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Request to Attending Physician BEEADBFEL

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

Form C

ORI BEOHERRROIBTORBICHETIODT, ;ERZEFEVNLFET,

2. This form should be completed and signed by the attending physician.
CORRFEHENEL AL MDOBRLTZEN,

3. One form for each month and one form for hospitalization/outpatient(home visit)
should be filled out.
A8, FeAbr- ARIBICOE. ZORKINHNETT,

(#%3L0)

Attending Dentist's Statement BSFI2ERAZSRHE R AUNBHS

Sex (Male * Female)

1. Name of Patient (Last,First)
BEL

Age (Date of birth)

Fin(EFHE) MH 5B - &

2. Date of first Diagnosis

3. Days of Diagnosis and Treatment

#ZH 2R days

Tooth Number (EET)
Permanent Tooth (GKA &)

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 (f5J%4)
1.Dental Caries (SEHE) 2.Missing Tooth (K3i8) 3.Pyorrhea Alveolaris (SEHEHER)
| | | |

4.The Others (ZDAh)

B Type of Treatment JEEDEE

Date
DA.

Localization of Teeth Examined
B

Dental Treatment
BERLAE

MO. YR.

Fee

Mgt

Initial Office Visit #J2#}

LONTARE

X-Ray Examination

Dental Pulp Extirpation 1kB#

Fify

Operation

Extraction

S

Filling 7siE

Inlay A4>L—

Metal Crown %£ES

Post Crown  fk#ces

Jacket Crown Sviybhd

Bridge Work JUw>

Plate Denture BiRZEEE
Partial Denture /SEb&EiE
Complete Denture #aFp

Treatment of Pyorrhea Alveolaris
PRI mALE

Medicines %3

The Others Z0fit

Total &5t

Unit is BEBAI

(BHEDZBIRUER)
First(4)

B Name and Address of Attending Physician

Name (&A1) Last(lk) Title(#:5)

I~ Office Address (RBTEIIEZEFTOERT)

official
seal Office Name (RBRFI(E2EFROZIR) Phone(&8:%)

Date (H{Z) Attending Physician's Signature((8HEE%)

Reference Number of your Medical Record(if applicable) Z2EiRDES
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