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Request to Attending physician
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1 Flease fill in this form =0 that the patient may claim the National ITealth insurance henefit.
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2. This form should be completed and signed by the attending physician.
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» Cavity {(C) (L) - migging teeth (F) (Rf) - stomatitis (&) (1 #48
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Date of First Diagnosis (#]5211) Currency paid
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-Capping connected ([ ¥ )

C‘]:ﬂpped Teeﬂ:l '\j” n #'1 ’; ’h‘hllw ]./.'_'/// L JJ |:||5f‘( & figg\)
‘Bridge (7' )

-Partial avtificial teeth ()3T EHE)

*Total artificial teeth (FHIEH)
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