Request to Attending Physician EYEAOSBEL

Form C 1. Please fill in this form so that the patient may claim the health insurance benefit.

(&=O) ORI BEORBRBOBHORECLETIOT, ARESENLET,

2. This form should be completed and signed by the attending physician.
COBHRSIBYHEANTAL NMDOBLLTLEIL,

3. One form for each month and one form for hospitalization/outpatient (home visit)
should be filled out.

ZRE. TR ARAECOE, COBRAIMABETT,

Attending Dentist's Statement BF}FZ2EARAMEFRBEINAHE

1. Name of Patient (Last,First) Age (Date of birth) Sex (Male * Female)
BEE FmEEAR) : . MRl B - &
2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
I H : . EZEk days
Tooth Number (#3)
Permanent Tooth (GKA) Primary Tooth (L&)
1 23456 738 | 9 10 11 12 13 14 15 16 | RABCDE|FGHIJ
32 31 30 29 28 27 26 25 |2423222120191817 TSRQP| ONMLK
Name of Illness (1§9&%&)
1.Dental Caries (38hfE) 2.Missing Tooth (X38) 3.Pyorrhea Alveolaris (Hf&HE) 4.The Others (ZMDft)

| | | |
[ [ [ [

B Type of Treatment ;AED D48

Dental Treatment Localization of Teeth Examined Date Fee
IS V=Ed B ERAL MO. | DA. | YR. aEE

Initial Office Visit #Z%

X-Ray Examination LYMVKRE

Dental Pulp Extirpation k88

Operation  FAi7

Extraction 1k

Filling FiE

Inlay AV0L-—

Metal Crown BT

Post Crown  f##cis

Jacket Crown JvJvhiE

Bridge Work  JUwY

Plate Denture HKZEHE
Partial Denture fBEf&KE
Complete Denture &

Treatment of Pyorrhea Alveolaris
EIERRLE

Medicines %%

The Others Z0ftt

Total &E&t

Unit is @& B

B Name and Address of Attending Physician (384 EDZ 1R MEFT)

Name (%B7) Last(#) First(£) Title(#5)
Office Address (JEBEXzF2EEFTDERT)

Office (JRBRE I BERTDEHR) Phone (&%)

Date (Bf) : : Attending Physician's Signature(84EE4)

Reference Number of your Medical Record (f applicable) ZEHROEZS
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	■ Type of Treatment 治療の分類
	■ Name and Address of Attending Physician（担当医の名前及び住所）
	Reference Number of your Medical Record (if applicable)  診療録の番号

