TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
[ FormC (#=cC) | B EEEE N
Request to Attending Physician
FYEE A~ D ISFE

1. Please fill out this form so that the patient may claim health insurance benefits.
ZOKRNIZBEDORREBOBMOBRFBICHETT DT, SAZBEWLET,

2. This form should be completed and signed by the attending physician.
ZORRITHLERTAL, MOBL L TLIIEIN,

3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.
FHE, AR, ABSMEICOE, ZOFEX 1AL TT,

Form C (#=C) , e - —
Attending Dentist’ s Statement (3 £l &2 B N & B i =)

Name of Patient (Last, First) Date of Birth D /M /Y) / /
Sex (PRI Male - Female Medic?;j;;;gg; mber
Date of Initial Visit (pat/ vz /S S No. Days of Visit/Treatment days
*Please circle the treated tooth JHHEL7-HIZOZ DT TTZEWN
Permanent teeth Primary teeth
%M R @QQQ g@g@n@
g 4 5 6 7 8 9 10 11 12 13 14 15 16 /—E\ g C D E F G H I ’F;
» QO 25|
S @ o 30292527@25 24@2221 20 19 1817;—1@@%885 88@%@5
ﬁ ﬁ (LOWER) B W
TYPE OF TREATMENT &% D55 %8
TN Tooth No. and Date Fee
Dental Treatment BF} A& Surface (BHEEMD [ DM 1V S

Initial Office Visit #F)EZ2#

X-Ray Examination LT U RE
Dental Pulp Extirpation k&%
Operation ZF{i]

Extraction }RE§

Filing FtE

Inlay 12— *Material Z=H#( )
Metal Crown &JE *Material F#4( )
Post Crown f##%EE *Material 3 #4( )
Jacket Crown ¥4k 5E *Material Zr#4( )
Bridgework 1) *Material F#4( )

Denture HREHE

Partial Denture BEfZE

Complete Denture #2ZF 0

Treatment of Pyorrhea Alveolaris S = RNE
Medication %ZE

Other £ Mfth

TOTAL(&ED
ATTENDING PHYSICIAN INFORMATION (1B E 54 )
Medical Institution Name: (JE9EHEEI4)

Address: ((FF7)

Name of Physician: ({84 E4,)
Signature: ($&4) Phone(EE:E)

Date Completed
ERERR)
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