Fom C Ttemized receipt (DENTAL)

A M E IR

1. This form is used for claiming the health insurance benefit.
Z ORI HEFRRROIG T O FESIE R S E TS
2. This form should be completed and signed by the attending physician.
ZOREUTEENTA L, D0B4 LT IEENY,
3.0ne form for each month and one form for hospitalization / outpatient.
THITEL AR - NG &2 Z O 3BT,
4.Fill in the insurance fee in your country currency. Ex ($, W, ¥--)

HIRT-DEOFEE T, REEHAZREE I,

1. Country [[E4]

Currency [WEEHL(T]

* Partial Denture

+ Complete Denture

- Sl

YA
. 7@8?!‘ £5]

Items H H Amount [4%H]

(1) Fee for initial office visit FlE S

(2) X—ray examination Xy

(3) Pulpectomy E7 il

(4) Extraction Ptk

(5) Filling FEE

(6) Inlay A L—

(7) Metal Crown e

(8) Post Crown s aee]

(9) Jacket Crown Ty Mk
(10) |Bridge TV Y
(11) | Plate Denture HIRFS R

(12) | Treatment of Pyorrhea Alveolaris SRR
(13) | Medication B
#%¢ Please mention the details in
(14) | Others ol the following blanks.
Ttems " H Amount [<p%H]
Others total ZOfAEFT
(15) | Total =1

% Separate receipt required for prescriptions.

2. Name and Address of Attending Physician / Superintendent of Hospital or Clinic

Name [44R]

(R4S S s fes R DA R OERT]

Title [Fr7]

Address [f3FF] Home :

Phone :

Office :

Phone :

Please fill in the back as well.




3. Location of Teeth [H\]

Permanent Teeth [Zk/A] Baby teeth [FLgh]
L, B7654321[12345678  VNEII|[ITNNY
87654321|123456738 VIVI I I[IIMNV

4.  Condition [JiEfR]
«Cavity (C) [Hipk])
*missing teeth (F) [/Kik]
- stomatitis (G) [ANZE]
: Pyorrhea alveolaris (P) [dfEiEw]
- extraction needed (7) [ZHkik]

Date [FCAH]
Signature of Attending Physician [H:Y4PEE4]




