BRE

Request to Attending Physician K4
HEEADOHREL
1. Please fill in this form so that the patient may claim the social insurance benefit. @

COBKIEFOUHRRROBAORBIWETT OT, SIAZHSFELLET,

2. This form should be completed and signed by the attending physician. [ESis
CORKIFEHEENEE, HDBALTTILY,
3. One form for each month and one form for hospitalization / outpatient(home visit) should be

filled out. & RAE. Al ARRNEIZF. COBRKIBHABLETT, Tel.

Itemized Receipt (Dental)
PEANBSHME -EIWHAM@E R

Name of Patient (Last, First) Age (Date of Birth) Sex (Male * Female )
2P EL FEy(EFEAR) %R (8 - &)
Date of First_ Diagnosis: Days of_Diagnosis and Treatment: days
# ¥ B~ ¥ & B % =]5]
Type of Treatment and Treatment Date;BEND N ER U EEA
[0 Hospitalization:from . 20 to . 20 ( days)
A 53 8 z ( BfE)
O Out patient or Home Visit: , 20 .20
A B oo , 20 , 20

Localization of Teeth &} i

Permanent Teeth KA Deciduos Teeth ELi&
R 87 6 5 4 3 2 1 |1 2 3 456 7 8L Re dcb al| ab cde L
87 6 5 43 2 1 |1 2 3 456 7 8 e d c b a|] a b c d e
. Name of lliness {5JF%
1. Dental Carics 2. Missing Teeth 3. Pyorrhea Alveolaris 4. The Others
SEhE R B WIERR Z D1

-+ 4+ -+

Localization of
. Dental Treatment Hf}A# . Material #1$: Fee A
W AR Teeth Examined FBHTER{L M R

KInitial Office Visit #)52%l

*X—Ray Examination LM URE

*Dental Pulp Extirpation E#D#EH

*Extraction 1RiE

*Filling  Fti&

*Inlay 41>L—

*Metal Crown £REE

*Post Crown #fiee

*Jacket Crown Tv4vhd

*Bridge Work F)w¥

*Plate Denture BRZEH
Partial Denture BEEf&EHE
Complete Denture f&FE

*Treat of HEERFLE

Pyorrhea Aveolaris

*Medicine ¥%ZE

*The Others ZNDth

Total (& 31)

Name and Address of Attending Physician (3BXED A Fi &k EFT)

Name 4Bl : Last (I4) First (&)
Address ({XF): Office (JRFRXIXEZHERT) Phone (EE)
Date (B f) Signature (£ £)

Attending physician (3BHE)
Reference number of your medical record(if applicable)

DEADES




