Request to Attending Physician

HAEHEADHEN

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZoAIL, BEOBERROKGA O PGB ICHETTOT, A BV LET,

2. This form should be completed and signed by the attending physician
ZORERITHYENTAL, hOBALTTIN,

3. One form for each month, one form for hospitalization / outpatient (home visit) should be filled out.
& A, ABE AR MEIZ, 2O BT,

Attendin_g Physician Statement
WERZEANSHHES

1. Name of patient (Last,First) H#&4 Age (Date of Birth) 4E#y (ZE&4EH H) Sex (Male * Female)
PR (B - &)
2. Date of first Diagnosis PR A=
Days of Diagnosis and Treatment — #2¥%& H 4K days
3. teeth  Number N
Permanent Tooth 7K /A8 Milky Tooth #L i
#1 #2 #3 #4 #5 #6 #7 #8 #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E #F #G #H # #)
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 L R E D C B A A B C D E
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 38 E D C B A A B C D E
H32 #31 #30 #20 #28 #27 #26 #25 424 #23 #22 #21 #20 #19 #18 #17 HT #S #R #Q #P | #O #N #M #L #K
Name of Illness 1&JR4
1. Dental Carics 9k 2. Missing Teeth K 3. Periodontal Diseases o 95 4. The Others ZDfth
( )
Services ek Tooth No. #= Fee B} Services ek Tooth No. #= Fee kh4:
(1) Examination 72%% (8) Filling Amal. @ surf. @
(2) X-ray LN B FedE T A @ surf.
Bite-wings ~ BEM X @ surf.
Periapical FEYER X Filling Comp. @ surf.
Panoramic ~ /7% X FHE EHLYYy @ surf.
(3) Medication PR Clyes [No @ surf.
(9) Inlay,/Onlay AvV—+Tvl—
(4) Prophylaxis / Scaling #bi <Rk (10) Amal.,”Comp. Build-up
Fluoride 7w b4p¥An FIEMNC LD R GEE
(5) Extraction Pt Post & Core A#nay
(6) Periodontal Scaling / Root planing (11) Crown U
W F S A R AR b Porcelain,/Gold # —tvv - 4
Gingival Curettage HZE&ET Silver Alloy $RE&4
(12) Bridge Work 77 Uy¥”
(7) Pulp Cap THBEEE Abutment H 5t
Pulpotomy  tREaEIWT - Pkl Pontic & /74v/
Root Canal Therapy MR TGE (13) Plate Denture HIKFEW
(D Canal #R& (14) Other F ik
@ Canal
® Canal
Total Fee A&t

4. Name and Address of Attending Physician

Name 48 : Last o

Address :

(=Rl D K4 K OV e D4 F5 S OSFITE HE

First 4

Home (H=%)

Unit is @& HNL

Phone

Office (it Z2HIT)

Date Hff

Phone

Attending Physician Signature

AT D B4
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