Request to Attending Dental Surgeon 3HUEHE~DEEW

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

(BEL%mmERERESL

2] B &
COBARBENHEEROBRTRHCLECTOCEHEBHENLET. K £ -
2. This form is to be completed and ﬁigned by the atte'nd.ing'del.'ltal surgeon.
ZOBRALERENFE, »2BELTFaN, &
3. One each form in every month for dental diagnosis and treatment. )
HREOWBRRICOE, ZoBRAN IRILETT, TEL
Fé!%ncc Itemized Receipt (Dental)$HiRNBREM (#EF})
Name of Patient (Last, First) Age (Dat.'e of Birth) Sex (Male* Female)
s # B
L3 F 4
Date of First Diagnosis s Days of Diagnosis and Treatment days
®Z. B ®& #® B
Localization of Teeth ¥ {ir
Permanent Teeth % A By . Deciduous - Teeth .
37654321'1234‘5678 edcbalabede
R. L. R. L.
8165432»1]12345‘6'78 eacba'labcde

L. Name of Illness % # &

(1) Dental Caries
5 Bk E

(2) Missing Teeth
xR

|

(3) Pyorrhea Alveolaris
WO R R

{4) The Others
N )

| |
| |

2. Dental Treatment WERE#

Localization of
Teeth Examined

LY 50

Material . # B

(1) Initial Office Visit 78

(2) X—-Ray‘ Examination V¥ b% R -

. (-3) Dental Pulp Extirpation Ikff

(4) Operation Ffi

(5) Extraction 1k

(6) Filling E’Ejﬁ

(7) Inlay "4 >~ v—

(8) Metal Crown. £BT .

- (9) Post leown ki vy

'(10) Jacket Crown ¥+ % v ME

(11) Bridge Work - 71 » &

(12) Plate Denture HHEZH
’ Partial Denture JF¥igi
Complete Denture #E3%8

(13) Treatment of

Pyorrhea Alveolaris

W RRALE

‘(.14)> M;adi cine 3

(15) The Others %ol

{the currency unit

Name of Dental.Surgeo.n EHXA.

" Signature B4

)} Total

&8

Name and Address of Dentist’s Officé WRHERE 0 285 « B .

Date Hff




