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This form is used for claiming the health insurance benefit
00000000000000000000000

ATTENDINGO PHYSICIAN'SO STATEMENT
g b0 oo o oo

Name of Patient Date of Birth Sex OM OoF
ooo gogdd EEN O
Diagnosis / Symptoms 0O Sickd OO
gbogooo 0O Preventive care0 0 0 0 0O
0O Pregnancy in normal condition0 0D 000000
Description of Services Fee Description of Services Fee
oooo oo oooo oo

10Outpatient OO
Date of Services 0 0 O

Initial VisitO inthiscareD 0 OO0 000

Subsequent Visit 0 O

60Inpatient O O

From to
0 Admission 0 OO [ Discharge 0 00O

Total OO _ Days[T]

Doctor's Fee[J O OO O OO
Room([Food, etc. OO0 O OOOOMO

Total OO Visits 0

70Operationdd O

Fixation(IJ O

2 Medication
oad

O yes 0 no

Dressing[1] O
Other Proceduréd] specifyldD 0 OO OO

3 O Injection 0O IV Treatment
goooo oo

800 Anesthesialld O

O Local O Spinal 0O General

4 Laboratory / Clinical Exam0O specify0d O O

00 0 0

90 Operation 0 Emergency Room
ooo ooooo

10 RadiologyOD O O OO

0 X-rayd 0oooog O
O cToooooooooooo

O

11 Other§l specify00 O O

O

O Urine O
O Blood OO
O
O ECGUOEKGO OOO
O Ultrasound0 OO0 000
O
O
5 Physiotherapy ____ times
oood O

O

O Medical Certificated 0 0 O

Name and Address of Physician / Hospital,Clinic,Office
Jdodooobbmooooobobbooooooo

Tatal Fee
00

Reference Number of your[d
Medical Record (if applicable[

Date Physician's Signature
oo goooo

gooogo




This form is used for claiming the health insurance benefit
00000000000000000000D000

ATTENDINGL DENTIST'SO STATEMENT
g o oo oo b o0

Name of Patient Date of Birth Sex oM OF
ooo oOooa oo O O
Date of Services[]
ooad From = to TotallD O _—_ Visits[T]

ToothO Numberd O 0O

Permanent Tooth[T] O O Milky Tooth(TJ O
#1 #2 #3 #4 #5 #6 #7 #8 | #9#10#11#12 #13 #14 #15#16 #A #B #C #D #E | #F #G #H #1 #)
87654321|12345678 EDCBA|ABCDE
87654321|12345678 EDCBA|ABCDE
HI2HILHI0H29#28#2T #26 #25 |#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P | #O #N#M #L #K
Services Tooth No. Fee Services Tooth No. Fee
gogdd gd od goood ad gd
1 Examination1] [J 8 Filling Amal. 1Csurf.0]
. . OO0 (0oooo
2 X-ray Bite-wings[l] [0 [J [k 205urf.O]
ooooo
Periapicald O 0 O [x - 3urf.0d
PanoramicO 00000 O OO - Comp. 10Gurf.00
og
3 Medication[1T] 0 0O yes 0O no - 000 20urf.0
4 Prophylaxis,Cleaningld] O O O 3Gurf.0d
. 0
FluorideD OO O OO 9 Inlay / Onlay
0000ooooo

> ED%ODtDIDDISBIDanDDDDDD 10 Amal./ Comp. Build-up
gooooooooo

Gingival Curettage - - Post & CoreJ00000
O 0oooooo
. . 11 Crown[1]
Perio-operation - - .
oooooon Porcelain/GoldD000000
6 Extraction . _ Silver AlloyT 0 O
Q0 OtherDO0O
Other Operation
oo oo o 12 Bridge Work@D000
7 Pulp Cap -
oo00o Abutmentd O O
Pulpotomy Pontic[D00000
good
Root Canal Therapy 13 Denturell) U L [
Jooo 1 canal Repair1 0 0 O
2 canal 14 Othef] specifyd MO0
3 canal
0ood Medical Certificate[] O O
Name and Address of Dentist / Office Tatal Fee
goodoooobooobooooooboobooon og
Date Dentist's Signature

ud googod






