Form B

Request to Attending Physician smuE~onsmEn

1. Please fill in this form so that patient may claim the socila insurance benefit.
COHKRIEBEEOHERIEODHBRTORBIZVLETT DT, SIAZHELLET,

2. This form should be completed and signhed by the attending physician.
CORKIFEYENTAL. MDBRALTTILY,

3. One form for each month and one form for hospitalization /outpatient(home visit)should be filled out.

ZRE. AR-ABRENEIC, COBKKTBHIBETT,
4. Exclude the amount irrelevant to the treatment,i.e.payment for a luxurious room charge.
SRENE CARICEEBRREVEDIFBRLTTSL,

Attending Physician’'s Statement < Itemized Receipt zmnzammssmnnms @)

Name of Patient Date of Birth Sex O M F
BED £%AH 5 E £
Initial Office Visit Month of Services Days of Service days
EAE 2EA ZEREH 3| =15

Type of Treatment

O Outpatient or

home visit ARzest

O Hospitalization Az

Day of Services

1234567891011 1213 141516 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

ZHEH
Localization of | Permanent Tooth kA& Deciduous Tooth L&
Tooth 87654321|12345678L REDCBA ABCDE
Btz 87654321/12345678 EDCBA|ABCDE
Name of lliness 1. Dental Caries 2. Missing Tooth 3. Periodontal Diseases 4. The Others( )
1&iR% SRbIE Rig % ZDfh
Dental Treatment Medical treatment contents zan= Material Fee
EE AR vl supplement  ## 2 ok RERE
linitial Office Visit MEH [l
Examination £ =4 [l
X — Ray Examination ix#igZE O
Dental Pulp Extirpation k% O
Operation F i O
Extraction il ]
Prophylaxies / Scaling #FH/K%= |
Treatment of Pyorrhea iggpzimm 0
Alveolaris [
Medicine BE ]
Filling FiE O
Inlay 1oL— O
Onlay FoL— O
Metal Crown *BE O
Post Crown M O
Jacket Crown vk | O
Bridge Work PP O
Partial Denture SEE A O
Complete Denture &% O
If you choose other, please be sure to fill in
the contents ZOth#EBAKISEIREELTEA
The Others ZDits O
If not in dollars,please specify the unit used. = Unit is
ot e 3 - ey Total Fee
FLUAOERDIBEIEZOEEENTTE, R EAL

Name and Address of Dentist Office EHEMORLZ RV EFRE-IFEHERORFR VAR

Date

AH

Signature

Z4

(if applicable)
ZERBEOES

Reference Number of your Medical Record
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PNAR—REL O Y £+ iF #
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