Request to Attending Physician
HYE~DIBFE

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZOBRITHE R RBROIE T O HFEICMETTOT, GEAZBEVLET,

2. This form should be completed and signed by the attending physician
ZORRITH Y EREE D OBALTLIEZEN,

3. One form for each month, one form for hospitalization / outpatient and home visit.

%A g, AB ARSI AT Z oA B BT,

(3l #K]

Attending Dentist’s Statement

HEEZRARHME
Name of patient (Last,First) Date of Birth Gender (Male*Female)
B4 AEFEHH MR (5 - %)
Date of First Diagnosis : Days of Diagnosis and Treatment :
Wz H T H days
Tooth Number =\
Permanent Tooth 7K /A Hi Milky Tooth ¥LH
8 7 6 5 4 3 2 1|1 3 5 8 E D C B A B C D E
8 7 6 5 4 3 2 1|1 3 5 7 8 E D C B A|A B C D E
Services Tooth No. Fee Japanese
1. Examination 1. 2%
2. X-ray Bite-wings X 2. LN IkEA
Periapical X AR YERY
Panoramic X IN)T=
Models ABTFAET IV
3. Medication |:Iyes|:|no 3. B
4. Prophylaxies ,~ Scaling 4. ¥ /AR
Fluoride Pzl ) i
5. Extraction 5. tkth
6. Periodontal Scaling ,~ Root planing 6. WA T ARRE R TR
Gingival Curettage HERET
7. Pulp Cap 7. M
Pulpotomy AT - TR
Root Canal Therapy Canal 1 WRERE  BEL
Canal 2 IRE2
Canal 3 TRE3
8. Filling Amal. serf. 1 8. FI TeMns 1M
serf. 2 21
serf. 3 3
Comp. serf. 1 BAEVYY 1Ml
serf. 2 21
serf. 3 3
9. Inlay / Onlay 9. fL— /Tl —
10. Amal./Comp./ Build-up 10. TV B/ EEVY v /A
Post ¢ Core AZ )y
11. Crown Porcelain / Gold 1. & HA—kvU &
Silver Alloy RE4
Other Z DA
12. Bridge Work Abut 12709y LBt
Pontic HI—
13. Plate Denture 13 HIRF% M
14. Other 14. 20t
Total Fee:
Name and Address of Attending Dentist fH24 £ D4 Bif & OMEFRT
Name 4 Bij Title #r73:

Address {EFT :

Date Hf7: Signature &4 :




