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Request to Attending Physician FormB [%:EiR]
HEE~NDOHFEL
1.Please fill on this form so that patient may claim the social insurance benefit.
COBRFBEOUHSREDHBTDRBICRETT DT, SMAZSELLET,
2.This form should be completed and signed by the attending physician.
COHRIFELZENEE. HDELLTTEL,
3.Please specify material, for items marked .
XENDEB 2 OWTIEMELHARELTT S,
Attending Physician’s Statement
PRASHEE (8F)
Name of Patient Date of Birth Sex [OM - [F
BEL 4481 T4 Rl 5 ES
Initial Office Visit Days of Services __ days
=] ZEBH HFE
Permanent Tooth Tooth Number = Milky Tooth FL#F
#1 #2 #3 H#4 H5 #6 H#T #8 #9 #10#11 #12 #13 #14 #15 #16 HA #BHCHDHE | #F #GHH#I#]
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 E D C B AlA B C D E
R 7 65 4 35 2 1 12345678LREDCBA|ABCDEL
#32 #31 #30 #29 #28 #27T #26 #25 #24 #23 #22 #21 #20  #19 #18 #17 #T#S #R#Q#P 1 #0 #N#M#AL#K
Services Tooth No. Fee Services Tooth No. Fee
1. Examination 2& Comp. &LV 1.Serf
2. X-ray LURT U 2.Serf
Bite-wings MBEX x 3.Serf
Periapical 1Z#& x ¥Other (Material)
Panoramic /8/5% X ZDith
Models RATAETI 9. Inlay / Onlay (Material)
3. Medication [] yes [] no 19— Tob—
BE 10. Amal./Comp.Build-up
4. Prophylaxies / Scaling TIN L BEVY VLD B EE
Wi —EiEkRE Post ¢ Core #4137
Fluoride  Ivit¥Z&#H #Other (Material)
5. Extraction R&§ ZDih
6. Perio-dontal Scaling 11. Crown 7=
/ Root planing Porcelain / Gold #—tLy-&
HARTEARE-BETEL Silver alloy RES
Gingival Curettage $Other (Material)
BEEE Z Dt
7.Pulp Cap ®HHEE 12. Bridge Work 77y¥’
Pulpotomy #aLIET - {REE Abut (Material)
Root Canal Therapy XEH
IRE AT 1canal 1RE
2 canal Pontic i (Material)
3 canal 43—
8. Filling FiE $%13. Plate Denture (Material)
Amal. 7YVH'L 1.Serf & ARER
2.Serf $%14. Other (Material)
3.Serf Z Dt
Total Fee &%t

Name and Address of Dentist Office ®EEEMMD KA RMERMELIIEHERO LR VUFTER

Date Signature

AH Z4
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MEDEESIZEFMIZEDESLBEDMNRLTTELY, TLTFoovLBERIEREE
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