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{Form 2)
Request to Attending Physician
A M~ DRV

1 Please fill in this form so that the patient may claim the social insurance benefit
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2 This form should be completed and signed by the attending physician
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Itemized Receipt ( DENTAL)
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1 Name of Patient (Last, First)

Age(Date of Birth) Sex(Male ' Female)
Date of First Diagnosis Days of Diagnosis and Treatment days
#ZA PR
2 Fill in the paid cutrency (e g US dollar)
S AL

{UPPER]
{LOWER]

\ {amﬂt; |

1 Name ot Iliness

1} Dental Caries 2) Missing Teeth 3) Pyorrhea Alveolaris 4) The Others

‘ Localization of Teeth . Date of Diagnosis
2 Dental Treatment Examined Material Fee and Treatment

1)Initial Office Visit

2)X-Ray Examination

3)Dental Pulp Extirpation

A)Extraction

5)Inlay

&)Metal Crown

7)Post Crown

8)Macket Crown

9)YBridge Work

10YPlate Denture

11)Treatment of Pyorthea Alveolaris

12Medicine

13)Others

Total

Name and Address of Dental Surgeon

Name Z&Ri}
Office Address {¥7F : Phone

Date HBA{T Signature EH&




