Requests to the Dental Practitioner

wWREA~NOEEW
1. Please certify this form so the patient may claim National Health Insurance benefits in Japan.
Z OREUTEE O EREBRBR OB O FIHITBETTOT, AEHELBEWLET,
2. Please write details of the patient's dental treatment.
PIERNEIC OV T, FECRE L T ZE 0,
3. This form should be completed and signed by the attending physician.
ZORRRTHYERTLA L, BALTIESN,
4. One form is needed for every inpatient or outpatient treatment visit.
&R fE, ABE - ABEAMEIZ Z ORI B LB TT,
5. Please specify the monetary unit used.
FAVBADOEHDOL R, TOFEEHR S0,

ITEMIZED RECEIPT (DENTAL)
RUNBAME (EH)

Form C

Name of Patient (Last, First)
BEL

’

Date of First Diagnosis
DIEAS

Age (Date of Birth in parentheses)

Fin (AFEAH)

Sex (Male /

Al (B

Duration of Treatment

EZ 4=k

z )

days

(B R

Location of Teeth (ZB43L)

(FLw)
VVIII | IITMNVV
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(KA H)

4 32 1|
4 321 |

Permanent Teeth

8 76 5
R8765

Primary Teeth

12345671738
12845678L R L

1. Condition fEJR%
-cavity (C) (R#)
-pyorthea alveolaris (P) (BETEIBR)

-missing tooth (F) (R H)
-extraction needed (Z) (EIRE)

*mouth sore (G) (AR %)

Location(s) of Teeth Examined

BEEBA

Material Used Fee

2.Dental Treatment B %} & sl HEE

* First-time Visit Fee #152%

- X-Ray Examination L > k% ViRE

*Pulpectomy k&

=Extraction R

*Filling FE1E

*Inlay 4/ > L—

*Metal Crown 2

Post Crown ##55

=Jacket Crown ¥ v FE

*Bridge 7w

= Plate Denture § FRZ &
Partial Denture &} ZE B
Complete Denture #8258

= Treatment of Pyorrhea Alveolaris

HEERRLE

*Medication %%

= Others (Please Specify) Z Dt

Monetary Unit is: Bl E N Total &t

Rl EAH O & R R BMERT
First B

(JRfEE - I$ZEMA)

Name and Address of Dental Practitioner:

Name #4BI Last #

Name of Hospital or Clinic

Address £ Phone No. &7

Date H Signature E %




