Request to Attending Physician
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1. Please fill in this form so that the patient may claim the social insurance benefit.
COBKIEFOUHRRROBAORBIWETT DT, SIAZHFELLET,

2. This form should be completed and signed by the attending physician.
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3. One form for each month and one form for hospitalization / outpatient(home visit) should be
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1. Dental Carics
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2. Missing Teeth
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3. Pyorrhea Alveolaris
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4. The Others
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*Initial Office Visit #E2Hl

*X—Ray Examination LR URE

*Dental Pulp Extirpation E#D#EH

*Extraction 1R

*Filling  Fti&
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*Metal Crown £RERE

*Post Crown #fiee

*Jacket Crown Ty vhd

*Bridge Work J)w¥

*Plate Denture AKRZER
Partial Denture BX&EHE
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Complete Denture #ZHH
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*Medicine %3

*The Others ZNDith

Name and Address of Attending Physician

Total &&t

HYEDAREVER

Name £HI :Last i First 44 Title 5

Address {¥FfT : Home BE Phone E&E
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