RECEIPT (DENTAL)
TR BRI (B 7))

Request to Attending physician
HYE~BE:
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
Z DFRITEE O EREFRRROBMIORHFICBVETTOT, ERZBHEOLET,
2.This form should be completed and signed by the attending physician.
T OMRIBESENTBEAL. FHLTIESN,
3.0ne form for each month and one for hespitalization / outpatient(thome visit)should be filled out.
#R&E. ABt - ARSI EIC, 20K 1 EARETT,
Separate receipt required for prescriptions.

AR FER RO &,

Permanent (R 04 L UNTAL) . Baby teeth (FLU&) _
87654321 | 12345678 . VIVILI I |III]]IIVV
87654321 | 12345678 ' VVIEI | IIONV

Identify examined teeth : (BE¥ T 3% O CHAMEE 01T 3)

* Cavity (C) (Hup) « missing teeth (F) (KR#) - stomatitis (@) (APIZR)
* Phrrhes alveolaris (P) (##%M88) - extraction needed (Z) (i)
Date of First Diagnosis ({13 B ) Currency paid
Days of Diagnosis and Treatment (B4 1o~ ZAK) day{ H &) (ZHamE)

Office Visit Fees (Z2%¥7ED
Examination Fees (f8Z5$})
X-Ray Fee(L ¥ L7 V)
Other (F Dffr)

Services (TAHE L7l OERr & ThHE OFELR)

Describe when gold or platinum was used (& EHI &, B&2HFHRLE
EEIIHFRRLTLIEEWY)

-Filling (FTA)

+Inlaying (A > L —Xix7 v 1—)

+Capping (metal) (&BE)

‘Jacket capping (¥ ¥ v i)

-Capping connected (ErTHEGTH)

Chipped Teeth (KIRMEZHIE LicHE £ ORML & HR)
*Bridge (7)) v )

+Partial artificial teeth (/REREEE)

-Total artificial teeth (F&Z5H)

Name of Hospital or Clinic (AREEXiZ2HRETA#H) Total (§1)

Signature of Doctor (HY[EE4)

Date (Bf)




