Request to Attending Physician
HYE~DOBREN
1.Please fill in this form so that the patient may claim the health insurance benefit.

Z ORI OREFERR OGO B ICMNEE T O T, GEHZBHEV L £,
2. This form should be completed and signed by the attending physician.

ZOHRTHLENTA L, DOBAHLTIES,

3.0ne form for each month and one form for hospitalization/outpatient (home visit)should be filled out.
FHZE, AR - ABSZ L i2o&, 2o BB E T,

Attending Physician’s Statement
Z B N X B M &

Name of Patient Date of Birth Sex Lr
B OH A4 EEER B PERI] LS
Tnitial Visit Date of Services days From

# % A AR H ] To

Diagonsis/Symptoms W/ e

Lsick %

[Ipreventive care FBiHIZIHE
[Iphysical Check-up fEHEZIT
U Immunization TRissRE

DPregnancy in normal condition IEf; &8 DITFIR

Description of Services Fee Description of Services Fee
L. Outpatient 4h3k 6. Hospitalization AP
Date of Services %# From To
Initial Visit #JZH Admission AR Dischargeikpi
Total AFEF Days H

Subsequent Visit FZ2H

Total &t Visits [A]

Doctor’ s Fee ARBZHFEE L
Room, Food, etc. =RF}- A HFE

2. Medication 3K [ves [INo

7.Operation Ffff

Fixation [HE

Pharmacy K%l quantity #%& o
X Dressing VGif
X .
Other Procedure (specify) % DHALE
X
X 8. Anesthesia JFREf:

3. I:] Injection I:] IV Treatment
EH SRR
Pharmacy ZKAl quantity Z&
X

X

D Local D Spinal I:] General
SRy FHE KXo

9. Operation Ffif=

Emergency room BREVEMRE

4. Laboratory / Clinical Exam(Specify) fR#E
L] Urine J#
L] Blood i
L]

L] EeG (BKG) iR

10. Radiology {4 2Mr
(1 X-ray wir vz

(] Ultrasound BEHHE
O] o1 b e
]

(] Ultrasound BEHHE

5. Physiotherapy HRZPRRTE
Times [A]

11.Other Z Dl
]
]

L] Medical Certificate M

Name and Address of Physician / Hospital, Clinic, Office
BRI KA R OMERT UL, 2RI 04 8 K O

Total Fee
aat

Date Physician’ s Signature
A [ Bl D E 44




Request to Attending Physician
HYE~DBFE

.Please fill in this form so that the patient may claim the health insurance benefit.
Z ORERITIBFE ORERR OGO BFHZNETT O T, FEHEZ BV LET,
.This form should be completed and signed by the attending physician.
ZOFERITHYENRTAL, »OBEL LTI,
.One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.
BHTE FTABE - AP ZEicox, 2o 1 KRB ETY,
.Please specify material, for items marked 3¢ XEIOHEBIZOWTIIME LML LTI ZEW,

Attending Dentist’s Statement

A 2R AR M E

—_

Do

w

Sy

Name of Patient Date of Birth Sex v Or
B EF 4 EFEAR 51 5 L8
Tnitial Visit Date of Services days From
# % H AR H ] To
Diagonsis/Symptoms
P2/ R
Tooth Mumber &5
AR COEDITIE
Permanent Tooth F i Milky Tooth FLi
#10#2 #0# #H O#6 O O#7 # #3030 #1171 #12 #13 #1415 #I6 #4 RE  #C #D @#E #FO#E O#H O OFT #J
R 8 7 ] 5 4 3 2 1 1 2 3 4 5 i 7 8 L = E n} ] B A A B C n} E
] 7 [ 1] 4 3 2 1 1 2 E] 4 5 i 7 8 E oL < B A A BE C D E
#3200 B3I IO F29 B2E F2T OFI6 #2 #34 #2323 #22 B 20 #1918 M7 #T  #5 #R #0 #P #OO#M o #M L #K
Services Tooth No. Fee Services Tooth No. Fee
PN = Bk PN = Bk
1.Examination 24 8.Filling F&A
2. X-ray WM vzl Amal. 7oVh™ A 1. Serf [
Bite-wings WREA! X 2. Serf
Periapical FE#ERL X 3.Serf
Panoramic N /7% X Comp. AVY Y 1.Serf 1
Models A7 4%7 v 2. Serf
3. Medication Cves [UlNo 3. Serf
P [eargle 5 7803 ¥O0ther Material) % DA,
[JantibioticHi Al
DAntalgicﬁiﬁﬁﬁU 9. Inlay/Onlay Material) 3
A= T~ K
Other (specify) € Dft 10. Amal. /Comp. Build-up
TV W BEVY N K DB
4. Prophylaxies/Scaling Post ¢ Core Fpnay
WY kR ¥O0ther (Material) Z Dfth
Fluoride 7y{b#pi&An
— 11. Crown 7
5.Extraction $kh .
Porcelain/Gold & —tvv-4:
6. Perio-dental Scaling/Root Planing -
TR - AL Silver alloy &
WAL T b ! ¥O0ther (Material) Z D1t
Gingival Curettage 12. Bridge Work 77 )yv’
& PR R e Abut | Material) B}
7.Pulp Cap HiftiZE Ba=ic)
Pulpotomy BEBELINT- Tk Pontic | (Material)#4%}
Root Canal Therapy AN
ARERIRPE 1. canal R 13.Plate Denture Material) 3%
2. canal IRt MR
3. canal
14. Other (specify) T Dfth 3%
Name and Address of Physician / Hospital, Clinic, Office TotalAFee
PERfi DA L OMERT  UTIRBE. 29T 04 7R & OV E &t

Date Physician’ s Signature
A+ [ERifi D4




	診療内容明細書
	歯科診療内容明細書



