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Request to Attending Phisician  #1:45~o0 B

1. please fill in this form so that the patient may claim the health insurance benefit.
COMRRIEBENERRROIGATORBICHETIOT, FEAZHFEVLET,

Form C
kA C

2. This form should be completed and signed by either the attending physician.
CORRTFIEHEENERAL. MDOBALTTFEL,

3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.
£RAZE. ABe- ARSI EICDE, Co 1 PR ETY,

Itemized Receipt (Dental)

PEUNBEHIZE (R)) soncmmoEmmmccE AREL TR,

Name of patient(Last ,First) Age(Date of Birth) Sex(Male/Female)
EBEL Fin (E%FAH) ' ' MR (B - )
Date of First Diagnosis : Days of Diagnosis and Treatment :
A= , , BB days
Localization of Teeth (&B{i)
Permanent Teeth (GkA&) Deciduous Teeth (i)
8 76 5432 1[1 234586738 e dcbalabcde,
8 76 54 3 2 1|1 23456 78 edcbalabecde
Name of Iliness (lBJma)
(®Dental Caries (38#E) (@Missing Teeth (k&i8)  (@Pyorrhea Alveolaris (SE{&IRR) @The Others (zofth)
Dental Treatment Localization of Teeth Examined Material Fee
(BEREEYE) (FBsEhhr) (#2$) CaEE)
Initial Office Visit #2#}
X-Ray Examination L>MNURE
Dental Pulp Extirpation  ikB#
Extraction ikiE
Filling &
Inlay 4>L—
Metal Crown £ES
Post Crown  fik#tee
Jacket Crown SviyhdE
Bridge Work  Juy>
Plate Denture HBK&EH
Partial Denture /BEf&EE
Complete Denture #%iE
Treatment of Pyorrhea Alveolaris
sRiERE L E
Medicine  #&3%
The Others Zofh
Total (&%)
Name and address of Attending Physician $BHEOZRTRMMERN
Last First
N
ame £
Address H&me Phone
BE 3
Office Phone
TR SRR rd-
Signature
Date , ’ =0
Attending physicianiBXE
Reference number of your medical record(if applicable) ETRDE S
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Fl & F (Agreement of Authorization)
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£ 4 - # H MW
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