RECEIPT (DENTAL) #EUNBAHAZ(5EF)

Request to Attending physician

HEYEABREN

1.Please fill in this form so that the patient may claim the National Health insurance benefit.
ZOBRIIBEOERBRRROGMNOBFBICHETIOT, AIRLZBEVL X,

2.This form should be completed and signed by the attending physician.
ZORNFBEENTAL, BEL TSI W,

3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.

ZRE. ABt - ABRABICOE, ZOKRAIKLIBHETT,

Name of Patient,

BE4L
Age (Date of Birth) iy (E4£AHR)
Sex (Male « Female ) R (B - &)

Permanent (FfED & L OBRL) Baby teeth (3L2&)
87654321|12345678 BA| ABCDE
87654321(12345678 BA|ABCDE

Identify examined teeth : (2% 2EfI% o CHAKEZZ 2T %)

- Cavity (C) (&) - missing teeth (F) (X&) - stomatitis (G) (HM%)

- Pyorrhea alveolaris (P) (P#&i2/%) - extraction needed (Z) (EikiR)

* The Other ( )

E D C
E D C

Date of First Diagnosis(#)52 H) Currency paid
Days of Diagnosis and Treatment (2% % 1T - 7= £ H%0) day(H ) (X38BH)
Office Visit FeesG2UT#})
Examination Fees ({2 £}
X-Ray Fee(L- > ~7>)
Other(Z D)

Services GAE L 7D EMAL & JAE DTESE)

Describe when gold or platinum was used

BEMENCE, ARl FFRLTIETY)

-Filling (FETA)

‘Inlaying (/> L —XIZ7 L —)

-Capping (metal) (£ET)

-Jacket capping (¥ 7 v bE)

-Capping connected (&S FctE)

Chipped Teeth (X188 % iR L 7-3HA % OIBAL & EHH)

Bridge (71 v )

-Partial artificial teeth (BEF&EE)

-Total artificial teeth ({3%&i&)

Name of Hospital or Clinic (EFEX (2T & 7N) Total (51)

Signature of Doctor (JBHEEH)

Date (Bf¥)




