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Form C TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
FR=LC EEEEIEEE) AR

Request to Attending Physician
BHEADBFAL
1. Please fill out this form so that the patient may claim health insurance benefits.
ZOKAIEEFEORRREOKHORFBICHETTOT, AAZBBLLET,
2. This form should be completed and signed by the attending physician.
ZOREBHENRZAL, " DEL LTI,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

HFAE. £ AR, ABRAEICOE, ZOKK 1 KHABETT,

Attending Dentist’s Statement
BRI 2R ANA B E

Name of Patient (Last, First) Date of Birth (D/M/Y) Sex Male - Female
BEHL 4FAH . . TR
Date of Initial Visit (D /M /Y ) No. Days of Visit/Treatment Medical Record Number
Iz H . . A=k days TESES
*Please circle the treated tooth AL 7ZEICOZ2IFTLZa L
Permanent teeth Primary teeth
(UPPER) :

e DRHARSANAARBARAS
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—

13404 8aaas

(RIGHT)
LAAT

(RIGHT)
(LA7T)

SeERRhR IR iRe  oethg e

{LOWER)

TYPE OF TREATMENT &% D48

Dental Treatment Tooth No. and Surface Date Fee
R A L BRI D M Y BEE
Initial Office Visit FIEZ
X-Ray Examination Ly b vigE

Dental Pulp Extirpation E9yiicl

Operation FilT

Extraction g

Filling FeiE

Inlay AL — *Material M7 ( )
Metal Crown #EW *Material = ( )
Post Crown s e *Material = ( )
Jacket Crown > ¥4 v +7d *Material &4/ ( )
Bridgework 7w *Material &M ( )
Denture BRESE

Partial Denture BEEE

Complete Denture five=ae]

Treatment of Pyorrhea Alveolaris B R RALE

Medication 8
Other Z Dt

Total BEr

ATTENDING DENTIST INFORMATION 18 3 t5 ) [ 15 2R Currency Unit &AL

Medical Institution Name : (EEEEI4)

Address : ({EFT)

Name of Physician : (JBH[E£) Title : (F75)

Signature : (Z4) Phone : (EB3E)

Date Completed : (fERRE A H)
RESEREERIREE 2025.2
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Form B TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)

=B

Request to Attending Physician
BHE~DBFEN
1. Please fill out this form so that the patient may claim health insurance benefits.
ZORKRAIEEEDREFRROMBIORFICHETTOT, APHEBENLES,
2. This form should be completed and signed by the attending physician.
CORIFEYENTZAL, " DOBALTLIZE L,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

ERE. £ A, ARAEICOE, 20K 1 BHABETT,

Itemized Receipt

ERI(RBIELE) AR

MO R E

1. Initial Office Visit ) Z #
2. Follow-Up Office Visit = 2 B
3. Home Visit Zes 2 x
4. Hospitalization A T &
5. Consultation 2 fad =
6. Operation F fit7 =
7. Nursing Fee BxEsEME
8. X-Ray Examination X 8 % & &
9. Tests Performed BRI -~ S

*Please provide details below  * IRERAE% A
10. Medications MEMEREEETA

*Please provide the name and dosage for each medication [& -3 b=
11. Treatments/Procedures 0 [ =
12. Surgical Dressings ) L =
13. Anesthetics R i =
14. Operating Room Charge F M E B B
15. Other (Please specify) o (R L)
16. Total & B

Currency Unit

WE BN

IMPORTANT : Exclude any irrelevant costs to the treatment, i.e., payment for private/deluxe room.

FE O FRERE, ARICEEBRROAVEDIIKRLTETN

ATTENDING PHYSICIAN INFORMATION 18 4 &5

Medical Institution Name : (E&E#%EIZ)

<)

Address : ({EFF)

Name of Physician : (B &EZ)

Title : (FF5)

Signature : (B£)

Phone :

B

Date Completed : ({ERE A H)

R=BEFRRFRIRES 2025.2
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9. FREBOAR (EREDOAR)

10, EREZEORNIR (E0Lir, 8)
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