This form is used for claiming the social insurance benefit.

Z ORRBHSERROBIOPRHER ShES,

ITEMIZED RECEIPT (DENTAL)

Name of Patient RREL

BXAME (EF)

Date of First Diagnosis

UE A

Days of Diagnosis and Treatment

PRAK

Age ‘EfH Sex (Male Female) 45l

days

Permanent Teeth KA

87654321'12345678

Localization of Teeth ¥R{iL
Deciduous Teeth $L#f

R

87654321'12345678

edcbalabcde

L R

edcbalabcde

L

1. Name of Illness R4

1. Dental Caries

2 fE

2. Missing Teeth 3. Pyorrhea Alveolaris

| AR

4. The Others
DA

2. Dental Treatment MERHEE

Localization of

Teeth Examined BREEERAL Material

2L 2

Fee

TBHR

*TInitial Office Visit #ZH

*X-Ray Examination L ¥ hM%7 L HEE

*Dental Pulp Extirpation #k##

*Extraction K

*Filling Joi&

*Inlay A L —

*Metal Crown B

*Post Crown HAEREE

% Jacket Crown T ¥4 v M

*Bridge Work 7V v

*Plate Denture HKZENR

Partial Denture JHERER
Complete Denture W

*Treatment of EHRIRLE

Pyorrhea Alveolaris

*Medicine &3

*The Others % D4l

Name of Dental Surgeon

ERH D KA

Signature

E4

Name and Address of Dentist’s Office

R B4 P B OFTTEH!

Date
B £+

Total &5t

17.5





