Request to Attending Physician or Superintendent of Hospital / Clinic
HYE R EBEANDO BN

1. Please fill in this form so that the patient may claim the social insurance benefit.
T ORI BE DHRRBROBTOHFICKRETTO T, THZBEVLET,
2. This form should be completed and signed by the attending physician.
CORNFHEYENTLAL, BHLUTFEN,
3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
BFRE. ARt - ARSI, O 1 KBS ETT,
Separate receipt required for prescriptions.
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Itemized Receipt (DENTAL)
N RIS (R

Permanent ({§§FD&FRI K UERHL) Baby teeth (FLB&)
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Identify examined teeth ! (FZYMT BEZ2 O THMKRLE DT 3)

+ Cavity (C)  (H#E) * missing teeth (F)  (/R#§) - stomatitis (G) (IAA)
* Pyorrhoea alveolaris (P) (BfEIER) * extraction needed (Z2) (EKR)

Date of First Diagnosis (#]JZ2H) Currency paid
Days of Diagnosis and Treatment (2% {T->7=EHH) day (HR) (ZHhEES)
Office Visit Fees (ZZWTED)
Examination Fees (f&Z5kl)
X-Ray Fee (L +5Y)
Other (ZDfti)

Services ({B¥E U7zt DAL & iR O L)

Describe when gold or platinum was used GSEMEICE. ASZEHA L &
Bl tlETwn)

* Filleng (FTA)

* Inlaying (A~ L—XiZ 7> L—)

* Capping (metal) (&)

+ Jacket capping (V¥ v hid)

¢ Capping connected (& #kciE)

Chipped Teeth (RIFMZHi#R L Iz5& Z DAL & FED
* Bridge (77U w )

* Partial artificial teeth (JRERZE )

¢« Total artificial teeth (F8Z5E)

Name of Hospital or Clinic GRBEX IXF2ERTEFR) Total (&)

Signature of Doctor (HYEZE$)

Date (H{¥)
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