FAHRC — 1175 (F1%23.10)

| Attending Physician's Statement (BHREASTIHESD I

This form is used for claiming the social insurance benefit

Name of Patient (S33%4%) Apelfh) Sex(®.7) Male,Female

First Diagnosis(##H) Days of Diagnosis and Treatment (BEH%) days

Localization of Teeth(fi)
Permanent TeethtK AR) Deciduous Teeth (3#)
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Dental Treatment Localization of Teeth Examined Unit| Amount

Date & Material fee fee

* Examination/Consultation

* X-Ray Examination(Pancramic, Intraoral, Bitewing)

* Scaling & Polishing/Prophylaxis

¥ Topical Fluoride Application

* Restration |@Amalgam Simple/ Complex

@Light Cured Resins Simple/ Complex

Bonding/titanium screws

@ Crown Ordinary/with pin core
Jwith root post core

@Bridge

* Root Canal Therapy (single,double,multi)

* Periodontics(Curettage ; Root Plan & Scaling)

*% Exlraction (Routine/difficult)

% QOral Surgery  @Impacted Teeth @ Apicoectomy
@Periodontal Surgery
@Others

~

* Partial Dentures(Acrylic,Chrome Cobalt, Others)

# Complete Dentures(Acrylic,Chrome Cobalt, Others)

* Orthodontic Treatment

* Medication

% Others

Total

Date
Name of Dental Surgeon Signature

Name and Address of Dentist's Office




