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[th7] 1. Please fill in this form so that the patient may claim the social insurance benefit.
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2. This form should be completed and signed by the attending physician.
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Atteding Dentist’s Statement
HRZERASHEAE

Name of Patient (Last, First)

Age (Date of Birth)

Sex ( Male * Female )

B4 A H MR (5 - %)
Date of First Diagnosis Day of Diagnosis and Treatment
W2 H P H days
Tooth Number  #=
Permanent Tooth  Fk/A M Baby Tooth .t
R 87654321 | 12345678 R edcba | abcde
87654321 12345678 edcba abcde
1. Name of Illness (AT
(DDental Carics @Missing Teeth (@ Pyorrhea Alveolaris @Others
S ERIE K5 A IR F DAt
| | |
2. Dental Treatment  #HEHEE Tooth No. #= Material  #1} Fee 1HH
Initial Office Visit IR
X -Ray Examination X
Dental Pulp Extirpation #&#6
Extraction Pt
Filling FeiA
Inlay A/V—
Metal Crown & B
Post Crown e i
Jacket Crown VY ry Nt
Bridge Work ANV
Plate Denture BIKFEHR
Partial Denture  JREizEte
Complete Denture  #AZ%
Treat of Pyorrhea Alveolaris
A R LB
Medicine e
Others Z D
Total
Name and Address of Attending Physician
Y =L A K OMERT
Name 4w : Last ItF First £
Office Address
JRBERERT Phone
Date Hft Signature £4
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