RECEIPT (DENTAL)
TR B AN (R A

Request to Attending physician
2 A~ SR
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
Z O AE OEREEREROSATOMNFBICLETTOT, SR B8ECLET,
2.This form should be completed and signed by the attending physician.
ZOREIBHEEENTAL, BALTIEIN,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
ERE, ABt - ABRSAEIZ, ZOFEN 1 BABARETT,
Separate receipt reguired for prescriptions.

W EHIBIIC A SRRz L,

Permanent (JERDHATES KO Baby teeth (3L
87654321 | 12345678 VIVIIIT | 10mvy
87654321 | 12345678 VIVIIIIT | 1HMVV
Identify examined teeth | (A9 2HkL% O CHARE L2 5)
« Cavity (C) () - missing teeth (F) (X)) - stomatitis (@) (L RHK)
* Phurhes alveolaris (P) (##EHE#) - extraction needed (Z) (Fik)
Date of First Diagnosis (#]72 5 ) Currency paid
Days of Diagnosis and Treatment (355 %17- 7= & H$) day (B ) (Z#Eta)

Office Visit Fees (RN
Examination Fees (F&#¥D
X-Ray Fee (L2 K47 )
Other (% O f)

Services (I&JF L 7= OERAL & EFFOFESE)

Describe when gold or platinum was used (JE¥MEHZ &, B&EZEH LA
EEFEELTLEEY

‘Filling (F2CA)

‘Inlaying (- > L =337 s 1)

-Capping (metal) (£&E5)

-Jacket capping (Vv 7 v hE)

- Capping connected (P ki)

Chipped Teeth (RIBH % flif L 7285 ¢ O & M)
-Bridge (7Y v )

-Partial artificial teeth (JREfatE)

-Total artificial teeth (G25H)

Name of Hospital or Clinie (5[ X 1222554 #5) Total (3]

Signature of Doctor (HH¥[EB4)

Date (BT






