FormC Attending Dentist's Statement

HAC ERLRATHMEE

BMRequest to Attending Physician {EHEADEFE

Please fill in this form so that the patient may claim the health insurance benefit.
COBRNIBENRRRROMBMANBRFI L ETINOT EHEEBENLET,

+This form should be completed and signed by the attending physician.
CORNITHEEENTAL O DFBL LTI,

+One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
B BINBE - ShRA T SR I AT DR BT,

(DName of Patient(Last,First) BEL Sex( Male + Female ) 3|
@Date of birth -2
B Date of first Diagnosis EIE=
@Days of Diagnosis and Treatment ZEZH%K days
®Permanent tooth kAt ®Primary tooth  #ta
(Uppen) £ 8765432 1]12345678 7 F edcbalabcde 7
(Lower) 58765432|||23456785 gedcbo|obcde§

@Name of Iliness 5E4

| .Dental Caries J#hiE 2.Missing Teeth i 3.Pyorrhea Alveolaris #E#&i2)% 4.The Others zofth

®Type of Treatment S&ENH4E

Dental Treatment #E&RbEH#E Fee &% #& pate (g(;;\%A'YR') Lclgizlrlnzi?]zgn ;Té;?;h
Initial Office Visit mLH $
X-Ray Examination Lok |$
Dental Pulp Extirpation k% $
Operation FAf $
Extraction K& $
Filling FiE $
Inlay A% $
Metal Crown LRBE $
Post Crown ki $
Jacket Crown Jvry b $
Bridge Work Ty $
Plate Denture BREHE
Partial Denture Sk EAE $
Complete Denture e
Treatment of Pyorrhea Alveolaris $

wiERRL B

Medicine 28 $
The Others Z0ft $ . .
Total &t $ Unit is ( ) BEE

@Name and Address of Attending Physician 8 3 & 0 £ B R UMEPR

Name(Last,First) K% Title #%
Address {¥FF Home &A= Phone &3
Office %k Phone &3

Reference Number of your Medical Record

Date  Bff (it applicable) Z#ENES

Signature Z%
(Attending Physician {84 &)

==

TUK BER#BERY — E REERRREES (2026558)




