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(DThis form is used for claiming the health insurance benefit. COERIIEBERBOSEFOBREI CERSLET
@)This form should be completed and signed by the attending physician. ORI HEYE TS, B ELT

(@Please fill in the description of service other than listed items. (3215) W15+ dfth OEEBIZIII~ 14T Y LR VEEAELTEAL TEEN
@)One form for each month and one form for hospitalization/outpatient. & A8, AR AEAEIC oS, oI E T
ATTENDING DENTIST'S STATEMENT
ERBRANTHAS
Name of Patient Date of Birth Sex O M O F
2 F & £ # B B % 5 - =
Date of services
Z# A From to Total &8t Visits  [2]
Tooth Number T
Permanent Tooth FAH Milkey Tooth L
$1 #2 #3 #4 #5 He #T gy #u Z1o #11 12 F1 z14 Z15 #l1e #A BB 2C 2D BE BF 2G #H 0# 2l
8 7T 6 5 4 3 2 1 ‘ 1 2 3 4 5 & 7 8 E C B -\| A° B C D E
R. L R. L.
8 7T 6 5 4 3 2 1 ‘ 1 2 3 4 5 6 7 8 E D C B —\| A°B C D E
232 231 230 229 228 22T 22 L5 L4 23 22 2] £20 219 LIS 21T sT 25 =R 20 P 2O =N &M B K
services Tooth No Fee services Tooth No Fee
EENE JEZER e TENE JESERY &
1
1. Examination 2% 8. Filling Amal 1. suf.
- r
FEHE 7w A 2.0 st
r
2. X-ray Bite-wings HEERI X 3. suf.
: L ; 4
Lubr'y Perlapical fZiEE! X Comp. 1. suf
e e . r .
Panoremic /7 EBIEE #E 2. suf
E— r
Models Vi 3. suf.
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9. PZ - IMP « BT
3. Medication 3ZZFE O ves O nol
4. Prophylaxis, Cleaning B ﬁ%%*ﬁﬂ:ﬁ Lf: lzgﬂﬂ:%ﬁﬁyq %%&‘j"‘c < f'ié VY, )
Fluoride 7»{t478Am
5. Root planing 10. Inlay/Onlay (Material ]
LS VA e A =Tl
Gingival Curcttage 11. Amal./Comp.Build—up
B o MENE FTEEMIC IO T EEE
Perio—operation Post& Core AS#Aa7
HE AR R Other Z0fth  (Material )
6. Extraction 12. Crown 7
R Porcelain/Gold F—tLy&
Other Operation  FOfFEHF Silver Alloy #R&4&
Gold-Silver Palladium (&/7)
7. Pulp Cap Other FOit (Material )
HEHEE
Pulpotommy 13. Bridge Work 7'V
HEEE Abutment EE® (Material )
Root Canal Therapy Pontic FvF w7 (Material )
RERR 1 canal 14. Dentur HEZE® (Material )|
2 canal Repair ZEMWE (5
3 canal 15. Other(specify)F @it
meE ¥ Medical Certificate =
Name and Address of Attending Physician 83 E o4& gl B OERT
Office/Phone JRPE X X225 FT/ EiE Total Fee
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[= -]
Name &#1 : Last T First %
Date Dentist’s Signature
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