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SNFR=UDIAE—TREICHADIRAEZ IDFANLETY,
3. AIHKI RN BAHE 1D EMEE ARICERMDIEAZRZITHENTER MG E(F, BIFRIZZED
EHRZERZRALTTELY,

FEEARATITEIERSCUTRMEIZERL . /S RAR— M E RN



1EE 1. Please fill in this form so that the patient may claim the social
REGEIPT (DENTAL) insurance benefit. ZORITRBEE DLDREOIEFTO R GE L5

TN Y
(FEUREBAMEE (s RLA)) TTOT, AL BEOLET,
2. This form should be completed and signed by the attending physician.
COMRUTH Y ENRFE, D OFA LTIV,
3. One form for each month and one form for hospitalization/outpatient
(home visit) should be filled out. £ H 5, APt ABESMEIZfT, 2Dk

KIMBVETT,
Request to Attending Physician o Separate receipt required for prescriptions.
IHUEADHFEL CERABHIBNC IS AR O L)
Name of Patient(Last First) (SBE%) Age(Date of Birth) (ZE&i. £EHH) Sex(Male*Female)
Tanaka Hazime 38 11/30/67 Male
Permanent (75 D4 Frds LUNBAL) Baby teeth (FLH#)
7654321|1234567 VNIII|IINNYV
87654321(12345678 VIV]I[]II|I]I]]IIVV

Identify examined teet : (FZM4 3 BN A& O TOIHAL & DOITD)

cavity (C) (¥eL1th)  missing teeth (F) (/XE)  pyorrhea alveolaris (P) (BFifiJR) extraction needed (Z) (ZEikth)

Date of First Diagnosis Days of Diagnoses and Treatment Office Visit Fees Currency paid
Wz hH) (BREATRSTE A KOLFAU B (e (ZHiER)
days
1-Dec—03 2 (A ) 150 HK $ 150
Examination Fees X-Ray Fee Other
(AR (Lhre) (Zofh)

Services (JRFELT=H OERALETRIROFEIE)
(Describe when gold or platinum was used (JRIFEMEHIA, A&EHEHALEXITRFELTTEWY))

o filling (FETA) j Composite Filling HK $ 200

o inlaying (AL —XiEZTL—)

o capping (metal) (4@ k)

o Jacket capping (¥ i)

o capping connected (B LA Bh )

Chipped Teeth (RAEHZHif% L7I=356 € DAL EFEH)

o bridge (TVwy)

o partial artificial teeth ~ (JREFEH)

o total artificial teeth (azz™)
Name of Hospital or Clinic (JFRE X IX 2 T4 #1) Total (§F)

Dr WHITE VRANCKY
Signature of Doctor  (FHY4[EFE4)

Date (HAfT) Dec.5. 2003




