[ PPN .
B EEL | Z0E m| O &FA BNREEXCHE
\TLNEH? —_ 8
wenemE |GRE) O Rk () RS &£ 4 A 20 B
* r~ 4 *
._'ﬁ . (FUHF) YN A4Fa7 T&
8L i 1 - 123456 feey "
az| | i 10 :
B i
s
B =
4 T4 L) 48R T 4& 6A 13 B4 s
» . payy T 430 - 1101 z
= R E 5 £
- A =T /RER K | HEER SRR 91 7
: Pon— 0587-24-1722 SE 053-472-1000 5
A 1234 ) 8
= ) (UAF)  FIN AT ZuED g BRRE I
. SRERL oy : 12 % 5 8 28| tomm BL N
- B W ¥ £%AH _ a
g EIB#| RE#£3 8 18 £ H%ﬁbﬁgﬁ
= g R K S =1 3°4FS &
m sl w
kel RRXI& £n
S o D, EAEARELE L
A |E| ssosa BiF (RAOIS) <
B s
& =
. |R| 2eLEESs Dr.O000 — "
- FOEOED 000000 B8 s AL ;
o EARGER elelelelele =
A E
& = % U.S. A %ﬁfgigﬁ g
— = =
R - - BLERRO US $ 14,400 =
& (W] BEXE (A0 54 38 68 1 aag|| L Emezsor R
- FUOHE |= £ B B Bl mRToRmACEEY ~
IT O ey M vz /
< TROBMETEN0EE * L—HgRR = &
A — N
. | DB=EsTHR
® BoR0IS | DE=ENLEREOBEASLL | RREAR
i = AL REROBIENDS
y BAZRERRMANSIEN
e LCHHaT HoEnHEE LA
&
z A2 DSEEBLI~EELES, (OIzvEANTEEED)
i _
A AT
=
o SHRYREAR FEFL
b (Fgx)
» REEL
P
&
C |xEms. ERMSICIAShENEOZ TEIZSEAREN,
iﬁ SRILEL * XE4 HE DB OEES % B AN %
fF & (v )
A
% BE - M
a—k a—F
No. No.
wE BEFHLED| RESAH
BRRESTLEBBICRITIAFTIUN—IZKYBRFET2BAE. HER~DEHL TSN,
BRREELEEBERELSEITETT,
(RAFUN—%RHLEBAGK EABTSHEIEHENHI—RIEABZTSEHEREELE) IRV FTRBEHGE
SRR X/ XRR—PDELE) INBETT, )
* BREROBREOEABNE. X E5T A0S B A2 EREEYET .

YYNBERBRMEES R6.12A%HE

7
E R ETR R IR
& DA, EER)
D A FEIZFBHRIA
EETWEEE
T OTEAIER
=B

-

FERORABBICHEDSAE. 1y RBR)DOIHF

[ EANRAME I ZHLYERWRERICTRALTEL>TEALY,

CERCEAL,




BOAREERE WHA
Request to Attending Physician
HYE~DOHFREL
1. Please fill in this form so that the patient may claim the social insurance benefit
COHFRIE, BEDHRRBEOWRAMADORFBCHETI DT, SEAEHSELLET,

2. This form should be completed and signed by the dental surgeon.
COHKRIEE LT IERENEE. HhOBRALTESLY,

[fui]
\vd

>R

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be filled out.

Z2BE. ABE. ABRSMEIZDOE, CORKXNTHIBETT,

Attending Physician's Statement

PEARKBMEE
Name of Patient ZZEKE Age i Sex (Male Female) 143
Date of first Diagnosis #1522 H
Days of Diagnosis and Treatment 28R days
Localization of Teeth ¥B{z
Permanent Teeth sk A& Deciduous Teeth Z. B
87654321 12345678 edcba abcde
R L R
87654321 12345678 edcba abcde

1. Name of lllness &¥%E%

1.Dental Caries 2 Missing Teeth 3.Pyorrhea Alveolaris 4 The Others
| SRHAE Ri8 IR | Z it
2. Dental Treatment Localization of Material Fee
BERAE Teeth Examined Mk SREE
BB EB AL

Initial Office Visit #IE2H

X—-Ray Examination
LN RRE

Dental Pulp Extirpation x84

Extraction ki

Filing FciE

Inlay 1>L—

Metal Crown €&

Post Crown g

Jacket Crown Pv/rvybkid

Bridge Work 1w

Plate Denture & K & &
Partial Denture /& B 3% B
Pomplete Denture  #8 =& @&

Treatment of Pyorrhea Alveolaris

HEIEIRRAE

Medicine #¥3

The Others Zdfth

Name and Address of Dental Surgeon WREMODK A R UMERT Total
Name Signature BE
HEREIERMDOK £ Z4
Address Office Phone
BRI ERT O ¥R - BTE#
Date

B




