BES 3 Form C 2 EANSIAME%EFEINRMEE

Request to Attending Physician HYEADSEIL)
Please fill in this form so that the patient may claim the health insurance benefit.
ZORNITBEORERRORMOBFFICNLETTOT, EHZBEWLET,
O This form should be completed and signed by the attending physician.
ZORKITHEYENTEAL, »OBLALTEIN,

One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
AZ &, ABE ABEAZ LT, ZORK I B HE T,

O

Attending Dentist's Statement EREZERASIHEE
g%n%e of Patient Egtﬁeﬁof Birth Sex [OM -00F
R 5 =
Date of first Diagnosis Days of Diagnosis and Treatmen days
EIEAE] PRAK H
Permanent Tooth xxw Identify examined teeth.
(Tooth Number #st) BT B RO THBRA Z 2 TIRE,
(C) Cavity m
R 8 7 6 5 4 3 2 1 | 1 2 345 6 7 8 L (F) missing teeth xw
8 7 6 56 4 3 2 1 ‘ 1 2 3 45 6 7 8 (G) stomatitis mmz%
(P) Phrrhes alveolaris ##iR
(Z) extraction needed Zis
Services zZEMNZE Tooth No. = Fee ¥& Services zZmA%E Tooth No. Mz Fee ¥&
(1) Examination DR Comp.#aLvvv 1.Serf
(2) X-ray vorrraln 2.Serf
Bite-wings mm®m X 3.Serf
Periapical mwm X Other (Material)s
Panoramic /7~ X Z DA
Models =z 251 (9) Inlay / Onlay (Material)s
(3) Medication B Aov— [ FrL—
OYes O No 10 Amal./Comp.Build—up
(4) Prophylaxies / Scaling TP A AV VI kBT B
) YRR R Post ¢ Core Anay
Fluoride 7 At Bt Other (Material)s
(5) Extraction ) Z O
(6) Perio-dontal Scaking 1) Crown A
/Root planing Porcelain / Gold  #-vtv/4&
B P9 T B A B - 4R TE TR L Silver alloy HEe
Gingival Curettage Other (Material)s
BEER Z 0
(7) Pulp Cap WHE (19 Bridge Work 7Yy’
Pulpotomy 840 - 8 Abut (Material)
Root Canal Therapy XEW
wenrk lcanal ®me
2canal Pontic (Material)
3canal 53—
(8) Filling Fo ik 13 Plate Denture (Material)x
Amal. 7evp'sa  1.Serf & AR
2.Serf 4 Other (Material)sx
3.5erf Zoft
Unit is G& 4 BAL) Total Fee (&%)

Name and Address of Attending Physician #%Eo4 8k cam

Name Lastog) First4) Titlews &)
Address Homes=) Phone®z)
Officetmbr iz 2 %m0 Phone@=z)
Signature of the
Date Attending Physician
Hf+ HYEDEL
Reference Number of your Medical Record ( if applicable )
PREDOBE S
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	歯科診療内容明細書兼領収明細書(Form Ｃ)

