Request to Attending Physician
HHEADBFE

1. Please fill in this form so that the patient may claim the social insurance benefit.

Z ORI EE O 2RO O HFEIC L ETTO T, GEHE BV L 7,
2. This form should be completed and signed by the attending physician.

ZOMRBIEENFZ, 2»OFEXE LTI,
3. One form for each month and one form for hospitalization/outpatient (home visit)

should be filled out. &A%, Aki- AB&SHEIZH. ZORAASBETT,

e Attendlng Dentist’s Statement
(EFIZENRHEE)

Name of patient (Last, First) Age (Date of Birth) Sex (Male - Female)

(&%) £ (EFHH) PRI (5 - %)

Date of First Diagnosis(#Jiz H) :
Days of Diagnosis and Treatment (2

Permanert T 1\
SAATATN
(Upper) ,E\ %\ ,E\ g@c’)ﬁ R ﬁﬂg %
O O
2 (30730 X9 @27/l | @ W@@a (i) m SE SR | OETE =
(owen "ll T W IO | U0
Tooth No. Description of Service Date Amount

or Letter (Including X-Rays. Prophylaxis. Materials used. ETC.) MO, DA.| YR.

Total Amount
Name and Address of Attending Dentist
(124 R 0> 44 i Je A7)
Name  : Last(#) First (#)
Address ' Home(H%) Phone
Office (ke X 172 9% iT) Phone
Date : Signature(F %)

Attending Dentist (3H24[%)

Reference Number of your Medical Record (if applicable)
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This form is used for claiming the social insurance benefit.
Z ORI 2R ORH OWESEIC A hE T,

Itemized Receipt (DENTAL)
wEHO B E O (KR

Name of Patient ZZ %% Age F4 Sex (Male Female) 51
Date of First Diagnosis Days of Diagnosis and Treatment
EIEZ 2 B days
Localization of Teeth  #Bfif
Permanent Teeth kK ABH Deciduous Teeth FLik
87654321|12345678 Redcba|abcdeL
87654321‘12345678 edcba‘abcde

1. Name of Illness {574

1. Dental Caries 2. Missing Teeth 3. Pyorrhea 4. The Others
9 ghJiE ki~ 1 T < DA,

2. Dental Treatment Localization of Material Fee
WFl29 | Teeth Examined (A7 B TR

* Initial office Visit
RS

* X-Ray Examination
VUM Ui

* Dental Pulp Extirpation
7T}

* Extraction

* Filling

* Inlay

* Metal Crown

* Post Crown

* Jacket Crown
D AN

* Bridge Work
P4

* Plate Denture HIRF%
Partial Denture J&idz% M

G\ 24 1

Complete Denture #FHth

* Treatment of
Pyorrhea Alveolaris

B R AL
* Medicine
JIRSE
* The Others 2o
Total &l
Name of Dental Surgeon Signature
K B K £ & 4

Name and Address of Dentists Office
PRIRHZEFE D 2B M OS £ 3
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