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 attending physician.

Attending Dentist’s Statement

Name of patient (Last, First) Age (Date of Birth) Gender(Male Female)
( ) ( ) ( )
Date of First Diagnosis ( ) Days of Diagnosis and Treatment ( ) days
Permanent tooth Deciduous tooth
(Upper) &= 87654321 | 12345678 0| T edcba |abcde m
(Lower) g 87654321 | 876556738 3 g edcba\abcdeﬂ
Name of Iliness
1. Dental Caries 2. Missing Teeth 3. Pyorrhea Alveolaris 4. The Others 5. The Others

Itemized Receipt

Initial Office Visit
X-Ray Examination
Dental Pulp Extirpation
Extraction
Filling
Inlay
Mental Crown
Post Crown
Jacket Crown
Bridge Work
Plate Denture
Partial Denture
Complete Denture
Treatment of Pyorrhea Alveolaris
Medicine
The Others

Total

Name and Address of Attending Dentist

Name Last , First Title
Address Home Phone
Office Phone

Date Signature




