Requests to the Dental Practitioner
R E A~ O BB
1. Please certify this form so the patient may claim National Health Insurance benefits in Japan.
Z ORI ERE OE RAEFRRBR OIS O RFFICLETTOT, dEHZ BV L ET,
2. This form should be completed and signed by the attending physician.
OIS ENRTAL, BALTIEEN,
3. One form is needed for every inpatient or outpatient treatment visit.
FHE, ABE - ABEoMEIC Z O 1A KEETT,
4. Please specify the monetary unit used.
FVLSDE#DSHEIL, TOEZHRLZS N,
(#AB)

Form B ITEMIZED RECEIPT (DENTAL)

T E (A

Name of Patient (Last, First) Age (Date of Birth in parentheses) Sex (Male /Female)
BEL , i (EFEHH) PR (B )
Date of First Diagnosis , R Duration of Treatment days
Wiz A TIE A (Hf#)
Location of Teeth ({1
Permanent Teeth (G /A 1) Primary Teeth (FL 1)
R_ 87654321 112345678 LR VIVIDIT I |I TIMIVV ]
87654321[(123456738 VIVIDII I |[I TIIIVV

1. Condition #ESF4

« cavity (C) (H1H)
» pyorrhea alveolaris (P) (HHEHEIR)

* missing tooth (F) (/X)

- extraction needed (Z) (ki)

+ mouth sore (G) (K %)

2.Dental Treatment HF}F /&%

Location(s) of Teeth Examined

BHEAL

Material Used
e

Fee

IR

- First-time Visit Fee #Ji2k}

- X-Ray Examination L > b7 i

- Pulpectomy Pk#f

« Extraction ¥

- Filling F 4

* Inlay 1 > L—

* Metal Crown 4 )& 5

* Post Crown ke th

- Jacket Crown ¥ 7 v i

* Bridge 7V v ¥

« Plate Denture 4 K75t
Partial Denture /&35

G\ 2z

Complete Denture #&35 b

* Treatment of Pyorrhea Alveolaris

B A

+ Medication 3%

* Others (Please Specify) & Ofl

Monetary Unit is (55 HAL) - Total (&)

Name and Address of Dental Practitioner: # F+ 22 Aifi D 44 g1 & OVEF

Name 44 A Last First 4
Name of Hospital or Clinic J555% £ 72 (X722 T4

Address 7T Phone No. &3
Date H -} Signature &4




