Request to Attending Dental Surgeon HYHERE~DOEBFEV

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

2. This form is to be completed and signed by the attending dental surgeon.
CORKIZHEYEHENIFEE, »OBHLTT X,

3. One each form in every month for dental diagnosis and treatment.

B R C FEHBORBMZEICIOE, ZOKRKD 1 KBBETT,

IDENTITY MISSING TEETH
WITH ‘X’

Itemized Receipt (Dental) FAGIAL
OB M E (8 M)
Name of Patient (Last, First)
B E 4
Age (Date of Birth) Sex (Male * Female)
EH (EEHB) R (5 - &)
Date of First Diagnosis : 20
Wz H '
Day of Diagnosis and Treatment : days
Z % H ¥
Date Service Performed : 20

B oW H " 90

20 FACIAL

Type of Treatment HEDTE * X’ REMARKS FOR UNUSUAL SERVICES

Dental Treatment Localization of Teeth Examined M%ter*ijral Fee

b Bl iR B HIES
(1) Initial Office Visit
w2 #
(2) X—Ray Examination
LY P URKRE
(3) Dental Pulp Extirpation
ik B
(4) Operation
F 7
(5) Extraction
K o
(6) Filling
i
(7) Inlay
£ v —
(8) Metal Crown
& BiE

(9) Post Crown
Bk ot Bl

10 Jacket Crown
ry i v b

(1) Bridge Work
7Yy

(120 Plate Denture FIREW
Partial Denture IEE
Complete Denture R #EH

(13 Treatment of Pyorrhea Alveolaris
B R R LB

(14 Medicine
B 3

(15 The Others
DAt

Total &

ﬂ&

Name and Address of Attending Physician
HYED AR RO ER

Name 4&Hi : Last #& First 4

Address fEFr : Home HZFE Phone
Office 7Bt X i3 ZFPT Phone

Date B ft Signature & 4

Attending Physician # X4 E
Reference Number of your Medical Record (if applicable)
ZERBROEFS
J— 4 —




