Form C 150 C

Request to Attending Dental Surgeon YLz~
1. Please fill this form so that the patient may claim the social insurance benefit.
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2. This form is to be completed and signed by the attending dental surgeon.
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3. One each form is every month for dental diagnhosis and treatment.
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Itemized Receipt (Dental) fEviiiE= (Hfl)

Name of Patient (Last, First) Age (Date of Birth) Sex Male-Female) 44
= Fwy
Date of First Diagnosis Days of Diagnosis And Treatment days
7z H 2R H

Localization of Teeth [\{/

Permanent Tooth J/k/A 4 Deciduous Tooth #.1#
87654321|12345678L edcbalabcde
87654321 123456738 edcba abecde

1. Name of Illness {)i%
(1) Dental Caries (2) Missing Tooth (3) Pyorrhea Alveolaris (4) The Others
9 fliE R AR bl Nl Z DA
RPN Locelizetion of Materia Fee
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2. Dental Treatment (/57 Toeth Examined o8 oA - VA
(1) Initial Office Visit #J2kk
(2) X-Ray Examination L > 77 fhids
(3) Dental Pulp Extirpation #/:fifi
(4) Operation Tir
(5) Extraction #ii
(6) Filling Joht
(7) Inley 1 L —
(8) Metal Crown %)tk
(9) Post Crown kst
(10) Jacket Crown 77 v il
(11) Bridge Work U v o~
(12) Plate Denture fyli il
Partial Denture /ijiii7% 14
Complete Denture 4 G1Hf
(13) Treatment of Pyorrhea Alveolaris i
(14) Medicine %«
(15) The Others ~ i
(the currency unit )i, Total &Ef
Name of Dental Surgeon [“=[ilif4 Signature =%



