Attending Dentists Statement
- : TN
2 E N A B M O E (R ceszzessmren

OThis form is used for claiming the health insurance benefit
(ZoHERFHEEBROBHORFICER S ET,)

OThis form should be completed and signed by the attending physician.
(ZoOBRFHYENEE, HOBLHLTTFEN,) :

OOne form for each month, one form for hospitalization/outpatient and home visit
(FAfE. ABE - ABSMEICH Z 0N 1 KETT,)

OSeparate receipt required for prescriptions
(GEAEHIBNC AT EZ RSO L)

1. Name of Patient (Last, First) :
(BFE4)
Age (Date of Birth) Sex( Male:Female) Male[]l Femalell
(& (EFARB)) (R (5B - &)
2 Name of Illness or Injury
(&%)
3. Date of First Diagnosis: D / M /Y / /
(wizzhH) (/) (A) (4)
4 . Duration of Treatment : days
(A (B)
5. Type of Treatment
(BB )
(JHospitalization: From / / , to / / ( days )
(ABR) (8) (&) (/)
[(JOut patient or Home Visit : / / / /
(ABESh) / / / Z
6. Was the treatment required as a result of an accidental injury? VYes[O No[l

(BEEIEHOEEICLEZ O T, (T WNZ))

7. Nature and Condition of Illness or Injury (in detail)
(B BELLEBLTLLoTLEEW) )

Tooth Number =

Permanent Tooth KAH Milky Tooth ZLB&

B #2 #3 #4H5 #6 #7 #8149 #10 #11 #1213 #14 #15 #16 #A#BH#HCHDHE |#FHGHH#HIHJ
R876564321(12345¢6 7 8L/|IR EDCBAIABCDEL
87654321112 345678 EDCBA|IABCDE
K323 1HI0R2OHDBHOTHIGHDS |H24 #23 422 #21420 #19 #18 #17 HTHSHER#QH#P [HO#N#MH#LAEK




8.

Attending Dentists Statement (GEEENZEBME (ERA) )

Prescription, examination, Operation and Any

B, BE, FizomonE EEL. RES. HE (B §. BENCERL TLb-oTEEW))

Name and Address of
(824 = o 4 i | OCERT)
Name : Last

Attending

Physician

Firs

other

treatments

(in detail)

(&) ()

Office :

(%)

phone

(FBE AT FRAT4)

Address :

(FERE)

(F£7T)

Date:

Signature

(A

(F4)

Attending

Physician ¥ [E




TR @mnanme @)

7. ER GELL)

8. WJ7 - MLE - HE - VRSV - TOM
R4 - BEL. BE (HF) %, BEOICEH)

%l%l

i

{ERT

B




RECEIPT (DENTAL)
o BFAE U B Rl 25

ServicesZIRAR Tooth No. #zt| Feell® ServicesZENE Tooth No. &= Feefl&
1.Examination®% 8 FillingxtiAmal7<r #u 1serf
2. X rayV/ M vl 2sexf

Bite-Wingsm®&® X 3serf
Periapicaligig® X Comp. #avyy  lserf
Panoramic</ 7+x 2serf

Modelsw7 {57 ¥ 3serf

3. Medication#z Yes/No |9. Inlay / onlay

4. Prophylaxies#isf,/Scalingtialk= 10. Amal. / Comp. Bulid-up
Fluoride 7 v {t4rizds T A AV VT LB R A S

5. Extractioni Post ¢ core ANay

6.Periodontal Scalingi FiakkZ: 11.Crown Porcelain/Gold

/Root  Planingirm¥(k A e

Gingival Curettagessizie Silver Alloy #44

7Pulp Capisii Other zoft

Pulpotomy g - s

12.Bridge Works",v' Abutxt

Root Canal Therapy &%

1.canal

2.canal

3.canal

Pontic/ 3~

e

13.Plate Denturesks#i

14.0therzof (

Total Fee A&t

Name and Address of Dentist / Office
(HERLERR 0 oy B OMERT UL ERHRRE O 4 # R OBTIEHT)

Name : Last

Firs

(%) (1)

Office :

(%)

phone

GRS AT4)

Address :

(#7%)

(fEFT)

Date:

Signature

(AT

(E4)




