RECEIPT (DENTAL)
RRUX BAAME (AL

Request to Attending physician
Y ~JBHR
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
ZoERIZEE O ERRERROBIONFILETTOT, FREBSHECLET,
2.This form should be completed and signed by the attending physmlan.
OB EENRREAL, BALTLIEZE,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
HAE, ABt - ABtAMEID, O 1 EPLETT,
Separate receipt required for prescriptions.

BEAEHIBNC T BRI O &,

Permanent (IO PRI I UML) Baby teeth (FL#)
87654321 | 12345678 VIVIIT I | 1 0mvy
87654321 112345678 VIVIIO I IIHDIIVV
Identify examined teeth : (GEM 7 B EMIAZ O THABALE 21T D)
+ Cavity (C) (h#H) * missing teeth (F) (X)) - stomatitis (G) (BH%K)
« Phrrhes alveolaris (P) (#4##i) - extraction needed (Z) (Fkth)
Date of First Diagnosis (#]i2 A) Currency paid
Days of Diagnosis and Treatment (417 - 7= % H 0 day (B ) (GTHhm )

Office Visit Fees (B2 W#h)
Examination Fees (tR##})
X-Ray Fee(lL > h5°V)
Other (£ O1ih)

Services (JA¥E L 7= OEML & IR OTESE)

Describe when gold or platinum was used (BFEMEHZI &, BE&E2ERALE
EEEFMSRELTLESVY

-Filling (FETA)

‘Inlaying (f > L —XIE7 > b—)

Capping (metal) (&BE)

Jacket capping (V¥ & v FiE)

e ST

- Capping connected (M EHEHEH)

Chipped Teeth (KR &4tk L7258 € OFML & TE50)
*Bridge (7' v ¥)

+Partial artificial teeth (FEREEHT)

-Total artificial teeth (F8%35)

Name of Hospital or Clinic (53X E T4 TR Total (31)

Signature of Doctor (AMEZEA4)

Date (B




