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1. Please fill in this form so that the patient may claim the social insurance benefit.
Z OFRIIHESRROKGHF BHFICLETTOT, iEHEZBHECLET,

2. This form should be completed and signed by the attending physician.
ZOMRITHEBENREE NOBL LTSN,

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

FAfE ABE - ABEAMEIC D& ZOFERN 1 BAKBETT,

ATTENDING

Name of Patient

A2 A B

Initial Office Visit

Date of Birth

DENTIST'S STATEMENT

Sex [M UF

Days of Services

days

Tooth Number
Please put a circle on the treated teeth
Permanent Tooth Milky Tooth
#1  #2 #3 #4 #5 #6 #T #8 #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E #F  #G #H #1 #J
87654321|12345678 EDCBA|ABCDE
R | L R | L
8 76 54 3 2 111 2 3 4 5 6 7 8 E D CB A'A B C D E
#32 #31 #30 #29 #28 #27 #26 #25 #24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P #0 #N #M #L #K
Service Tooth No. Fee Service Tooth No. Fee
1.Examination 8.Filling Comp 1 serf
2 X-ray Bite-wings 2 serf
Periapical 3 serf
Panoramic 9.Inlay/ Onlay
3.Medication [JGargle [JAntibiotic [JAntalgic Material
Other(specify) 10.Comp Build-up
4.Prophylaxies/Scaling Post ¢ Core
Fluoride 11.Crown
5.Extraction Material
6.Periodontal Scaling/ 12.Bridge Work Abut
Root planning Material
Gingival Curettage Pontic
7.Pulp Cap 13.Plate Denture
Pulpotomy Material
Root Canal Therapy 14. Other(specify)
1 Canal
2 Canal
3 Canal

Name and Address of Dentist / Office

Date

Total Fee

Dentist Signature
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Form B
X B

(1) Fee for Initial Office Visit
(2) TFee for Follow-up Office Visit
(3) TFee for Home Visit

(4) TFee for Hospital Visit
(5) Hospitalization

(6) Consultation

(7) Operation

(8) Professional Nursing

(9) X-Ray Examinations

(10) Laboratory Tests

(11) Medicines

(12) Surgical Dressing

(13) Anesthetics

(14) Operating Room Charge
(15) The Others (Specify)

(16) Total

Important : Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.

Itemized Receipt
SIS

# © F $
N Pz B $
7 2 i $
AN Bt BB 3
A 7 7% $
2 2 % $
* fits # $
W % & #% & $
X oM oA $
F I R $
= P 7% $
) iy 7% $
3 il 7% $
F oM o= & H $
Z O (Fr it ¥ &) $
$

& i $

TR ERERERRICEZBERO LD DIV T TS,

Name and Address of Attending physician ~ Superintendent of Hospital or Clinic

P B SRS & O 4 A AT

A e

Name : Last First Title
£ il I pa
Address : Home H=ZE Phone
fERT Office JHBE XIL2HRFT Phone
Date Signature
A B4



