Request to Attending Physician

HEUERE~DSREL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ORI, BE OREBERROAGT O BFEICMETT O T, GEHZ BBV LET,

2. This form should be completed and signed by the attending physician
ZORRRITHE Y ERTAL, 1 OBAL TR,

3. One form for each month, one form for hospitalization / outpatient (home visit) should be filled out.

B fE A ABESMEIC, ZORRIEA ST,

Attending Physician Statement
BEZENEHEE

1. Name of patient (Last,First) H#H4

Age (Date of Birth) 4 (ZE4EH H) Sex (Male * Female)

mHl (B - )

2. Date of first Diagnosis PR A

Days of Diagnosis and Treatment — #24% H % days
3. teeth Number T =X
Permanent Tooth 7K /A B Milky Tooth FLi#
#1 #2 #3 #4 #5 #6 #HT #8 #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E #F #G #H #] #)]
8765432112345678L RHDCHA A B C D E
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 E D C B A A B C D E
#32 #31 #30 #29 #28 #27 #26 #25  |#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P #O #N #M #L #K
Name of Illness {454
1. Dental Carics 2fif 2. Missing Teeth K8 3. Periodontal Diseases g JE 9P 4. The Others Zofth
( )
Services LHNE Tooth No. #=X Fee #t4: Services DIRNE Tooth No. # = Fee k4
(1) Examination 72%% (8) Filling Amal. @ surf. m
(2) X-ray LN B FEHL TV A @ surf.
Bite-wings ~ WeRH X @ surf.
Periapical ~ HE#H X Filling Comp. @ surf. i
Panoramic N)Tv X FeH HaLYy @ surh
(3) Medication — #%3& Cves [No @ surf.
(9) Inlay,/Onlay Av—-7vb—
(4) Prophylaxis / Scaling #i¥hi < Hi¥5l&E (10) Amal./Comp. Build—up
Fluoride 7w Ab#&An TN LD K B G
(5) Extraction Pl Post & Core Ajhay
(6) Periodontal Scaling / Root planing (11) Crown f&
AT S I - AR T L Porcelain/Gold & —tVv - &
Gingival Curettage  H%E&/€ Silver Alloy &4
(12) Bridge Work 77 Jyy’
(7) Pulp Cap thefiZEE Abutment &M

Pulpotomy ¢ #tiGIr - Pk

Root Canal Therapy & 15K

(13) Plate Denture

O Canal #R%

@ Canal

® Canal

Pontic # V747

B

FR#E

(14) Other Z il

Total Fee &&t

4. Name and Address of Attending Physician  [ERTiOD 4 & ONERED4 #5 &% OV E#

Name 4 ij : Last i

First 4

Unit is if &5 EHAL

Address :  Home (H%)

Phone

Office (b3 ix %R0

Phone

Date HfJ Attending Physician Signature [EFifi D24,




