RECEIPT (DENTAL) f8IX B E (H %)

Request to Attending physician (8 4 [& ~®D IFAV )
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
(C OB BE OE RAERRROMAT OB FHILETT O T, AEHEZ BV LET, )
2.This form should be completed and signed by the attending physician.
(COBITHEYENLAL, BAHLTTZEN, )
3.0ne form for each month and one for hospitalization / outpatient (home visit) should be filled out.
(FR L ABE, ABEshZEIs, ZORRIEALETT, )
Separate receipt required for prescriptions. CEMEHIBNZOVTEEZERA 3228, )

Name of Patient Date of Birth Sex OM-OF
BEL AFHEAR Hhl B #
[nitial Office Visit Days of Services days
Wz A PR H K H
Permanent Tooth Tooth Number Bz Milky Tooth L&

8 7 6 5 4 3 2 1 1 2 3 45 6 7 8 E D C B A A B C D E
R ll L R |

8 7 6 5 4 3 21 1 2 3 45 6 78 E D C B A A B C D E

Identify examined teeth : (%24 9~ 2E8 % O CH A4 &1 5)
+ Cavity(C) (R 1) - missing teeth(F) (/R ) * stomatitis(G) { O PN 4%) « Phrrhes alveolaris(P) ( #5 # I27R%)
- extraction needed(Z) (k)

Office Visit Fees (ZZWrkt) Currency paid
Examination Fees (fRE#}) (ZHhd&)
X-Ray Fee (L2 M)

Other (£ Dfih)

Services (B L 7= DAL TRIEDFESH)

Describe when gold or platinum was used

(RRMEHZ &, B@& ML L &R L T7ZEW)

*Filling (F£TA)

*Inlaying (1> L — X371 —)

-Capping (metal) (& J&7)

+Jacket capping (¥4 v hif)

-Capping connected (#kmeth)

Chipped Teeth (KB % filif L7235 & DL L FEEE)
*Bridge (FV o)

+Partial artificial teeth (JEEBZEH)

+Total artificial teeth (38 3= 1h)

Name of Hospital or Clinic (JpB7 X298 T4 ) Total ()

Signature of Doctor (Y4 [EZE 4 )

Date (H 1)




