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(DThis form is used for claiming the health insurance benefit.
@This form should be completed and signed by the attending physician.
(®Please fill in the description of service other than listed items. (3¢15)

@0One form for each month and one form for hospitalization/outpatient.
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ATTENDING DENTIST’S STATEMENT
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Name of Patient Date of Birth Sex 0O M O F
B4 4 % A A P51 ) S
Date of services
2% H From to Total At Visits [H]
Tooth Number Bz
Permanent Tooth 7K/AMH Milkey Tooth ¥LBk
#1 #2 #3 #4 #5 #6 #7 #8 #9 #10 #F11 #12 HI3 #14 #15 #16 #A 8B HC #D #E #F #G #H #  #]
8 7 6 5 4 3 2 1 | 1 2 3 4 5 6 7 8 E D C B A | A B C D E
R. L. R. L.
8 7 6 5 4 3 2 1 | 1 2 3 4 5 6 7 8 E B A | A B C E
#32 #31 #30 £29 #28 #27 #26 #25 #24 #23 #22 £21 £20 %19 I8 #17 HT 85 HR #Q #P 20 EN &M HL  #K
services Tooth No Fee services Tooth No Fee
IRV B B4 IR B3t k4
1. Examination #2%% 8. Filling Amal r1 surf.
FEI TH A r2 surf.
2. X-ray Bite-wings LA X r3 surf.
VUMY Periapical  FEYEHAY X Comp. rl surf.
Panoremic /)7~ K@ i HE . surf,
Models vy 'é surf.
AT UET i)
9. PZ IMP « BT
3. Medication #%3£ [ vyes O no WiE%  FI% WA
4. Prophylaxis, Cleaning k% Material of dental restoration ( )
Fluoride 7{b#p¥As AT DER M OM B4,
5. Root planing 10. Inlay/Onlay (Material )
A=Yy e =k V== ) A =T~
Gingival Curcttage 11. Amal./Comp.Build-up
Ry ME e FEHM I D I REE
Perio—operation Post&Core A#nary
i JE VR Other ZOfth  (Material )
6. Extraction 12. Crown jif
Yl Porcelain/Gold =LV -4
Other Operation O TFHF Silver Alloy &4
Gold-Silver Palladium (4/\"7)
7. Pulp Cap Other ZMfth  (Material )
Pulpotomy 13. Bridge Work 77y’
apikiln Abutment 3 (Material )
Root Canal Therapy Pontic #V74y7 (Material )
REIERE 1 canal 14. Dentur A R3EH (Material )
2 canal Repair 2 B & 21
3 canal 15. Other(specify)Z it
R * Medical Certificate Wi
Name and Address of Attending Physician 824 & D4 fij & OMERT
Office/Phone il X725 HT/ % Total Fee
&t

Name 4 fj : Last First 44
Date Dentist’s Signature
A At £ BT DE 4
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