RECEIPT (DENTAL)
TR B AR E (R

Request to Attending physician

HYHE~BE .
1.Please fill in this from so that the patient may elaim the National Health insurance benefit.
ORI BEOERERRBROBGOBFEILLETTOT, SERAZBEVLET,

. 2.This from should be completed and signed by the attending physician.
ZORAITHEYEENTAL, BL LTSN,

+3.0ne from for each month and one for hospitalization / outpatient(home visit)should be filled out.
% B, At ABREAEIC, ZOFRK IEBLETT,
Separate receipt required for prescriptions.

EERBHIBNT TR RN DL,

Permanent (R DL FF3 L UEIL) Baby teeth (SL#8)
87654321 | 12345678 VWEII | ITNNVV
87654321 | 12845678 VNIDOII | ITEWIVV
Identify examined teeth : (RN T AT EZOTEHARLE2HSB) .
-Cavity (C) {(H15) -missing teeth (F) (/X#F) »stomatitis (G} (OPI%E)

-Phrrhes alveolaris (P} (IR +extraction needed (Z) (Eihiwe)

Date of First Diagnosis (f]i#28) : Currency paid
Days of Diagnosis and Treatment (B2#%&15-7=EH#%) day (BFEI) . | @ (CHIAEE)
Office Visit Fees (F2##h)
Examination Fees (MZ%H
X-ray Fee (Li/h&)
Other (ZmAt)

Services (JREEL 72 OEALLIGIROTELR)

Describe when gold or platinum was used (JAEMEHZ S, Q&P ERLEEXIT
L TIEEW)

-Filling (JETA) -

-Inlaring (AL -7 —)

+Capping (metal) (&BF)

- Jacket capping (V¥ 7y hE)

-Capping connected (BITEMREGHE)

Chipped Teeth (RIBEZHEEL=HE T O LTEE)
+Bridge (7 V%)

-Partial artificial teeth (JEERZEH)

«Total artificial teeth ((AZR9)

Name of Hospital or Clinic (%% XX A4 #r) ' Total (§1)

Signature of Doctor (FAY¥EZE4)

Date { Bf)
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