Request to Attending Physician (GELHE~NDHFELY)
1. Please fill in this from so that the patient may claim the Social Insurance benefit.
(COKRKIT. BEOHERIEDHFTORBEICHLETTOT, ;EAZHELLEY)
2. This form should be completed and signed by the attending physician.
(COHKE, BHEEMNRBAL, BALTHZSE)
3. One form for each month, one form for hospitalization / outpatient and home visit.
(ZFAE. AlR- ABRSNEIC COBRK ISR ETY)

Attending Dentist's Statement (E#Z2ERAREHEE)

Name of Patient (Last, First) Date of Birth Sex (Male, Female)
(BEFR) (££AR) (31 (5 -%))
(D)/ (M)/ ) 0 M 0O F
Date of First Diagnosis Days of Diagnosis and Treatment
CIEA=D) (ZERA%)
(D)/ (M)/ (Y) Days

Please circle the treated tooth GAEL-#IZO%FDIFTI=ZELY)

Permanent teeth Primary teeth
E 10 11 15 16 ﬁ g A B C QD@ E
E 31 30 29 28 27 26 25 | 24 23 22 21 20 19 18 17 E E @% R Q P N M a@ E
ﬁﬁ (LOWER}) 3 ﬁ 8 8 H 6 ﬁ 8
Type of treatment GAED 7 48)
Dental Treatment Tooth No. and Surface Date Fee
(EEFAR) (B EEERAT) (D) M) Y) CaE#E)

Initial Office Visit (¥4

X-Ray Examination (L7 URE)
Dental Pulp Extirpation (k&)
Operation  (FAif)

Extraction (¥k#d)

Filing (3Ei&)

Inlay (A/>L—) ¥Material FEH ( )
Metal Crown (/&) *Material F# ( )
Post Crown (##7%t) Material #=#1 ( )
Jacket Crown (/v i) ¥ Material Z#1 ( )

Bridgework (J'1)w) 3 Material %4 ( )
Denture (HR&EH)

Partial Denture (/B&B&EE)

Complete Denture (#A%)

Treatment of Pyorrhea Alveolaris (HE#EIEIRALE)
Medication ($%Z)

Others (ZMfth)

Totals (&E1)

Name and Address of Attending Dentist or Dental Office (EH E X [Ltf ERO A RTH KUER)

Name :

Address :

Dare : (D)/ (M)/ (Y) Signature -

K-012



