RECEIPT (DENTAL)
- EREEREGER)

Request to Attending physician -
HEE~BEN ' _
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
IOBRAREENERRRARROBAORRIILETTOT, EREBBEVLET.
2.This form should be completed and signed by the attending physman.
COBRITEEERBAL, BLALTLEEN,
3.0ne form for each month and one for hospitatizetion / outpatleni:(hume visit)should be filled out.
& AS. AB- ABSMEI. OB 1 BBRLETT, :
Seiaara‘ne receipt reguired for prescriptions.

ER I ASERRADZ &,
Permanent (B35 D4 BB X UEAD _ Baby teeth (H.8)
87654321 | 12345678 ‘ VVEII! | 15mmv
87654321 | 12345678 VNmHI'lIHMNV
Identify examined teeth ! (RE TR EZOTHABL Z2FD)
- Cavity (0) (2%) - missing teeth (F) (K#) - stomatitis (G) (RAZ) '
+ Phrrhes stveolaris (P) (E#EJRHE) - extraction needed (Z) (EEHE) ’
Date of First Diagnosis (]2 B) Currency paid
Days of Diagnosis and Treatment (% » T:% B3O day (B F) (i?i’AL £)
Office Visit Fees (Rl7F)
Examination Fees (BRZEHD)
X-Ray Fee(L > }/Y)
Other (£ D4)

Services (B LEBEOBE & BREOER)

Describe when gold or platinum véas used (EEHFHI G, BE&EERALE
CEERBRELTLEEAY

-Filling (FETA)

-Inlaying (£ > V—=XiE7 ¥ L—)

-Céapping (metal) (&ER)

-Jacket capping (V¥ 7 v hE)

-Capping connected (3 EREEEHE)

Chipped Teeth (REEZHE L HES T OELE ﬁﬁ)
*Bridge (7) v ¥)

- Partial artificial teeth (/¥R 1)

-Total artificial teeth (225#) -

Name of Hospital or Clinic (RRXIIZEFTAH) A | Total ()

Slgnature of Doctor (GEYEER)

Date ()
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