YRIEFEEEHRK-1-3_R0601

This from is used for claiming the social insurance benefit.

(Z ORI IHERRROFS O HFFEI M S ET5,)

Attending Physician’s Statement (DENTAL)

BRI 3 sEiE)

5]

Name of patient (Last, First)
B = 4

Age (Date of birth)
(F5) (EFHA)

Sex (Male * Female)
(1) & - &)

Date of First Diagnosis : (#] 2 H) , 20

Days of Diagnosis and Treatment: (2 # H %0

days

Permanent Teeth GK/AH)

87654321‘12345678

Localization of Teeth GHA7)

Deciduous Teeth (FLk)

e dc b a ‘abcde

R. L. R. L.
87654321‘12345678 edcba‘abcde
1 Name of Illness ({&F44)
1. Dental Caries 2. Missing Teeth 3. Pyorrhea Alveolaris 4. The Others

(9 fHE) Vsit)

(BEEI) (ZAth)

2. Dental Treatment (HEEHEE) Localization of

Teeth Examined (BT

Material (4%} Fee (BIFE)

*Initial Office Visit (FJZ2EH

%X +Ray Examination (L2 7 Hi)

*kDental Pulp Extirpation ()

k Extraction (P&Hh)

*Filling (FeiH)

*Inlay (> L—)

skMetal Crown (&JEj)

kPost Crown (fkEeth)

kdJacket Crown (7 M)

*Bridge Work (7Y »3)

*Plate Denture (BIRFEH)
Partial Denture (FREigsH)

Complete Denture (fozst)

*Treatment of Pyorrhea Alveolaris
(BRI

*Medicine (#5)

*The Others (FMfth)

Total (&1

Name and Address of Attending physician,Superintendent of Hospital or Clinic

(A S e s R OA T OMERT)

Name Last First Title
CA)) (k) £)
Address : Home (H=) Phone
(fEFD
Office (REXIFE2IET) Phone
Date Signature
(B (B4)



