K21-B

RECEIPT (DENTAL)
(FEUNBAMEE (R A))

Request to Attending Physician
HYEEADEFEL

TR 1.

. This form should be completed and signed by the attending physician.

. One form for each month and one form for hospitalization/outpatient

Please fill in this form so that the patient may claim the social insurance
benefit.  ZORRFUTBE OFLSRROAET O PFHIMLETTOT, ik
A& BRELET,

CORRIFH L EREE OBALTREN,

(home visit) should be filled out. 4+ A i, AR+ ABEIMEICST, ZO%E
XMV T,
Separate receipt required for prescriptions.

(FEAPEHIRN AT AR D)

Permanent (JEJ D4 FrIS LORNL)

87654321] 12345678
87654321| 12345678

Baby teeth (L)

VNIII|IImVV
VVIII|IINNV

Identify examined teetl

cavity (C) (F°L1H)

missing teeth (F) (/K1)

(GZY T DENLE O TIOZ A & DT D)

pyorrhea alveolaris (P) (HEF&HE)K) extraction needed (2) (FEH1h)

Date of First Diagnosis

Days of Diagnoses and Treatment Office Visit Fees Currency paid

(i 1) (BT 15 AR (R (A3 49)
days
(A [#)
Examination Fees X-Ray Fee Other
(B AR (Lo hry) (Zoh)

Services (JRIELTtE DI EIREDOTEEE)
(Describe when gold or platinum was used (A EHZ 4, A&ZM HLZEEITRFLTTIFIWY))

o filling (FETA)

O inlaying (AL —XIT7 L —)
o capping (metal) (4@ )

o Jacket capping (¥ i)

O capping connected (T L AkE Bk )

Chipped Teeth (RIEtEZfikk L= & O S FESH)

o bridge (TVw)
o partial artificial teeth ~ (JREFZEMk)
o total artificial teeth (hazs)

Name of Hospital or Clinic (JiRE X IXi2 T4 #1)

Total (§1)

(HYEES)

Signature of Doctor

Date (Hf})




