RECEIPT (DENTAL) EUZBAHE (HF)

Request to Attending physician(fH 4 £~ JSF#EL )

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

(Z ORI O FE RO O HFECSLETTOT, FEHEZBEVLET, )
2.This form should be completed and signed by the attending physician.

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

(A ZE. A MBS ZEIC, ZOBR1IKRBRETT, )
Separate receipt required for prescriptions. CEMEHIRNCLFELZRMAT S 28, )

Name of Patient Date of Birth Sex [M - [OF
BEL EFEAR MRl B &
Initial Office Visit Days of Services _ days
Wi H 2 ER H
Permanent Tooth Tooth Number #z( Milky Tooth FLih&

8 7 6 5 4 3 2 1 1 2 3 45 6 7 8 EDCBA ABCDE
R i L R i

8 7 6 5 4 3 2 1 1 2 3 45 6 78 EDCBA A B CDE

Identify examined teeth : %49 % #hir % O CHHASFRA & Dl D)
+ Cavity(C)(H#i#) + missing teeth(F)(X ) - stomatitis(G)(mP9%) - Phrrhes alveolaris(P) (i /I47%)
- extraction needed (Z)(Z % i)

Office Visit Fees (GZWrklh Currency paid
Examination Fees (B#kh) CHEsg)

X-Ray Fee (L F5V)
Other (Zofh)

Services (JA¥# L7=th DL & IGROFELH)

Describe when gold or platinum was used

(RRAEHZ &, Bz Lz L iIFRRLTZEan)

* Filling (3t TA)

« Inlaying (1 > L —XiZ7 > L —)

+ Capping (metal) (&J&5%)

- Jacket capping (Vv 7 v M)

+ Capping connected (ki 4)

Chipped Teeth (K% #ifk L 7=%HA € O & FEEE)
* Bridge (7' U » )

- Partial artificial teeth (BiFzEmH)
%

- Total artificial teeth (i&

1)

[£5]

Name of Hospital or Clinic (J57 X322 #T 4 #7) Total (&t)

Signature of Doctor (H4EZ4)

Date (Hf})




