RECEIPT (DENTAL)
IR B ANE(EFL)

Request to Attending physician
H Y [~ TSR
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
C ORI R OE RBEFEROMASONBICHLETTOT, R BECLET,
2.This form should be completed and signed by the attending physician.
ZORFRIHYESTRA L, A LTSN,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
SHRE. ABC - A, 2oL B nE T,
Separate receipt required for prescriptions.

AT BRI AN AT SRRz L,

Permanent (JE3A DA KO Baby teeth (i)
87654321 | 123456738 vivin 1l | rnmwvy
87654321 | 12345678 VIVID 1 | IImvV
Identify examined teeth : (F2M44 2z 2 O CHlZR&E 221 3)
« Cavity (C) (i) - missing teeth (F) (X#) - stomatitis (Q) (HN#%)
* Phrrhes alveolaris (P) (%) - extraction needed (Z) (Eikp)
Date of First Diagnosis (#Ji2 A) Currency paid
Days of Diagnosis and Treatment G258 %17 - 7= % 140 day (B &) (ZHhmtr)

Office Visit Fees (G2 Hi#})
Examination Fees (F&&HH
X-Ray Fee (L' L% 2)
Other (- 0> fi1)

Services (I8 L 7= OEAL & IEEEOTELE)

Describe when gold or platinum was used (FEMEHI &, ALEFEH L
EEIRBEL T AW

‘Filling (FETA,)

Inlaying (- ¥ U —X|L7 L)

Capping (metal) (£E)

-Jacket capping (V¥ &7 v M)

- Capping connected (HiAkEHT)

Chipped Teeth (KR % ik U 72385 % OFL & T
‘Bridge (7 VU » )

-Partial artificial teeth (EEFH)

-Total artificial teeth (Fazsp)

i

Name of Hospital or Cliniec (5EF XX T4 #8) Total ()

Signature of Doctor (fH¥Y[=F4)

Date (B




