For claiming health insurance benefits
CORAUTRRIRRDAGT O HEE I SN E T,
ATTENDING DENTIST’S STATEMENT

[#X14—2]

Form

HREZERERNAEHMEE
Name of Patient
-
Material (£ M # ¥ ) Fee ( ¥} 4 )

1)Examination/Consultation (Z2%%)

2)X-Rays (L' R7Y)

3)Prophylaxis/Scaling (B 1 FRZ - ifF BE)

4)Extraction (3 )

5)Root Canal Therapy ({B & 15 #%)

6)Crowns (7&)

1. Gold (&)

2. Porcelain (R—E&L)

3. Plastic(fBE'E L)

4. Stainless Steel (&#R/XT7 22— 1)

7)Bridges (7' Vv3)

1. Porcelain/Gold (R—E&L > &4)

2. Plastic/Gold (fEEL o L4%)

8)Dentures (FH1H)

1. Ordinary/Acrylic (727U LK)

2. Chrome (Z a4 & FK)

9)Orthodontic Treatment (& E &)

10)Other (DAt

Total (&#t)

Name and Address of Dentist / Office
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Date
H£f

Signature
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