. SBAMBEXRAHE(ER)
( F A%)
BRBREIOD| . . o
ge =2 ©F il
WRRE
ik P 3:1= & B
sxmoeik| T - )
B U E
EMES EAEN HIE - MESMEEE - AT
EAEAR £ B Bhd # A  BET - HEBXITEES
] £ B H
o
N R £ A B am A - MG
SR % HEEFE L IE & 2 H
(BAETEA BEOERR
g2l1% B X & & = 2
a0 R 17 i@
NEL S CE AR K &
2 -ERED
B A 7E
%
YL E 40
A
| wm-EL-2%E e e
CAREDERY) iR )
- . AEDEE. B & 2 =
A | ARz A5l N ABatd AR -7 = s J 8
E=EHDTAIC - L -
. JPvpady YA ARV (—EBLLMZOEDITS)
* BEEERPNSBLEA
BHBEES et .
it i & B B |85
MEF BT ISEFERBALED. LROLBYBRL-BEBOSEEEELBELET,
= B =
1YIRERBRBAEEE B T
WIRIRE {EFT

(FE=HIEHE]
LCDBRFE

aRs

[FABEMTHFELTTSL, ROFMHEHE—
OIZERNTHMEEFDHER BIGERED)
QIR E R A

XTI HNBRAEL S BB THRSN TS5
2. XMENDRE

K4#

ISR,

PSRN

BERRRDAEEEELL-HENTIHELES .

ARNBDLARIILOBREECLICELGYET OT, ERICLVRSNAEEZERANBTHME LARBAREICE OV T. BRD

A./mA\

BANBREEMRL. MREOEF-RREITLEATSEL,

(2023)



Request to Attending Physician #ELEADHFEL FormB (#= B)
1.Please fill on this form so that patient may claim the social insurance benefit.
COHRRFIBEDHSRIZOBATORBIVLETTOT, SEHEHFBELLET,
2.This form should be completed and signed by the attending physician. CO#HRKITHLUENEZEE, KM DOEBLALTTILY,

3.3.Please specify material, for items marked 3. MEOIEBIZTDOWTIEMELBHERBLTT I,
Attending Physician’s Statement EZEAZRAME (HR)
Name of Patient Date of Birth Sex [OM - [OF
B2EL A% AH “A B E:S
Initial Office Visit #J&2H Name of illness {5JF% Days of Services __ days
=k BfE
Permanent Tooth Tooth Number 3t Milky Tooth ZLE&§
#1 #2 #3 #4 #5 #6 #T #8 | #9 H#10#11 #12 #13 #14 #15#16 #A #B#C#D #E ‘ #E #GHH #L#]
R 8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 L E D C B A A B C D E
#832 #?9,1 #go #39 #;8 #237 #226 #2%3 | #124 #%3 #Sz #24 1 #250 #?19 #718 #?7 #EF #]S) #% #8 #f’A ﬁ% #113\1 #I\C/I #IP#KE
Services Tooth No. Fee Services Tooth No. Fee
1. Examination & Comp. &LV 1.Serf
2. X-ray LURT U 2.Serf
Bite-wings MBEX x 3.Serf
Periapical 1Z#& x ¥Other (Material)
Panoramic /8/3% X ZDfth
Models ARHATAETIL %9. Inlay / Onlay (Material)
%3. Medication [] yes [] no 19— Tob—
S 10. Amal./Comp.Build-up
4. Prophylaxies / Scaling TIV LAV UICKBHEEE
i —iEiERE Post ¢ Core A4)L,a7
Fluoride Zvit¥E#H ¥Other (Material)
5. Extraction k&g ZDih
6. Perio-dontal Scaling 11. Crown 7
/ Root planing Porcelain / Gold —tLy-&
A THEARKRE-REFEL Silver alloy REd
Gingival Curettage $Other (Material)
BEEE ZDfth
7.Pulp Cap % 12. Bridge Work 7y¥’
Pulpotomy SE#ALIET - ke ¥Abut i (Material)
Root Canal Therapy XEH
REAE 1canal 1RE
2 canal XPontic | (Material)
3 canal i-
8. Filling Fi& $%13. Plate Denture (Material)
Amal. 7YVH'A 1.Serf & ARER
2.Serf $14. Other (Material)
3.Serf ZDih
Total Fee &%t

Name and Address of Dentist Office HE EEMD KA RMERTEITERERO MR UFRER

Date Signature

Bt Z4

(FFEEDOH~) L. BRNTHEESHAEETERSATOIRERBT RR—COBREFALTTIL
XEADVWTWSIREB ICEMDEANHDER . ERG MEGEERMICEDLIBGLDMRLTTEL, (2023)
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