Request to Attending Physician
HYUE~DHFEN

1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORRAITEE OHSRROBA OHRFEICKLETT O T, FEHEZ BBV LET,
2. This form should be completed and signed by the attending physician.
ZOBRITHYENTA L, OBEALTHEI,
3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.

FHE, ABE - ABESMEICAT, Z ORI BB BETT,

Attending Dentist’s Statement

P EHDPRAERMAE
1. Name of Patient (Last, First) Age (Date of birth) Sex
B i CEEAR) . . P£5] (Male * Female)
2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
CIEAE! . . PR days

Localization of Teeth EB{ir

Permanent teeth 7K/AH Primary teeth Lt
Upper . 12345678‘910111213141516 L g ABCDE‘FGHIJ . Upper
Lower ' 3231302928272625‘2423222120191817 L TSRQP‘ONMLK " Lower

Name of Illness 554
1.Dental Caries 7 &l  2.Gingivitis and periodontal Bk P9 & UVH J& ¥
3.0ther disorders of teeth and supporting structures % DM O H & OV O X FHAFE DS  4.The Others & D1t

Type of Treatment {5 D/35H

. Localization of Teeth Examined Date Fee
AR VL
Dental Treatment R EHAR [T MO 1 DA 1 YR Ve
Tinitial Office Visit ¥z E
X—Ray Examination X B
Dental Pulp Extirpation th i
Operation F ity
Extraction 73 2]
Filling R
Inlay A4 L—
Metal Crown & B
Post Crown ]
Jacket Crown vy b e
Bridge Work 7Y v
Plate Denture IR 75
Partial Denture Jr) 3 2% o
Complete Denture Mmool
Treatment of Pyorrhea Alveolaris T IRRILE
Medicine Ei'a 3
The Others * O fth
Total

Name and Address of Attending Physician
Y = D4 | L OERT

Name(4 A Last(#) First(44) Title(#r5)

Address(fEFT) Home(H %) Phone(FEzH)

Office (R BE S IL 2 HEFT) Phone(&EzE)
Date(H ) . . Signature(E4)

Attending Physician (H4[£)
Reference Number of your Medical Record (if applicable)
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五十嵐
長方形

五十嵐
タイプライターテキスト
医療機関にご依頼ください。




