Request to the Dental Surgeon Qb $;|-
o R
SEEEATA D SFEL s
1.Please fill in form so that the patient may claim the social insyrance benefit.
CORKIEIBEDOHRRROBMTOBREFEITHETT D TIERAZHSRBELILET,
2.This form should be completed and signed by the Dental Surgeon.
COBRRTEMEMNESHDBRAL TS,
3.0ne form for each month should the filled out. A &BICZDHKX 1WA DLETY,
4If not in dollars please specify the unit use KILLINADE¥EDIZEIZZT DL REFZNTLEELY,

Itemized Receipt(Dental)

TEUNBAHAE (s Rl
Name of Patient(last,first, Age(Date of Birth) Sex(Male * Female)
BEA FE(EEHARB) TR (5B -%&)
Date of I:_irst Diagnosis . D_ays of Diagnosis and Treatment days
RS =R H &l
Localization of Teeth ER4SL
Permanent Teeth 7K A B Deciduous Teeth FLBg
R 87654321112345678, np edcbalabcode |
8 765432 2345678 edcba]| abecde
I Name of lliness &% %
1.Dental Caries St 2 Missing Teeth R#8  3.Pyorrhea Alveolaris t#&Efle/F 4.The Others ZMD{th

I .Dental Treatment B2 [Localization of Teeth Examined FBR S ER{iI| Material #1%} | Fee BEE
TInitial Office Visit % $
2.X—ray Examination X #R{&2& $
3.Dental Pulp Extirpation #x&# $
4 Extraction R $
5.Fillng FiE $
6.Inlay AL— $
7.Metal Crown/resin & E % $
8.Post Crown by o] $
9.Jacket Crown /vy $

10.Bridge Work PIPP 8

11.Plate Denture BREE
Pratial Denture ISEiEAE $
Complete Denture e AL

12.Treatment of HERER $

Pyorrhea Alvolaris W&

13.Medicine P 52 $

14.The Others Z Dt $

15.Total &5t $

Name and Address of the Dental Surgeor lFIERMD K& R ERT

Name &H] : Last ¥ First 4 Title Fp5
Adress {XfT : Home HBHB¥E Phone %&E
: Office  HEIERR Phone TEZ

Date H{# Signature & 4

X WHEOBERICH->TDIEFE
O HOBERFIBHRICAIGYFER A, L. ERMEBHEOZREIZBHRIZGYET,




