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Attending Dentist’'s Statement
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1, This form is used for claiming the health insurance benefit.
CORKIERERBROBMAOBBICERINES,
This form should be completed and signed by the attending physician.

One form for each month, one form for hospitalization/outpatient and home visit.

Name of patient (Last, First) Sex (£ Age =% Date of Birth (£€HA)
(BER) Male * Female /
(B (%) Month Day Year
Date of First Diagnosis (#28) Days of Diagnosis and Treatment Medical Record Number
/ / €Z:3=k-9) (BEBEES)
Month Day Year Days
Please circle the treated tooth ARLIZEICOZE DI TEELY)
Permanent Teeth i Primary Teeth
(kA HD) [UPPER] : (3L [UPPER]
L} r—~ I Lo ] —~
'c%12345678“910111213141516E: %ABCDE“FGHIJE
& 3231302928272625“2423222120191817 J 1 & TSRQPHONMLK 4
[LOWER] ' [LOWER]
Condition (&%#%) Please circle the appropriate one (%I 23DITOZEDIFTIEELY)
~cavity(C) *missing tooth(F)  -Stomatitis(G)  -Pyorrhea alveolaris(P) *extraction needed(Z)
(RE) (&) (AR%%) (E1ERR) (EiRe)
-The Other  ( )
Dental Treatment Tooth No.and Surface Material. ETC Date Fee
(EELER) (BEES-BEEAD (FE#. T D) Month/ Day/Year GREER)
Initial Office Visit _ / /
(FNEgH) No.
X-Ray Examination - / /
(LURTUBE) No.
Pulpectomy _ / /
(3REH) No.
Extraction - / /
(3R eE) No.
Filling
(1) No. /o
Inlay
(A4oL—) No. / /
Metal Crown / /
(EETE) No.
Post Crown / /
(G 5e 2R ) No.
Jacket Crown / /
(CrTybiE) No.
Bridge
FwP) No. / /
Plate Denture / /
(BEREH) No.
Partial Denture / /
(SEIET:) No.
Complete Denture / /
(¥azxth) No.
Treatment of Pyorrhea Alveolaris _ / /
(EERRLE) No.
Medication / /
(FEE) No.
Others(Please Specify) Y /
(2D SEEALEESLY) No.

ATTENDING PHYSICIAN INFORMATION

Total

(B L EEHRE)

Currency Unit

GEEBA)
Medical Institution Name (Eg#Ei®)
Address (f37R) Phone (BEES)
Name of Physician (BuEK$) Title G5%)
Date (GEAR) Signature (E%)
/ /
X Attending Physician (BLHE)




