Name of patient Last First

This form is used for claiming the social insurance benefit

Age Date of Birth Sex MalLe Female

Date of First Diagnosis

Date of Diagnosis And Treatment

days

/ 2

Permanent Teeth

Localization of Teeth

Deciduous Teeth

Name of Illness
Dental Caries

Missing Teeth

Pyorrhea Alveolaris

Others

2001.12.10




/ 2

Dental Treatment

Localization of Teeth Examined

Material

Fee

Initial Office Visit

Ray Examination

Dental Pulp Extirpation

Extraction

Filling

Iniay

Metal Crown

Post Crown

Jacket Crown

Bridge Work

Plate Denture
Partial Denture
Complete Denture

Treatment of Pyorrhea Alveolaris

Medicine

The Others

Name and Address of Attending physician /Superintendent of Hospital or Clinic

Name Last

First

Total

Title

Address Home

Phone

Office

Phone

Date

Signature

2001.12.10




