RECEIPT (DENTAL)
I HAREEER)

Request to Attending physician
HYE~BEV
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
Z OB E OERERRROMBMOBFICHETTOCT, iEHEZBEVLET,
2.This form should be completed and signed by the attending physician.
ZOFAITHYENTAL, BLLTLLEE D,
3.0ne form for each month and one for hospitalization / outpatientthome visit)should be filled out.
HZHE. ABE - ABSMEIZ, ZOKRK 1 EBRLETT,
Separate receipt required for prescriptions.

A ENIBNZ A E R RO L,

Permanent (FRIE DL IS L UERGL) Baby teeth (FL15)

87654321 12345678 ’ VIVIII I [IHIIIIVV
87654321 |12345678 VIVIII I |'I[[IIIIVV
Identify examined teeth : (23 2% O CHARA % 21T 35)
- Cavity (C) (H#11) - missing teeth (F) (R¥) - stomatitis (G) (APN%)
- Phrrhes alveolaris (P) (FE%R#%) - extraction needed (Z) (EEikHh)
Date of First Diagnosis (¥]72 B) Currency paid
Days of Diagnosis and Treatment (2% %17 - 7= £ R %0 day (H ) (ZHiEE)

Office Visit Fees (2 lt#})
Examination Fees (KiZrfh)
X-Ray Fee(L' > v )
Other (% Dfth)

Services (JAIR L=t OERNL & 1EIRDOTELE)

Describe when gold or platinum was used G&E M EHC &, AE*ERA LR
EEIFRFEELTLLEZIW)

-Filling (Gt TA)

*Inlaying (o > L—Xi37 »L—)

-Capping (metal) (&E&)

-Jacket capping (¥ 7 v b))

- Capping connected (H7Eik#rE)

Chipped Teeth (KB Z %k L7356 % O & &)
Bridge (7' v )

+Partial artificial teeth (FIEE)

-Total artificial teeth (FAZ5H)

Name of Hospital or Clinic (&% X IZZ2HAT4 #R) Total (§1)

Signature of Doctor (FH4EEL)

Date (A1)




