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Attending Physician’s Statement (DENTAL)

(17/2)
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(ZEABRBHEAES) (&#)
Name of patient(Last, First) Age (Date of Birth) Sex(MaLe*Female)
(BERA) (FE#) (EFEAH) (T3 (B-%)
Date of First Diagnosis (M#ZH)
Date of Diagnosis And Treatment (ZEEBR) days
Localization of Teeth (EB{iL)
Permanent Teeth (K A) Deciduous Teeth (ZLBg)
87654321 ’ 12345678 L R edcba ‘ abcde
87654321 | 12345678 edcba | abede

1. Name of llness ({&%F &

1. Dental Caries

(SRHAE)

2. Missing Teeth 3. Pyorrhea Alveolaris
(R18) (EFERRTR)

4. The Others
(Z0ith)

2010.11. 10
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2. Dental Treatment (B #}85E)

Localization of Teeth Examined (& s EB{L)

Material (#4 %)

Fee CGAEE)

Initial Office Visit (#]E2%})

X—Ray Examination (LUMNTY &)

Dental Pulp Extirpation (3RE#)

Extraction (3RH)

Filling (3E48)

Iniay f>L—)
Metal Crown (£E™)
Post Crown €55 5)
Jacket Crown (Vrtob )
Bridge Work (7))

Plate Denture (HFRZEHN)
Partial Denture (BEE&EMN)
Complete Denture (42 15)

Treatment of Pyorrhea Alveolaris

(ERERRALE)

Medicine ($% &)

The Others (FM1th)

Other medical certificate(3CE{L)

Name and Address of Attending physician /Superintendent of

Total (B ET)

Hospital or Clinic (3EYEXIIKEREHRRDBRIKRTER)

Name Last First Title
(%) (84) (%)

Address : Home (H=E) Phone
(EERT) Office (B (B HEH) Phone

Date Signature
(BfH (B4)

2010.11. 10




