Form C RECEIPT(DENTAL) #EIXHAAE (HE#H)

Request to Attending physician (3834 E~BFEVY)

1. Please fill in this form so that the patient may claim the long-term care insurance benefit.

Z ORI EBE OB mEE ER I E ORI ORFEICLETT O T, iEAEZBELET,
2. This form should be completed and signed by the attending physician.

CORRIFHEEENTA L, BALTIEEN,
3. One form for each month and one for hospitalization/outpatient(home visit)should be filled out.
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4. Overview of the services is set forth in NO.15 of Exhibit. L& OFE XA NO.15 IZFEH L T E S0,
5. Separate receipt required for prescriptions. BERIFRNA T EZ IR T L TLIES 0,
6. Please specify material, for items marked 3. SXHIOIHB IZOWTIIME AT L T EEW,

Name of Patient Date of Birth Sex OM 0OF
BE4L AHEAR PRI 5 S
Date of First Diagnosis Duration of Treatment days
W2 H PR H [H

Permanent Teeth (7k/A ) Identify examined teeth G4+ % iz & O CH A4 & o) 5)

« Cavity(C)(Hh H) - missing teeth(F)(/X t)

8 76 5432 1| 1234586738 + stomatitis(G)(AN%E) -+ Pulpitis(Pul) (8 ft2%)
Re 765430211 12345686738 - - Pyorrhea alveolaris(P) (¢ f# i)
- extraction needed(Z) (EL th)
Services Tooth No. Fee Services Tooth No. Fee
IR e Bk PIENE EEN Bk
1. Examination 2 #Comp. ALY 1. Serf
2. Xray L hFUBk 2. Serf
Bite-wings  FEA X 3. Serf
Periapical FEAERL X $%¢Other(Material)
Panoramic ¥/ 7~ X Z DA,
Models A% T (ET )V 9. Inlay/Onlay(Material)
3. Medication [lyes [Ino A —=IT o —
e 10. Amal./Comp.Build-up
4. Prophylaxes T TNH L BELY L DA
Scaling H-ARE Postc Core A Z/L=a)
Fluoride 7 v {t#iAn % Other (Material)
5. Extraction #HH Z O
6. Periodontal Scaling/ 11. Crown Ji
Root planing Porcelain/Gold R —& L > « &
AT A BR S - AR b Silver alloy 444
Gingival Curettage % Other(material)
FEFEREE Z D
7. Pulp Cap itz $%12. Bridge Work 7 U v ¥
Pulpotomy GG « Haft Abut (material)
Root Canal Therapy Ba=1)
REIRHFE  lcanal IRE
2canal Pontic (material)
3canal I —
8. Filling 744 $13. Plate Denture (material)
Amal. 7 </V 7 A 1. Serf 1 HIRFE
2. Serf 3%14. Other(Material)
3. Serf Z DAt
Total Fee &7t

Name and Address of Dentist Office
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Date
RN}

Signature
B4
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15. Overview of the services ALiE DO




