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DEZWFEIZEMICGEALTH 55T P I,
Kkéﬁﬁk-ﬁﬁtt%a\m% O ET, TEETIV,

1. THIS FORM IS USED FOR CLAIMING THE SOCIAL INSURANCE BENEFIT. JAPAN AIR LINES

C BRI EB O SIS ET, HEALTH INSURANCE ASSOCIATION
2. THIS FORM SHOULD BE COMPLETED AND SIGNED BY THE ATTENDING PHYSICIAN.

ORI NESEE . HOBALTF S,
3. ONE FORM FOR EACH MONTH,ONE FORM FOR HOSPITALIZATION OUTPATIENT AND HOME VISIT.

GHEE, ABE - ABAMEI C OB 1 BT T,

ATTENDING DENTIST'S STATEMENT ERIZEASHMEZ / ITEMIZED RECEIPT fEINE

NAME OF PATIENT (LAST,FIRST) AGE (DATE OF BIRTH) SEX
BHEKA Ea (ESEHH) 5 (% - %) O MALE O FEMALE
Diagnosis Days of Service days Subsequent Date s
2 2 H B 2
Initial Office Visit Date , Date s
Wi
Permanent Tooth KA M Milky Tooth FLH
#1 #2 #3 #4 #5 #6 #T #8 | #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E |#F #G #H #1 #)
R8765432112345678L REDCBAABCDEL
8 7 6 5 4 3 2 1|1 2 3 4 5 6 7 8 " E D C B A|A B C D E
#32 #31 #30 #29 #28 #27 #26 #25|#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P |#O #N #M #L #K
Services Tooth No. Fee Services Tooth No. Fee
BIRING [LEEE 4 BIRINE EER <
1. Examination 8. Filling Amal. 1 surf.
X4
5% - FEL T 2 surf.
H L
2. X.ray Bite-wings X 3 surf.
[ g SR Comp. 1 surf.
2 Periapical X wHe
PR Lo 2 surf.
Panoramic X 3 surf.
VA Ao 1]
Models
28 FAETI)N 9. Inlay / Onlay
AvL—+7vL—
3. Medication [] yes J no
LT o 10. Amal./ Comp. Build-up
- TRVH L EBELY VT Kk BHREE
4. Prophylaxies / Scaling Post ¢ Core
B < RS AENIAT
Fluoride
7 v AL 11. Crown Porcelain / Gold
e F—kL v 4
5. Extraction Silver Alloy
et e
Other
6. Periodontal Scaling / Root Planing Zof
3 g N T N2
fﬁpﬂT@E%z IRIEHHG 12. Bridge Work Abut
Gingival Curettage e g
R o
7. Pulp Cap
7
Pulpotomy
Hatm - Hait Ponic
Root Canal Therapy g —
TR R
1 canal 13. Plate Denture
2 canal IR
8 g;;a' 14. Other
H Z0fl
Total Fee
NAME AND ADDRESS OF DENTIST / OFFICE GiEtewE
B RIEE AT O K44 B OMET X3 8 RHE BE o 475 B O BT 4 Hl
Paid By Amount Paid
BE/NEE
[J Cash £ gﬂ
[J Check
a Balance
AR
Date Sinnature 0
H Exd




