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Z ORI R RIR DA O HEFICE T £ 5,

ATTEDING DENTIST'T

R FHZ I A A

BRVA(BEEY})

STATEMENT

Name of Patient Date of Birth Sex OM OF
BHY AEFEHH PRl B &
Initial Office Visit Days of servises days
B 2R HE
Tooth Number =
R Permanent Tooth 7K/A L R Milky Tooth  FLi L
#1 #2 #3 #4 #5 #6 #7 #8 |#9 #10#11#12#13#14#15#16 #A #B #C #D #E |#F #G #H #1 #]
8§ 7 6 5 4 3 2 111 2 3 4 5 6 7 8 E D CB AJ|JA B C D E

8§ 7 6 5

4 3 2 11 1
#32 #31 #30 #29 #28 #27 #26 #25|#24 #23 #22 #21 #20 #19 #18 #17

2 3 4 5

6

7 8 EDCBA|ABCDE

#T #S #R #Q #P |#O #N #M #L #K

Seivice (G2 Z) Tooth No.(# =)

Fee CRl4x)

Seivice GZIEMNZ) Tooth No. (8§ 30) Fee(Ckl4>)

1. Examination
EZY

iZ 7%
2. X-Ray Bite-wings X
Ly by ER
B Periapical X
TRHER]
Panoramic X
N) I
Models
ARTAET NV
3. Medication Oyes Ono
2
4. Prophylaxies / Scaling
MY — g R
Fluoride

7 A

5. Extraction
il

6. Periodontal Scaling / Root Planing
A TR R - AR

Gingival Curettage

HIERE
7. Pulp Cap
1 7
Pulpotomy
AT - Pkt
Root Canal Therapy 1 canal
[LER=RE 2 canal
3 canal
R

8. Filling Amal. 1 serf
T T~ H L 2 serf

3 serf

Comp. 1 serf

HE 2serf

LY v 3serf

[}

9. Inlay / Onlay
AvL—--TvL—
Amal./Comp.Build-up

TRAAL @AV Y VIS B R E RS

10.

Post ¢ Core
AZnar
Crown

ot

11. Porcelain / Gold
F—tL v &
Silver Alloy
WEE

Other

Z DAt

Bridge Work  Abut

7Yy Ea=]

12.

Pontic

N

13. Plate Denture
b
Other

Z Dfth

14.

Name and Address of Dentist / Office (BGRFHE @ FC4 v OMET X A3 s RHE e D 4 75 2 OV FIT7EHE)

Total Fee(&Ef)

Date (Hf?)

Signature (&%)




FRIB

Request to Attending Physician or Superintendent of Hospital ,/* Clinic

BYEXIHRREEBRASREN
1. Please fill in this form so that the patient may claim the social insurance becefit.
ok BE Dt ARROBAT O ICLETT O T, EHEZBHWL T,
2. This from should be completed and singned by either the attending physician or
the superintendent of hospital / clinic.
ORI HEEXIHREEHBERIEEZ, 22FALTT I v,
3. One form for each month and one form for hospitalization / outpatient (home
visit) should be filled out.
HHEE, Abt. ABeAMEICH 2 ok 1 s Ecd,
4 . If not in dollars, please specify the unit used.
FALSLOEIEOGA&IRZ OB EFHF T I v,

Itemized Receipt

FRUNEAME
Form B
kA B
(1)  Fee for Initial Office Visit W2 KL $
(2)  Fee for Follow-up Office Visit 2kt $
(3)  Fee for Home Visit (G2 $
(4)  Fee for Hospital Visit UNTZR-EE $
(5)  Hospitalization UNUA: $
(6)  Consultation DR $
(7)  Operation FHli# $
(8)  Professional Nursing WA & $
(9)  X-Rey Examinations Xt 2 $
(10) Laboratory Tests AEREE $
(11) Medicines P 2y $
(12) Surgical Dressing i $
(13) Anaethetics JrRIE: $
(14) Operating Room Charge ~ FliZE %M $
(15) Others(Specify) Z o (CHHED) $ $
$ $
Unit is

(16) Total & &t $ =g -3 KivA

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

i BRI ERFRRICEERERO R0 b DRFRLT S v,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic.

fH2Y PRSI BE R = 44 AT S MEERT

Name #%Hij : Last i First % Title Fr&-
Address {£77 : Home H%E Phone &3
Office Ji e X L2 Phone &k

Date Hft Signature &%
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