This form is used claiming the health insurance benefit.
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ATTENDING DENTIST’ S STATEMENT
B E2 9 PN A I

Name of patient (Last, First)

BEL

Request to Attending Physician
HYE~DIFEN

Fa (EFEAR)

Initial Office Visit

Age (Date of Birth)

% H

Permanent Tooth 7K/
#1 #2 #3 H#4 #5 #6 HT #8
8 7 6 5 4 3 2 1

Tooth Number =\

1 2 3 4 5 6 7

Days of Services

#9 #10 #11 #12 #13 #14 #15 #16

8 7 6 5 4 3 2 1

#32 #31 #30 #29 #28 #27 #26 #25

1 2 3 4 5 6 7

Sex (Male « Female)
PRI (5B - 20)

Primary Tooth L1
#A #B #C #D #HE
D

B A

A

B

days

C

#F #G #H #I #J

D E

#24 #23 #22 #21 #20 #19 #18 #17

D
#T #S #R #Q #P

B A

A

B

C

D E

#0 #N #M #L #K

Tooth No. Description of Service Date Amount
of Letter (Including X-Rays, Prophylxis, Materials used. ETO.) Mo. | DA. YR.
Total Amount
Name and Address oi Attending Physican
Y = O 4 Al K OMERT
Name 4 Hi : Last First Title #r%&
Address {EFT : Home HE Phone i
Office JRPE SUTZHRAT Phone 77
Date H -t Signature
Attending Physician  (FH¥4[%)

Reference Number of your Medical Record (if applicable)

PR OE S




Itemized Receipt

U ERLHE

(1) Fee for Initial Office Visit FlECy S $

(2) Fee for Follow-up Office Visit 2kt $

(3) Fee for Home Visit E2E $

(4) Fee For Hospital Visit AR PRk $

(5) Hospitalization NS4 $

(6) Consultation it $

(7) Operation Fifr gy $

(8) Professional Nursing IHESEF K ¢ $

(9) X-RayExaminations XA A2 $

(10) Laboratory Tests AR $

(11) Medicines = St $

(12) Surgical Dressing DA $

(13) Anesthetics PRI Ry $

(14) Operating Room Charge T2 H $

(15) The Others (Specify) o (FRE L) § $
$ $

(16) Total &t $ [ggé?j

Important : Exclude the amount irrelevant to the treatment, i.e, payment for luxurious room charge

EOE AR IBRICEEBERO 20V DERBRNTTF S0,

Name and Address of Attending Physician

H Y= DL A OERT
Name 4 Hij : Last Itk First 4 Title #&
Address {EFT : Home H=E Phone EEE
Office JRPE IXF2HEIT Phone TE&k
Date H f-; Signature =4

Attending Physician ($HXY4[E)

Reference Number of your Medical Record (if applicable)

IIRDOE 5




