RECEIPT (DENTAL)
T AE (P

Request to Attending physician
HYE~BREY
1. Please fill in this form so that the patient may claim the National Health insurance benefit.

Z OFRITRE OERBRAROBM ORFITHKLETTOT, EAZBEVLET,
2. This form should be completed and signed by the attending physician.

ZOFRKITHEYENTAL, BLALTILEE,
3. One form for each month and one for hospitalization / outpatient (home visit) should be filled
out. HAHE, AR - ABeSEIZ, T MBSRBETT,

Separate receipt required for prescriptions.

FRBHIBN AT EZ IR D L,

Permanent (SRR DA FHI L OEML) Baby teeth (FLth)
87654321 ’ 12345678 VIVHIHIIIHHHVV
87654321 | 12345678 VVII T | THIVV
Identify examined teeth : (GZHTAEMNEOTHARLEZ DT D)
« Cavity (C) (&) - missing teeth (F) (X##) - stomatitis (G) (ENK)
+ Phrrhes alveolaris (P) (BAHEMRIE) - extraction needed (Z) (BEHKHR)
Date of First Diagnosis{(#J52H) Currency paid
Days of Diagnosis and Treatment (A {TH-T-FERE) day (B FH) GZHaa )

Office Visit Fees (RZWTED
Examination Fees (#RZTk})
X-Ray Fee(L > h#'Y)
Other (& Dff1)

Services (JEHE L 7= OEL & IR OFEIE)

Describe when gold or platinum was used (BEMEHZE&. REEZFEH L
EERIFFRELTLEZY)

‘Filling (38 CA)

Inlaying (/> L—XE7 > L—)

-Capping (metal) (&BE)

-Jacket capping (¥4 v b7E)

-Capping connected (HEREALEIHT)

Chipped Teeth (KIBMR%#iifk L7256 % OEBAL & FH)
-Bridge (7Y v )

-Partial artificial teeth (BIBziE)

‘Total artificial teeth (FRZEH)

Name of Hospital or Clinic (REEXIZIERTLN) Total (§F)

Signature of Doctor (fH:4EE4)

Date (H#)




