mALE

Medicines %3

The Others Z0fth

Total &3

B Name and Address of Attending Physician

Name (&A1) Last(k)

(IBEEOZFIRMER)
First(£)

Unit is B@&EE(I

Title(Fr)

Office Address (JRPREI(IEZEFTOEFT)

Office (RBEFI(IEZEFADEIT)

Date (H1f)

Phone(&8:%)

Attending Physician's Signature(BHEER)

Reference Number of your Medical Record(if applicable)

SRR OES
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