Request to Attending Physician

1.Please fill in this form so that the patient may claim the social insurance benefit.
2.This form should be completed and signed by the attending physican.

3.0ne form for each month and one form for hospitalization/outpatient(home visit) should be filled out

1
Tel.
Attending Dentist's Statement
Name of patient(Last,First) Age Date of Birth
Date of First Diagnosis o/ m/ /Y Days of Diagnosis and Treatment
CH ( From , to , ( days)
(| ( : From , to , ( days)
Primary tooth
q 7%,
Upper ‘“... “‘u“
T Lok LB E) (L) -
Lower Fod 4 = ﬁ%%% ‘ (i)[i’%'“’ w
Date Tooth No.
or Letter Concrete treatment content
MO]DA.| YR.
example
1110(10 44 Inttial Office Visit ~ Decayed tooth treatment
1117110 #4 Follow—up Office Visit 3/5Crawn insert 3/5
Name of Attending Dentist
Name : Last( ) First
Name of Dentists Office( )
Name ( ) - Phone( ):
Address( ): Which country( ) :
Date( ): Signature

Reference Number of your Medical Record( applicable)

Attending Dentist

224

Request to Attending Physician or Superintendent of Hospital/Clinic

1.Please fill in this form so that the patient may claim the social insurance benefit.

2.This form should be completed and signed by either the attending physician or the superintendent of a hospital/clinic.
3.0ne form for each month and one form for hospitalization/outpatient(home visit) should be filled out.

1
4.1f not in dollars,please specify the unit used.

Itemized Receipt (DENTAL) /

Name of patient(Last,First)

Localization of Teeth

Permanent Teeth Primary Teeth

#1  #2 #3 #4 H5 #6 #7 #8

For which month( )

Tel.

#A #B #C #D #E |#F #G #H # #)

R87654321|12345678L REDCBAABCDE
8 7 6 5 4 3 2 1|11 2 3 4 5 6 7 8 EDCBAABTCUDE
#32 #31 #30 #29 #28 #27 #26 #25|#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P |#O #N #M #L #K
.Name of lllness
1.Dental Caries 2.Missing Teeth 3.Pyorrhea 4.The Others
| | | |
| | | |
1.Examination 10.Amal /Comp.Build-up
2.X-Ray Bite-wings < Post Core
Periapical =< Other
Panoramic >
Models 11. Crown
3.Medication Porcelain/Gold
Silver alloy
4.Prophylaxies/Scaling - Other
Fluoride
5.Extraction 12.Bridge Work
6.Perio-dontal Scaling/ Root planing Abut
Gingival Curettage Pontic
7.Pulp Cap
Pulpotom 13.Plate Denture
1canal Partial Denture
2canal
3canal
8.Filling Complete Denture
Amal. 1.Serf
2.Serf
3.Serf 14.Certificate
Comp. 1.Serf 15.0ther (Specify) ( )
2.Serf
3.Serf
Other
9.Inlay/Onlay
Unit is |T0tal
Name and Address of Attending Dentist/Superintendent of Dental Clinic ( )
Name : Last( ) First
Phone

Name of Dentists Office

Date : Signature

(

Attending Dentist/Superintendent of Dental Clinic




