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(Instructions)
1. This form is used for claiming the social insurance benefit.
COHRTHREROBHFOBBIFEREINES,
2. This form should be completed and signed by attending physician.
COHRITHELENRBAL, HOBLLTTSL,
3. One form for each, month, one form for hospitalization outpatient and home visit.
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(Attending Dentist’s Statement)

Name of patient(Last, First) Age(Date of Birth) Sex (Male+Female)
BE4 FER(EFERR) ( . . (5 - &)
Name of Illness '
Bk
Date of First Diagnosis Days of Services
(w122R) : , 20 (BEERE days
Was the treatment required as a result of an accidental injury?
(ERIEEBOBEEI LD T, ) Yes O - No O
« Tooth Number #HI
Permanent Tooth KA Milky Tooth ¥l
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Services Tooth No. Fee Services Tooth No. Fee
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. Examination 8. Filling Amal. 1 serf.
Y FEIE T~ 2 serf.
A 3 serf.
. X-ray Bite-Wings X Comp. 1 serf.
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X0 LYy 3 serf.
Periapical X - i
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9. Inlay  Onlay
Panoramic X ) AV— » TUL—
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‘ 10. Amal. /Comp. Build-up
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Post ¢ Core
. Medication D yes D no AZNAT
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11. Crown Porcelain / Gold
. Prophylaxies / Scaling = A=Yy - &
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Sliver Alloy
Fluoride o Res
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. Extraction ) F DA,
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12. Bridge Work Abut
. Periodontal Scaling / Root planing TV XEW
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Gingival Curettage Pontic
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. Pulp Cap ’
WHRE ) 13. Plate Denture
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Pulpotomy
RGBT - REE 14. Other
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Root Canal Therapy
RETER 1 Canal
2 Canal Total Fee
3 Canal aF
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Name and Address of Attending Physician (BYEROK4LIBIOMER)
Name : Last First
Address : Home : Phone :
Office : ) Phone :
Date : ) Signature :
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