RECEIPT (DENTAL)
DG E R

Request to Attending physician
ARE~BHEY
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
ZOFNIZEEOERBREARROGM OBBIILETTOT, EAZBEWVWLET,
2.This form should be completed and signed by the attending physician.
TORRNITHEYERTAL, BLALTIESIN,
3.0me form for each month and one for hospitalization / outpatient(home visit)should be filled out.
EHE, AR - ABRSEIC, 2o 1 R UETT,
Separate receipt required for prescriptions.

A BHIBNC T E R /A D &,

Permanent (RIR DL FRE X OERL) Baby teeth (FLE)
87654821 | 12345678 VVIII | IDWVV
87654321 | 12345678 VVIII [ | IDMVV
Identify examined teeth : B2 3 28 {z% O CHAREL E D) 53)
« Cavity (C) (H#H) * missing teeth (F) (X#) - stomatitis (G) (OAHK)
* Phrrhes alveolaris (P) (M%) - extraction needed (Z) (F#gth)
Date of First Diagnosis (#1Z2 H) Currency paid
Days of Diagnosis and Treatment (% &17 - £ 8 %) day (Hf#) (ZIhiEE)

Office Visit Fees (2}
Examination Fees (M7}
X-Ray Fee(lL > F7°2)
Other (£ D)

Services (1R L7 H DI L IEEDTELE)

Describe when gold or platinum was used JGEMEHI &, A&EZHERA LK
EEEFTLTIIEIN)

‘Filling (8 CTA)

‘Inlaying (- v L —XiE7 v L—)

+Capping (metal) (&EF)

Jacket capping (¥ 7 v ~ )

*Capping connected (8 &k HE)

Chipped Teeth (RIEMH % #ifE L7HE € O & FEH)
‘Bridge (7'V v ¥)

-Partial artificial teeth (BERESE)

-Total artificial teeth (RZEH)

Name of Hospital or Clinic (k% X IX28HT4 Fr) Total (§1)

Signature of Doctor (AYEESL)

Date (HfT)




IR (RA B O - 8wH)

Z D

Bl R & o &£ A M

i ops:




