Form B

Request to Attending Physician smuE~onsmEn

1. Please fill in this form so that patient may claim the socila insurance benefit.
COBKRKIBEBFEOUHRRIRDIGTDORFICHETI DT, SIAZEELLET,

2. This form should be completed and signed by the attending physician.
CORKIFEYENTAL. MDBRALTTILY,

3. One form for each month and one form for hospitalization /outpatient(home visit)should be filled out.
ZRE. AR-ABRENEIC, COBKKTBHIBETT,

4. Exclude the amount irrelevant to the treatment,i.e.payment for a luxurious room charge.
SREAE. ARICEERGREVEDIFEBRVLTTSIL,

Attending Physician’'s Statement < Itemized Receipt zmnzammssmnnEs @)

Name of Patient Date of Birth Sex M I F
BEL TARO. RENPO 48R 12(iif1967 T4 5l 5 S
Initial Office Visit Month of Services Days of Service days
IE=] 3/5/2020 ZEA S ZEEH s| 5 El;:ﬁ
Type of Treatment| A Outpatient or home visit ABz4+ O Hospitalization AR
Day%g&"'m 12Q¥ 567891011 121415 16 17 18 19 20 21 22 @) 24 25 26 27 28 29 30 31
Localization of | Permanent Tooth kAt Deciduous Tooth 3.
Tooth 8765MN321)12345678 REDCBA|/ABCDE
i 8765\321/12345678 EDCBA|ABCDE
Name of lliness ental Caries 2. Missing Tooth 3. Periodontal Diseases 4. The Others( )
1SR a SflE X8 AR Z Dt
Dental Treatment Medical treatment contents zan= Material Fee
HEAE v supplement  ##E 7E RERE
linitial Office Visit mLH A 200
Examination E A 600
X — Ray Examination X#Z#&&E V4| 600
Dental Pulp Extirpation g vl 9000
Operation F i O
Extraction il ]
Prophylaxies / Scaling i&H/KZ%E O
Treatment of Pyorrhea :igfgpzimm 0
Alveolaris !
Medicine BE ]
Filling #iE Iva Compodsite nesin 2000
Inlay 1~L— | BEMOVE LAY Palladiumn 2000
Onlay FoL— O
Metal Crown *ER O
Post Crown M O
Jacket Grown ey | O
Bridge Work PUPD; O
Partial Denture SEIE3es O
Complete Denture ifazis O
If you choose other, please be sure to fill in
the contents ZDHEBAEIBEIINEELTIEA
The Others ZDits O
If not in dollars,please specify the unit used. — Unit is
ELLSOESDBERTOEEENTTS,  HHEE Bakt Total Fee | {4400

Name and Address of Dentist Office &#EDEL RV EFREIFERNERD LI R UFHREHE
0 %, NN 100 WU WARINAUUTALUAIMNUT AU TAELAUNS

Date Signature Reference Number of your Medical Record

AH Eop bt b Y (if applicable)
23/5/2020 8’]1,1,’]’.[?1 Us ALATAN LHRBOES 12545678




Form B

DEADDIBEBBTHREDHTFEL,
DARGBADNBENACHR TS0,
BICEDEKIEEDMERLTTSUY,

*HFEICRARMHH-BE T BRLBRKELTOEE(IEABYFT DT, TEBLLESD,

—
S

Name of llness @Dental Caries 2. Missing Tooth 3. Periodontal Diseases 4. The Others( )
&R SfbJE & AR 2
Dental Treatment Medical treatment contents zam= Material Fee
AR vl supplement  f#E M RRE
linitial Office Visit IEZE! A 200
Examination EE vl 600
X — Ray Examination ix#izZE A 600
Dental Pulp Extirpation iik%% A 9000
Operation FH O
Extraction E3:s) [l
Prophylaxies / Scaling &f/BK% O
Treatment of Pyorrhea :imiEfeimamn O
Alveolaris !
Medicine BE [l
Filling FEiE vl 2RV PLY Y 2000
Inlay SfoL— A oY/ NS TV AL 2000
Onlay V0% % O
Metal Crown *BE ]
Post Crown M ]
Jacket Grown Sy | O
Bridge Work PP O
Partial Denture SEE e ]
Complete Denture i#a&%E O
If you choose other, please be sure to fill in
the contents Z0Oth#EBAKISEITREELTEA
The Others Z0its O
in dollars,please specify the unit used. iti N—"
neein F)buﬂpwﬁmwi)%ﬁg%wEé‘—%b\‘c'l:él,\o Léi}é;}i = Total Fee| 14400
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Form B

10 & gYa3n 100 perasssusiamaiemn
™ 12
(T"E”y %:J?\AZIKEIJ—"I{TJ‘)EH ) s lnseuiiaaaiin RECEIPT
nave VB0, ZENPO wie  25/5/2020
Reference Mumber 12545678
Description Armunt
| cuctiat Offcce Yisct
=, : - 200
X - Bay E
Dental Pulf Extizpation
?{ﬂiag 2000
REMOVE THLAY
Zaotkbzash 160
TOTAL 2500
HANAGT S72% chann
Dioctor Licence M Cashier
YauAMUIN *Thank You Very Much e WA E D CEVWERT

10 4. Asin 100 wrnerasdumiomeriaun 10 9. #uwin 100 vrsaaasiumilowningn
g lnaieuiiardiin s lnzeuianiin
wve P40 RENPO — wx 13/5/2020 ||we= 74RO RENPO  wx= 3/5/2020
Reference Murmber 2545675 Refarence Mumber 72545675
Descrigtion Amunt Description Amunt
| cuczial Ogfcce Vescr | witiat Ofgece Yesit Lia
s A n 200 e, e 2 200
X - Zag Eramimatiox 200 X - RBay Ezamimation 200
Dental Patp Estezpation 7000 Dextal Patp Extirpatine 2000
BEMOVE THLAY 2000 BEMOVE THLAY
TOTAL G600 TOTAL 2600
HrAS NG 1230 charz A NATFE 5723 ctanr
- DD;tor Licenoe MO Cashier Doctor LicenceMO Cashier
wauAaLINN eThank You Very Much ¢& WA E 5 CE WV E T vauAanA eThank You Very Much e 1) £ 5 CZ W ET
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