1, This form is used for claiming the health insurance benefit.
CORREERRROBTDRBICERINET,

, This form should be completed and signed by the attending physician.
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One form for each month, one form for hospitalization/outpatient and home visit.
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Attending Dentist's Statement
WHEZENTHREE

Form C

w

Name of patient (Last, First) Sex (131 Age (&%) Date of Birth (€ AA8)
(BES) Male - Female / /
(B1H) (&) Month Day Year
Date of First Diagnosis (g R) Days of Diagnosis and Treatment Medical Record Number
/ / (ZHEAH (LHEBED)
Month Day Year Days
Please circle the treated tooth BELIZEICOEDIFTESLY)
Permanent Teeth [UPPER] | Primary Teeth [UPPER]
Gk AE) + (Rl
Lan | - I Lam | P |
'E12345678”910111213141516|—- 'EABCDE"FGHIJ.—
o 7o o a
£ 32 3130292827 2625 2423 22212019 1817 4 | £ TsrRQP|oNMLK =
[LOWER] I [LOWER]
Condition (5% 4%) Please circle the appropriate one (%3 5HMIZO%DIFTLEELY)
= cavity(C) *missing tooth(F) *Stomatitis(G)  *Pyorrhea alveolaris(P) =extraction needed(Z)
() (R ) (AN%) (ETERR) (ZEiRE)
*The Other ( )
Dental Treatment Tooth No.and Surface Material.ETC Date Fee
(EAR) (BHEES - BRI (F#. ZD1th) Month/ Day/Year GREE)
Initial Office Visit — /)
(f0Z#h) No.
X—Ray Examination _ / /
(LU UBRE) No.
Pulpectomy _ / /
(3R B%) No.
Extraction - / /
(3kth) No.
(F£4E) No.
Inlay
Metal Crown / /
(EE®) No.
Post Crown / /
(Hrf5 ) No.
Jacket Crown / /
(Cxirybi) No.
Bridge
(FYv) No. /7
Plate Denture / /
(FRZH) No.
Partial Denture / /
(BEH&EH) No.
Complete Denture / /
(fozth) No.
Treatment of Pyorrhea Alveolaris _ / /
(HERRLE) No.
Medication / /
(H\E) No.
Others(Please Specify) / /
(ZDHh ZEALLESLY) No.
Total
ATTENDING PHYSIGIAN INFORMATION (8. i) Curreney
Medical Institution Name (E#&#E4)
Address (XfR) Phone (BEES)
Name of Physician (EXEK®R) Title #8)
Date (GZAR) Signature (E#)
/ /
X Attending Physician (BHE)



