TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
| RS #) A

Request to Attending Physician
HYEA~DBFE

1. Please fill out this form so that the patient may claim health insurance benefits.

Z DRI EE ORI O O FFEICHETT O T, FEHEZ BV LET,
2. This form should be completed and signed by the attending physician.

ZORRRIFHYENRTAL, OBA LTSN,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.
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Form C . .
B2t C N Attenging‘ Dentist 5§ Statem?nt
W OB 2 R N A H M &
Name of Patient (Last, First) Date of Birth (D /M /Y) Sex Male - Female
BEA4 EFHH . . 51
Date of Initial Visit (D/M/Y) No. Days of Visit/Treatment Medical Record Number #29F#k%E 5
FIERE . . PEAEK days
*Please circle the treated tooth JEEL7ZHIZO% DI} CLIZEN
Permanent teeth Primary teeth
g A g @g@ g g g
e 9 10 1516%% Bl T F G H =
E 31 30 29 28 27 26 25 |24 23 22 21 20 19 18 17 4 = @ 8 8 0 é @ K E
ﬁ ﬁ (LOWER) ﬁ ﬁ
TYPE OF TREATMENT J&¥#&D5y¥E
Dental Treatment Tooth No. and Surface Date Fee
BRI SBHTEAL D M Y 1RIRE

Initial Office Visit #J2%}
X-Ray Examination L MU

Dental Pulp Extirpation k%

Operation Ty

Extraction K

Filling Foii

Inlay A2l — *Material F#4( )
Metal Crown <@ *Material 544 ( )
Post Crown kit  *Material 544 ( )
Jacket Crown %7 v *Material FEH( )
Bridgework Vw3 *Material 544 ( )

Denture ARKRFEH
Partial Denture SR ERFE T

Q_\\;‘I':—‘JJ:

Complete Denture #FEH

Treatment of Pyorrhea Alveolaris B i L &

Medication #3&

Other ZOfh
Total &t
ATTENDING DENTIST INFORMATION  $24 pif o[22 175 A
Medical Institution Name: (FE#e#RI44)
Address: ({£FT)
Name of Dentist : (.24 8 £} 2) Title: (Fr)

Signature: (£4) Phone: (FEFF)
Date Completed: ({ER%4EH H)
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