RECEIPT (DENTAL)
TFNBTRMEGESD

Request to Attending physician
HY E~FE .
1.Please £ill in this form so that the patient may claim the National Health insurance benefit.
Z OBRAFIEEOBREERROGHOBHHETTOTC, EHEBEVLET,
2.This form should be completed and signed by the attending physician,
_wﬁﬁﬁiﬂ.ﬁ EAEREAL. fs'fiS LTLKEEN, .
3.0ne form for each month and one for hoapitalization / outpatientthome visit)should be filled out,
A&, AR - ABSMEIZ, O 1 BRURETT,
Separate receipt required for prescriptions.

EHEHIRIC A ERRFO &, :
Pormanent (FRHOAHE XL UERED) Baby teeth (SLE) .
87654321 |12345678 vvmol | 1nmwy
87654321 |12345678 VVOII | 1INNV
Identify examined feeth ! (253 554k OCHlAAER T S)
+ Cavity (C) () > misging teeth (F) (XE) - stomatitis (@) (QPZD)
+ Phrrhes glveolaria (P) (HiSHRIE) - oxtraction needed (Z) CEIRER)
Date of First Disgnosis ($1%2 B) Currency paid
Days of Diagnosis and Treatment(RHEE1T> %R Eﬁ) day (AR (GCHaEe)
Office Visit Fees (R2HTEL : '
Examination Fees (FREEHD
X-Ray Fee(L s F#2)
Other (£ 2+4th)

| Services (FaM L7cHIOEME & HROMIT)

Describe when gold or platinum was used (F3#FH$HE &, B&EHEHLE
’ . EZIBBLTIES WY

+Filling (FECA)

sInlaying (f ¥ L—XX7»r1—)

»Capping (metal) (&BE)

*Jacket capping (¥ 7 v FE)

+Capping connected (HIEREEN) -

Chipped Teeth (iR %k Li’“&v’“‘%@ﬁﬁl&ﬁﬁ)
+Bridge (7') ¥ )

«Partial extifivial teeth (Faiske)

-Total artificial teeth (E3%H)

Name of Hospital or Clinic (R IZR2 R4 _ Total (BH)

\
Signature of Doctor (AHEEAR)

Date (Bf)
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