Request to Attending Dentist BFE~DIBFE

1. Please fill in this form so that the patient may claim the national health insurance benefit.
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2. This form should be completed and signed by the attending dentist.
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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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Attending Dentist’s Statement RN HMNE

1. Name of Patient (Last , First)
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2. Date of First Diagnosis :
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3. Duration of Treatment :
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Age (Date of Birth)

Sex (Male / Female)

Fln (EFEHR) PRI (B )
D/M/Y / /
G R AE / /
days

Identify Missing Teeth
With “X”

FACIAL
“X” Remarks for Unusual

Services

Date Service

Tooth Name of Illness | Surface | . . Description of S urvice . Performed
#or 4, TR (lncludjflg X-(rals,Prophylax1s,MateIi1a‘,l‘s Psed,etc) DIM/Y
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1. I
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3. /A
4. I
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7. I
8. /A
9. /A
10. I

Description of Services (If other than above) _EFELIZMDALE

Name and Address of Attending Dentist H#EHE D4 Rijk L OMEAT

Name 4] : Last @

Address {£F1 : Home HE

Date Hf :

First 4 Title ¥ =
phone
Office JFl% £ 721X 2T phone

Reference Number of your Dental Record Gf applicable) i2#ikD%E = -

Signature &4 :
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