Request to Attending Physician
HLUE~D LR

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZofkIFBE DA RROIG T O FEFIcHE T DT, At E BBEWL T,
2. This should be completed and signed by either the attending physician or the superintendent of a
hospital / clinic. & ORRFIFHYEE 72 1 ZH[EOFFRVEEFEZ, »2O0BHL T LI W,
3. One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.
mHZ &, ABt - ABtHhT L&, ok 1 s,
4. If not in dollars, please specify the unit used.
FAUSAOEHEDOLEIIZDEEZH LTI LI,

Form C
FRA C
Itemized Receipt (DENTAL)
OB M (' A
Localization of Teeth #{fiz
Permanent Teeth (GK/AH) Deciduous Teeth (FLi)
87654321 | 12345678 . . edcba [abcde
87654321 | 12345678 edcba [abcde
Name of Illness fiEfi %
1.Dental Caries 2.Missing Teeth 3.Pyorrhea Alveolar 4.The Others
5 BliE AR | o A | z Dt
Dental Treatment pgEHAERE Localization of LTeeth Material #4 Kl | F e e 1AEE
Examined HEBgERAL
(1) Initial Office Visit S $
(2) X-Ray Examination X R $
(3) Dental Pulp Extirpation kit $
(4) Extraction P $
(5) Filling Fe $
(6) Inlay AvL— $
(7) Metal Crown / resin &)@t $
(8)  Post Crown e $
9) Jacket Crown Yy b $
(10)  Bridge Work 7Yy $
(11) Plate Denture BIRE R $
Partial Denture R $
Complete Denture reg e $
(12)  Treatment of Pyorrhea Alveolar  ittilitiwikiz $
(13)  Medicine e o $
(14)  The Others ( ) zofh $
(15)  Total &t (Unit is ) E¥kHELT $

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y £ 72 (R BesE B R © #8i  OMERT

Name 47 : Last # First %
Address {£Ff : Home HE Phone &3
Office JiFE X 13728 Phone &3

Date Hf} Signature &%
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