RESEIPT(DENTAL)
PR B A (P )

Request to Attending physician
Y EA~D A
14 1.Please fill in this form so that the patient may claim the National Health insurance
benefit.  ZORRAUL A DOE RAEFRRIROAE T O HEFICLETTOT, FEH
ZRFEVLET,
2.This form should be completed and signed by the attending physician
ZORRUTH Y ENREEZ OBALLTTINY,
3.0ne form for each month and one for hospitalization/outpatient(home visit)should
be fillde put & H . APt ABESNVEIA ZORRK A LEET T,
Separate receipt required for prescriptions. CGEAIEHIBNZAL T ZE A IRFFDZE)

Permanent (IR DL s KON baby teeth (HL)
87654321[12345678 VIVIII I | 1 mmvy
87654321|12345678 VIVIII I | [ IIIVV

Identify examined teeth : (LT HENE2 O TN IR HDOTD)
Cavity (C) (e L) missing teeth (F) (/KTh)  stomatitis(G) (ANK)

Phrrhes alveolaris (P) (Pl Fl ) extraction needed (7) (BEH )
Date of First Diagnosis Days of Diagnosis Office Visit Fees Currency paid
and Treatment
(WizH) (BWEAToT-FERE)  G2Erkh (Cfhmtg)
*@EFIUH
days  (HI#])
Examination Fees X—-Ray Fee Other
(A (LUNFY) (ZDAih)

Servises  (JEIRLT-H OEBAL IR DOFEER)

Describe when gold or platinum was used

(JERM BN A& LRIAFREL TS, )

Filling  (F£TA)

‘Inlaying (AL —XI7 1L —)

+Capping(metal) (&)@ 7E)

«Jacket capping (¥ i)

L = G L

- Capping connected (P LAk )

Chipped Teeth — (UKAB & Al L 7= &2 OEL L FEEH)
‘Bridge (Z7VUwy)

«Partial artificial teeth — (JHRFH)

*Total artificial teeth (FozEH)

Name of Hospital or Clinic — (J& [z X IX 2 T4 #1) Total ED)

Signature of Doctor (Y EE4)
Date (HAY)




