Receipt (Dental)
FEUNARHEE (B

Request to Attending Physician
HYEABFE

1. Please fill in this form so that the patient may claim the National Health insurance (Japan) benefit.

COBRAFBECERERAR(BAR) DRMOBFEICBETYT DT, AEAZSEVLET,

2. This form should be completed and signed by the attending physician.
CORKIFHEEENTLAL, BALTHIZE,

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

£ RE. At ABRSMBIZ, CORKRK 1 MARETY,

Separate receipt is required for prescription.

EEPEHE B A EE R DL,

Localization of Teeth (EIRERALD L FR & ERAL)

Permanent (Gk ABE) Baby teeth (F,1)
87654321'12345678 VIVI[[HI‘I]I]]IIVV
87654321’12345678 VIV]]]]II'I]I]]IIVV

Identify examined teeth: (&9 2805 O THMARLEDITS)

- Cavity(C) () - missing teeth(F) (RB) - stomatitis(G) (AMRN%)

* Pyorrhoea alveolaris(P) (BE4&fEIR) - extraction needed(Z) (Eikt)
Date of First Diagnosis (F]3Z H) Currency paid
Days of Diagnosis and Treatment (Z#&%&{To=2B %0 day(s)(H &) (XHIhBEH)

Office Visit Fees (Z2Hr#l)
Examination Fees (A2Z-%})

X-Ray Fee (LR7Y)
Other (ZMfth)

Services CHEELI-EDEIAIEEERDER)

Describe when gold or platinum was used CaEEMBHIZE®, BE£EFEALLESFFELTIZEN)

- Filling (38TA)

- Inlaying (/L —XIZ7L—)

- Capping (metal) (£E%E)

* Chipped Teeth (/7 vhid)

- Capping connected (B8 T Hk#5EHa)

Chipped Teeth (RIEEZEFHERLI-HETDORBIETELE)
- Bridge (F)v>)

- Partial artificial teeth (JBERFE)

- Total artificial teeth (8= Hg)

Name of Hospital or Clinic (5% X L2 &FT & FF) Total ()

Signature of Doctor (EEZE4)

Date (Hft)
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