Request to Attending Physician
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1. Please fill in this form so that the patient may claim the health insurance benefit.
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2. This form should be completed and signed by the attending physician.
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3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
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Form C Attending Dentist's Statement
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1. Name of Patient (Last, First) Age (Date of birth) Sex (Male *Female)
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2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
# % H ) ) Z K days
Permanent tooth Primary tooth
(Upper)
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(Lower)
Services Tooth No. Fee Services Tooth No. Fee
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1. Examination 8. Filling Amal 1 serf.
R FHE T 2 serf.
2. X-ray Bite-wings X 7 2 3 serf.
VN IgER Comp. 1 serf.
P2 #HE 2 serf.
Periapical X LoV 3 serf.
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9. Inlay/ Onlay
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3. Medication [JGargle [Antibiotic = [JAntalgic 10. Amal. / Comp. Build-up
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4. Prophylaxies / Scaling 11. Crown Material #4%}
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Fluoride Porcelain / Gold - Silver Alloy
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5. Extraction Other
Pt Z DA
6. Periodontal Scaling / Root planing 12. Bridge Work Abut
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Gingival Curettage
BEEE Material #4%}
7. Pulp Cap Pontic
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Pulpotomy 13. Plate Denture
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Root Canal Therapy

RETRE
1 Canal 14. Other (specify)
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Total Fee
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Name and Address of Attending Physician
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Name i) :Last (i) First (%) Title (Fr5)
Address ({¥FF) :Home (H=%) Phone (Ez:H)
Office (Pt £/ 132 AN Phone
Date (Hf) : . ) Signature (E4)

Attending Physician ($124[%)
Reference Number of your Medical Record (if applicable)
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