RECEIPT (DENTAL)
LB E ()

Request to Attending physician
Y E ISR
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORI EE OERBERRROBH OB LETTOT, TFHE2BERVCLET,
2.This form should be completed and signed by the attending physician.
CORITHEYENTAL, BALTLEEWY,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
HFAE. ABE - ABSMEIL, Z O 1 KBS ETT,
Separate receipt required for prescriptions.

EMEHIBNC RS B R RO Z &,

Permanent (%895 D4 Frds L OWBAL) Baby teeth (FLt#)
87654321 | 12345678 VVIIII | romwvy
87654321 | 12345678 VIVIII | IDOVV
Identify examined teeth : (B4 32L& O THARSL &1 5)
« Cavity (C) (H1#) - missing teeth (F) (R#) - stomatitis (@) (ARK)
+ Phrrhes alveolaris (P) (W#%RIB) - extraction needed (Z) (ki)
Date of First Diagnosis (]2 H) Currency paid
Days of Diagnosis and Treatment (5% 17 - 7= 3 B %) day (H#) (K@)

Office Visit Fees (W75}
Examination Fees ({7208}
X-Ray Fee(L'> F57V)
Other (£ 0 fih)

Services (VB L 7= O¥RAL & 15 OFEL)

Describe when gold or platinum was used (85t EHZ &, B&2HFERA LA
LERKBTBLTIEEN)

-Filling (FECTA)

‘Inlaying (f b —XII7 v 1—)

Capping (metal) (&B)

-Jacket capping (V¥ 7 v Ff)

- Capping connected (M Ak E)

Chipped Teeth (KIEW %2 #ifk L71=HE % OWAL & )
*Bridge (7'V v )

- Partial artificial teeth (FEHz)

- Total artificial teeth (Kaz%9)

Name of Hospital or Clinic (k2 X132 8074 #7) Total (#)

Signature of Doctor (FAMEZE4)

Date (Bff)




