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Attending Dentists Statement
2 K N & B M E (BR) cmszeemsmruen

OThis form is used for claiming the health insurance benefit.
(Z ORISR OIEHORFEIEH SN ET,)
OThis form should be completed and signed by the attending physician.
(Z ORRITHYEREE, OFALTTFEL,)
OOne form for each month, one form for hospitalization/outpatient and home visit
(& A4 ABL » ABSAME A Z OB 1 AEETY,)
(OSeparate receipt required for prescriptions
GEAEHIRNC I F EE RGO Z L)

1. Name of Patient (Last, First) :
(BE4)
Age (Date of Birth) Sex( Male:Female) Male[] Femalel]
(i (E4EHRB)) (MR (% - %))
2. Name of Illness or Injury
(BWi4)
3. Date of First Diagnosis : D / M /Y / /
(®Zh) (B) (3) (4F)
4, Duration of Treatment : days
2B ) (g)
5. Type of Treatment
(WD )
[(JHospitalization: From / / , to / / ( days )
ONS) (A) (%) (/)
[(JOut patient or Home Visit : / / / /
(ABE4h) / / / /
6. Was the treatment required as a result of an accidental injury? VYes[] No[]

(BT FEROBEEZLD DO TTH, (T W)

7. Nature and Condition of Illness or Injury (in detail)
GER GELKERMLTHH-TLEEWY) )

Tooth Number B

Permanent Tooth K AH Milky Tooth L&
#1842 #3 #4 85 #6 #7 #8[#0 #10 #11 #12 #13 #14 15 16 #AH#B#CHDH#E |#F#GHH#IHJ
R87654321(12 3456 7 8L|[R EDCBAIABCDE L
87654321112 3456738 EDCBAIABCDE
#3243 143042042842 T#26425 |#24 #23 #22 #21420 #19 #18 #17 #T#HSHR#EQH#P |[#O#N#M#L#K




8.

Prescription, examination,

Attending

Operation and Any

Dentists Statement F2IRNAIIME (HEEH) )

other treatments (in detail)

5, M, FIFE OMmOLE (A, A4, HE (B 5 BENICERL T T ZEW) )

Name and Address of
(4824 [ o> 4 Bt Je OMEFT)

Name : Last

Attending

Physician

Firs

(4 i) (k)

Office :

(%)

phone

B BE AT HR AT 4)

Address :

(FE&5)

(fEAT)

Date:

Signature

(AA)

(E4)

Attending Physician A4 [E



FHER @mmamms @)

7. R GELL)

8. W - AUE - BE - LV N - FDOM
(&L - mrEA. TE (HF) %, BEHOICER)

%LI.__[(L

Zau|

EAT

=
FER




RECEIPT (DENTAL)
e B aE U BH Rl 25

ServicesiZIENE Tooth No. #izt| Feeli% ServicesiZIENE Tooth No. &izt| Feefld
1.Examination# 8.FillingzigAmal7~n #a 1serf
2. X -rayV/ M vt 2serf
Bite-Wingswe#m X 3serf
Periapicalimwsn X Comp. #avyy  1serf
Panoramic ¢/ 5+X 2serf
Models#7* 125 v 3serf
3.Medication# Yes/No (9. Inlay / onlay

4. Prophylaxiestiii /Scaling i il

Fluoride” v bt

10. Amal. / Comp. Bulid-up

TeH hTEEVY T AT B EE

5.Extraction# i

Post ¢ core A4nay

6.Periodontal Scalingin T iifi:

11.Crown Porcelain/Gold

/Root Planingir i1k

R N VA

Gingival Curettagessfn

Silver Alloy ##a4

7.Pulp Capmitm

Other =it

Pulpotomy gt - bk

12.Bridge Work7y Abutiai

Root Canal Therapy @z

1.canal

2.canal

3.canal

Pontic# '3

A

13.Plate Denturef s

14.0therzof (

Total Fee A3t

Name and Address of Dentist / Office
(BB il 0D B4 B OMREPR S RHp B oD 44 Bk B OFTTE Hi)
Firs

Name : Last

(% i) () (%)

Office :

phone

O BE ST HR AT 4)

Address :

(FEF%)

(fEFT)

Date:
(B

Signature

(F4)




