Form C RECEIPT (DENTAL)
T (B

Request to Attending physician
FHYEA~DIBFRN
1. Please fill in this form so that the patient may claim the long-term care insurance benefit.
Z ORI E OB Y E ER OGN OHFEICKETTOT, GEHZ BV L X,
2. This form should be completed and signed by the attending physician.
ZORFRITHYENRTAL, BALTIEEN,
3. One form for each month and one for hospitalization / outpatient(home visit)should be filled out.
SH ., AP« ABSSMEIZ, 2O BB BE T,
Separate receipt required for prescriptions.

SARHABINC S R IRFO = &

Permanent (%R D4 Frds L ONRAL) Baby teeth (L)
87654321 ’12345678 VIVII IO 1 ‘ I THIVV
87654321 ’12345678 VIVIII I ‘ [ IIOIVV

Identify examined teeth: (%49 24 O CTHARA & DT 5)

- Cavity (C) (Hip) - missing teeth (F) (Ki#) - stomatitis (G) (HHNK)

- Pyorrhea alveolaris (P) (P& EIR) - extraction needed (Z) ()
Date of First Diagnosis (fJZZ H) Currency paid
Days of Diagnosis and Treatment (%17 -7-% H%) day(H [#) (Chimig)

Office Visit Fees (2}
Examination Fees (Fi#rkl)

X-Ray Fee (L h7 V)
Other (Zdfth)

Services (VB L 7=t DEAL & VRIE OFEER)

Describe when gold or platinum was used

(EREMEHZE, A&z L ZiIHm L T<Eawn)

- Filling (FETA)

« Inlaying (4 > L—XiI7 v L—)

- Capping(metal) (4@ 5)

- Jacket capping (V¥ 7 v hii)

BN A

- Capping connected (M ilA#E )

Chipped Teeth (K{EBE Z fififk L 7= 856 E OEBAL & FEEH)
* Bridge (7'U v )

- Total artificial teeth (aFH1H)

Name of Hospital or Clinic (FRe S IX2 T4 #1) Total ()

Signature of Doctor (84 EE4;)

Date (HfI)




