Request to the Dental Surgeon
R E R~ D ISREL

1. Please full in form so that the patient may claim the social insurance benefit.
Z ORRAUTEE DS RROKGAT O HFEIZHLE T O TIEH 2 BEV L £ T,
2. This form should be completed and signed by the Dental Surgeon. = OITHAERMAEE, »OBL L TFEW,

3. One form for each month should be filled out. HAEIZ, O 1 BB BETT,
4. If not in dollars, please specify the unit used. RAVLISDEEEDGEITEDEEZENTT IV,
Itemized Receipt (Dental)
( &)
I B E (B8 #)
Name of Patient (last, first) Age(Date of Birth) Sex(Male*Female)
B 4 i (A H) M B (5, %)
Date of First Diagnosis: Days of Diagnosis and Treatment: days
W 2 7 OB K F [#]
Localization of Teeth #B{if
Permanent Teeth 7K/A B Deciduous Teeth FL#
87654321 | 12345678 edcbal abcde
R." 87654321 ‘ 12345678 L. R e dc b a‘ abcde L
I Name of lliness 15w 4%
1.Dental Caries * filiif 2.Missing Teeth K#8 3.Pyorrhea Alveolaris Hf&E 4.The Others % DAl
I .Dental Treatment %8 | Localization of Teeth Examined H i #5117 Material #4%} Fee i #
1.Initial Office Visit W2 H $
2.X-Ray Examination X $
3.Dental Pulp Extirpation k%6 $
4.Extraction it $
5.Filling FetH $
6.Inlay A L— $
7. Metal Crown/resin & B $
8.Post Crown kot ok $
9.Jacket Crown ARVPASs $
10.Bridge Work TV oY $
11.Plate Denture HIREH
Partial Denture JryE 2 v $
Complete Denture R
12.Treatment of 8 AR U 3
Pyorrhea Alvolaris AL
13.Medicine e S $
14.The Others Z DAth,
15.Total &t (Unit is ¥ BT ) | $

Name and Address of the Dental Surgeon & FHZEifi 4 fif fe OMEAT
Name 4 Fij: Last Ik First & Title #r 5
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