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Request to Dental Surg
EHEM~OHEL

1. Pleasefill in this form so that the patient may claim the social insurance benefit.
COHKXFIBEOHEREDEADRBICRETTOT, AHAEHSELILET,

2. This form should be completed and signed by the Dental Surgeon.
COBKRRIEREMNEE., HhDERLTLESL,

3. One form for each month should be filled out.
ZABICCOKRKX 1 BMHBBETT,

4. If notin dollars, please specify the unit used.

FILLADEBDERIZ. TDEEENTEELY,

AR ERBENRAME (EH)

eon

Official Receipt and Itemized Receipt(Dental)

Name of Patient (Last, First) Keiko Date Age (Date of Birth) 7/8/1967 Sex (Male. Fémale)
B E 4 ( FZE &1 ) E8 (£2RB) (67 & 7 A g A) M (B-®
Date of First Diagnosis 6/1 , 1999 Days of Diagnosis and Treatment 3 days
w1 ¥ 8 ( '99 £ 6 A 1B) A H¥ ( 3 HRED)
Localization of Teeth &z
Permanent Teeth kA& Deciduous Teeth &
87654 32(0)]12345678 L Redcba|abcdeL
87654321(12345678 “edcbalabcde
I Name of lliness §#%4
1. Dental Caries 5 i 2. Missing Teeth Xxig 3. Pyorrhea Alveolaris HE#ERR 4. The Others Z0fh
| 6 | | |
[ [ [ [
Il Dental Treatment BRHAE | Localization of Teeth Examined B ERGL Material #%+ Fee AR#E
1. Initial Office Visit IFZ LR LRI $
2. X Ray Examination ~ X#RiR&E ' I $
3. Dental Pulp Extirpation #&8& $
4 . Extraction tReE $
5. Filling FiE $
6. Inlay 1vL— $
7 . Metal Crown 2EE $
8 . Post Crown e | 4.1 $ 50
9. Jacket Crown Cxiry bE $
10. Bridge Work Jyws | 7.6.5 $ 130
11. Plate Denture AR=ZEE
Partial Denture ISEIEE $
Complete Denture W&l
12. Treatment of WERR $
Pyorrhea Alvolaris WE
13. Medicine B $
14. The Others ZDfth $
15. Total At Unitis & & B i $ 180
Name and Address of the Dental Surgeon % EERID A BTR V{ER
Name #Z%1 (Last ¢ Tamura First &  Masao Title %%
Address %fr :Home BHE Phone %&:F 266-0151
Office WRIER 44 West milk st. Mdison 8ky D.C Phone &
Date Bft 6/27/1999 ('99% 6 H27 H)Signature £4 Tamura
Attending Physician ## % E
GE) RS T EAMICEH L TS, (Erk1244A]
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Request to Dental Surgeon

WEREM~OHEL

1. Pleasefill in this form so that the patient may claim the social insurance benefit.
COBRREBEOHEREOBADBRBCHLETTIOT, AHAEHELILET,

2. This form should be completed and signed by the Dental Surgeon.
CORKRRIEREMNEE. HhDERLTLESL,

3. One form for each month should be filled out.
ZABICZOKRKX 1 BOBETT,

4. If notin dollars, please specify the unit used.

FILLADEBDERIZ. TDEEENTEELY,

Official Receipt and Itemized Rec
B ERENAMEE (EH)

Name of Patient (L ast, First) Age (Date of Birth)

eipt (Dental)

Sex (Male. Female)

&2 ) F#& (EFEARAH)  ( F A B) A (8B-%)
Date of First Diagnosis , Days of Diagnosis and Treatment days
# ¥ B8 ( F A H) 2 =®ABH# ( B D
Localization of Teeth #B{i
Permanent Teeth kKAE Deciduous Teeth 2.8
87654321|12345678 edcbalabcde
§7654321|12345678 = R-cdcpalabcde l
I Name of Iliness 5#&%
1. Dental Caries 54 2. Missing Teeth Ri& 3. Pyorrhea Alveolaris &R 4. The Others Z 0t
| | | |
Il Dental Treatment BREEH | Localization of Teeth Examined BH#ERAL Material #%} Fee AH#E
1. Initial Office Visit S A | 3BER $
2. X Ray Examination ~X#RiR&E ' ' $
3. Dental Pulp Extirpation #&8& $
4. Extraction R $
5. Filling FiE $
6. Inlay 1vL— $
7. Metal Crown £RE $
8. Post Crown bt ) $
9. Jacket Crown Cxiry b $
10. Bridge Work Tyvo $
11. Plate Denture AREE
Partial Denture SEIEA: $
Complete Denture sl
12. Treatment of . WHERR $
Pyorrhea Alvolaris WiE
13. Medicine e d $
14. The Others Z0fth . $
15. Total At (Unitis BB )8
Name and Address of the Dental Surgeon  tEHIEEFD R BTR V{ER
Name 281 - Last First & Title wEs
Address £fF :Home BE Phone i
Office tiEIER Phone &
Date Bft ( & A B )Signature E4

Attending Physician # % [E

() BRI FEMAMICEE LTI EEL,

(FR12%4A)




