Request to Attending Physician
Y EA~DISFE

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

Z ORERITBE O REHERROAE T OB FHILETTOT, FEHZ BV LET,
2. Thisform should be completed and signed by the attending physician.

ZORRRIFHYENRTAL, BAH LTS,
3. Oneform for each month and one form for hospitalization / outpatient (home visit) should befilled out.

KA ABE « ABESMEIC S &, 2O LA LETT,

Attendingu Dentisut’s Statemen HF RN B BHME, Itemized Receipt(Dental) §5 IR BA#l &

. Name of Patient (Last, First) Age (Date of Birth)

BE4 Wl (A R)

2. Date of First Diagnosis (]2 H)

8. Days of Diagnosis and Treatment (29 %17~ 723 H%) days(H [t])

4. Locelizetion of Teeth (5% D4 #38 L UNERfL)

Permanent Tooth (K/AH) PermanentBaby teeth (FL1#)
R 87654321 ‘12345678 L R VIVIII I ‘IHH.[IVV L
87654321 ‘12345678 VIVIII I ‘IHH.[IVV

. Identify examined teeth : (%47 5EBL 4 O THANN4 & DT %)

- Cavity (C) (Hith) - missing teeth (F) (Xif) - stomatitis (G) (FIH%)
« Phrrhes alveolaris (P)  (Hififfi) - extraction needed (Z) (Ziii)

Sex (Male / Female)
MR (1 40)

Locelizetion of Teeth

DESCRIPTION OF SERVICE (B#%) ';°°e".“tj‘z’fﬁ°;ﬂ;;§)h FEE GASR) DESCRIPTION OF SERVICE (B #H%) Examined (S B | FEE CHMR)

1 |[EXAMINATION (3) 12 |CROWNS (95>)

Examination (22%) Plastic (LY U 5E)
Plastic processed to gold(L U URTEER (£8%)) *

2 |X-RAYS./DIAGNOSIS (X{&#2 &) Plastic processed to semi—precious metal
Periapical (O 93%) (LOURIER (23TL v R A5L)

Bite-Wings (%) Plastic processed to non—precious metal (LY VEIER (REE))
Panoramic (/$/5%) Porcelain jacket (F#1 Bt £ B 7E) *
Other methods (Z DD F3%) Porcelain fused to metal (R—tL VAl (£A$)) *
Diagnostic Cast (2B FAERY) * Gold full cast or partial veneer *
(EBHETLLIBAHER (RER))
3 |ORAL INTERNAL PROCEDURES (OHLE) Semi-precious metal (£STL v R A8 L5E)
Cleaning (A BEEHR) Non-precious metal (R &ERE)
Fluoride (7% %) Stainless steel (RTVL RE)
Other procedures (Z DD ALE) Recement of Crown (957 BEE)
4 |ORAL SURGERY (s # L&) 13 |BRIDGES (T w$)
Extraction (&) <Pontics > (R F1v9)
Other procedures (Z DD ILE) Gold, cast ($#& (£E®)) *
Semi—precious, cast ($i (EITL ¥ R A4)L))

5 |PERIODONTICS (8 F#ti%) Non-precious, cast (#i& (R£/E))

Scaling/Root Planing (R —Y2 4 /IL—bTL—=%) Plastic processed to gold(LUVHIER (£8%)) *
Occlusal adjustment (& FA%) Plastic processed to semi—precious metal
Surgical procedures (S} £4LE) (LOVRIERE (£3TL S v R A500))

Plastic processed to non—precious metal (LY VAR (REE))

6 |[ENDODONTICS (8 N #ik) Porcelain fused to metal GR—tL U Ril%) *
Pulp Capping (S #E Z) < Abutments:Inlay/Onlay> (X &: /> L—/FL—)

Pulpotomy (S B ] #7) Gold(£&%) *
Root Canal Therapy (1R B 40L& ) Semi-precious (ESTL I ¥R - A2)L)
Root Canal Retreatment (1R & B34 7%) <Abutments:Crowns > (X&:959)
Apexification (F R4 T44r—3Y) Plastic processed to gold(L U URTEER (£8%)) *
Surgical Procedures (S EHLE) Plastic processed to semi—precious metal
Other Precedures (ZD 1D ALE) (LOURIER (23TL T v R A5L))

Plastic processed to non—precious metal (LY VAR (REE))

7 |POST./GORE (X & % i) Porcelain fused to metal (F#1 {1 & RE) *
Crown Build Up (78 & D £E1&) Gold full cast or partial veneer *
Prefabricated Post/Core (Bf# KRR k/27) (2BHFELLIBABER (£ED))

Cast Post/Core(Gold) (§4if RRb/I7 (£AR)) * Semi-precious metal (£3TL 2w R - A2 L5E)
Cast Post/Core(Other material) Non-precious metal (R £ E7E)
(HiE £Ab/I7 (AL DOER)) Recement of Bridge (7)< OB )

8 |AMALGAM FILLING (P 2L H L FEIH) 14 |PROSTHODONTICS-REM (#if #3 30 & - 7T itk # )

Primary tooth (ZL8) Complete Denture U/L(#8&HE t/TF)
Permanent tooth (K A #) Immediate Denture U/L (BIE§&t t/TF)
Acrylic Partial Denture U/L(LCVEKBEI&E® £/ T)

9 |COMPOSITE RESIN FILLING (Av RO oL OV FEIH) Cast Partial Denture U/L (SEFRBEIESE £/ T) *
Primary tooth (LE) Denture Adjust (& Hi5R%)

Permanent tooth (5K A 8) Reline Denture U/L(Y54> L£/TF)
Denture Repair (ZE1EIE)

10 INLAY /ONLAY (A~ L—/F YL —) Tissue Condition (F4¥a—-avFT133=%)

Gold Alloy (£& %) *

Silver Alloy ((R &%) 15 |MEDICINE (% 3E)

Ceramic (53v%) *

Resin(L¥Y) * 16 |OTHER PROCEDURES (2Dt D L&)
Recement of Inlay/Onlay (1> L—/F7 oL —DBEE®E)

11 |LAMINATE VENEER(SSR—h-R=7—)

Porcelain/Resin ((R—tL>/LTY) * Unit is GER BL61) TOTAL FEE ({2#8)

6.

GE) 1. AREICT x IMARASh AR RERIRGHER RN TS,

2. Tx IUAOARTEREEALLEA ST ERAZRHBOES . MHLSRRASTCVLEE-RES- vy LIOLEEUIME, REIELTRIEBEHRIATT .

3. ISV ERBIEAHENOMHTERLIZIGE . TOXERELRIZIGAHENBYFET,

Name and Address of Attending Dentist or Dental Office #§FtEE oD K4 B CMERT X ik th B E 24 7 & \ERfE#

Name

Address :

Date : Signature :




