Request to the Dental Surgeon (ERIERIADSIEAL)

1. Please fill in this form so that the patient may claim the health insurance benefit.
(COBXFBEORERBEOHBHAOBEFBETTOT, SMHESEOLET, )

2. This form should be completed and signed by the Dental Surgeon.
(COBRKTHELAERENTBAL, MDEBLHLTLLESL, )

3. One form for each month and one form for hospitalization/ outpatient(home visit)should be filled out.
(BRE. TEAR - ARNEIZDE, OB TBABRETT, )

Form C(BRC) | "IN RS SR N B <HHEPR>
1. Name of Patient(Last,First) Age(Date of Birth) Sex(Male + Female)

BEL i (A R ( S ) MERIN(EB -0
2. Date of First Diagnosis 3. Days of Diagnosis and Treatment

IR RE , .20 R days

Localization of Teeth Gzfr)

Permanent Teeth Gk/A ) Deciduous Teeth (L)
R .8 765 4321/[12345678 g edcbalabede
876543 21| 123458678 edcbalabecde
I . Name of Illness (&4i4)
1.Dental Caries (Hf#Ji) 2.Missing Teeth (/K18) 3.Pyorrhea Alveolaris (i) 4.The Others (Z D)
Localization of Teeth Examined Material Fee
R YUy

I . Dental Treatment (lﬁﬂ‘(uiﬁ) (%fﬁ%mﬁ) (’H—*'J') ((ﬁ}?ﬁ%)

Initial Office Visit w2 K

X-Ray Examination X A

Dental Pulp Extirpation %  #i

Extraction oo

Filling £ |

Inlay Ayl —

Metal Crown & B

Post Crown Mk e e

Jacket Crown Uy N

Bridge Work TUy Y

Plate Denture H K %

Partial Denture Jry D 2% e

Complete Denture N SN

Treatment of Pyorrhea Alveolaris

AR TR R

Medicine S S

The Others D

Total & &t Unit is Gl & Hif7)
Name and Address of the Dental Surgeon

WRHE D4 BT L OERT

Name Last(#f) First(4) Title(#57")

Address Home(H %) Phone(EZf)

Office (Rt £7- 1 X2 HEFT) Phone(EZf)

Date(H ) , , 20 Signature(44)




