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Request to Attending Physician
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1. Please fill out this form so that the patient may claim health insurance benefits.
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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 for each hospitalization / outpatient visit (home visit) should be filled out.
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Form C

Bk C Attending Dentist’s Statement
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Date of Birth (D/M/Y)

Name of Patient (Last, First) Sex Male Female
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Date of Initial Visit (D/M/Y)
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No. Days of Visit/Treatment
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Medical Record Number 72056555
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*Please circle the treated tooth
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Dental Treatment
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X-Ray Examination
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Operation
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Extraction
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Metal Crown &JEjE  *Material 3544 (
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Bridgework 7VUw»¥  *Material 344 (
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Partial Denture
Complete Denture
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Treatment of Pyorrhea Alveolaris
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Medication
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Total &t

ATTENDING DENTIST INFORMATION 824 5 % 2 155 Al
Medical Institution Name: ([EEHEI44)

Address: ((FFT)
Name of Dentist: (2 24 i 5} )

Title: (Fr =)

Phone: (i)
Date Completed: (EREEH H)
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