© %BYNBA#AE (FormC sRIA)

Requests to the Dental Practitioner
HEHE~DHERBEL
1. Please certify this form so the patient may claim National Health Insurance benefits in Japan.
ZOBRFEEOERBERBOBHNOBRBICULETTOT, IEHEBEVLET,
2. Please write details of the patient’s demal [reamlent.
n/’f’ém f?‘l:/)L' VT I .t, |\T#H'| —u[ﬂﬁ{. L
3. This form should be completed and sloned b'v the attending physician.
ZOBRAIFHEMERTAL, BALTLIIEE W,
4, One form is needed for every inpatient or outpatient treatment visit.
FHE. ARE - A E Il Z OIS BB T,
5. Please specif} the monetary unit used.
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Form C ITEMIZED RECEIPT (DENTAL)
HINBRE (WD
Name of Patient (Last. First) Age (Date of Birth in parentheses) Sex (Male /
BEA Fis (£ERAH) " ( B - & )
Date of First Diagnosis . Duration of Treatment days
WA ZEAH (B /)
Location of Teeth (Ep4i)
Permanent Teeth (5k AtE) Primary Teeth (3Lth)
R8765 2 |12345678L RVNEHIlIHmNVL
876 5 21]12345678 VNIOII | IDIONV
1. Condition fEFFA
scavity (C) (HBHE) -missing tooth (F) (&R H) -mouth sore (G) (AR %)
spyorrhea alveolaris (P) (ME#EAEIE) -extraction needed (Z) (ERH)
2 Dental Treatment B} A& Mmmn(%%TéﬁT ‘[}:"EE i Mar;:;iil i s é"g‘g
+First-time Visit Fee §132§
*X-Ray Examination L > b5 B HE
*Pulpectomy REE
«Extraction Rt
*Filling F£48
‘Inlay 4 > L—
*Metal Crown £ B 7
*Post Crown HE&T
*Jacket Crown &% 47 v bE
*Bridge 7w
*Plate Denture H FRZHH
Partial Denture a3 & H
Complete Denture #8351
*Treatment of Pyorrhea Alveolaris
HiERERLE
*Medication R ZE
»Others (Please Specify) Dt
Monetary Unit is: HUEHL Total &t
Name and Address of Dental Practitioner: HFELERD D & AR UMERT
Name FAE] Last 2% First 4
Name of Hospital or Clinic (BRE-IZEZEMRA)
Address £ Phone No. %Eaf

Date B {¢ Signature EH




