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Request to Attending Phyisician
HYEADHFEL
1.Please fill in this form so that the patient may claim the health insurance benefit.
ZOHRKNITBEORBEREOGH OBRFIILETTOT, EAEEVLET.
2.This form should be completed and signed by the attending physician.
ZOFENIIRYERES, »OBALTTE,
3.Please specify material,for items marked 3.
WHIOEBIZ W TIEHHMELARELTTFE W,

Attending Dentist's Statement
WEZRRNSHMES

Name of Patient Date of Birth Sex [OM OF
BEA £5A8 51 B =

Date of Tnitial Office Visit Days of Services days
IEAS =L N = | |

Tooth Number # =\

Permanent Tooth 7K/ M Milky Tooth 5L
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[

H

2T @S

H:

=0|0F%
o] o

3| m

=-H -]

> [
it
&

Dental Treatment % &% Teeth £t Materials #1#} Fee A #

Initial Examination #15 — —

X-Ray Bite-Wing 8 X123 4 — =
L2 5 UE Periapical R X1234 — _—
Panoramic/ ¥ — —

Filling : 1 surface 1@ it
F#M 2 surfaces 2@
3 surfaces 3@

CastCrown Hi&EE 3
Post Crown  ## i ti
Others E Dt

Root-canal therapy 18 & 50 i —

Extraction & t . —

Bridge Work 7 'J w &

Plate Denture H FR#&

Periodontics : t #4 j# iF 0 &
Dressing : & Z#H i
Periodontal scaling : A& T OKE —
Gingival Curettage : & 8 §% e ~ i 8 J& i F #ff -

Preventive : Prophylaxies t& 7 & —
Fluoride 2 v it¥ &% =

Medication 1% % — b

Others € 0 ftt

Name of Dental Surgeon Total 51
(Signature) |E i O o4

Address of Office Date
HRHE R OTTER B

ALL NIPPON AIRWAYS HEALTH INSURANCE ASSOCIATION
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