RECEIPT (DENTAL)
BRI B E R ED

Request to Attending physician
FH2Y =~ A
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
ZORITBE OEREREMOBOBRFEIZLETTOT, MEHEBEVWLET,
2.This form should be completed and signed by the attending physician.
ZORAITHYEENTAL, BAHLTLFEEN,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
R, AR - ABESEID, ZoER 1 KB BETT,
Separate receipt required for prescriptions.

SATEHIRNC LSRR O = b,

Permanent (#7295 O 4 Frds L UFALD) Baby teeth (FL1#)
87654321 | 12345678 vivmn 1 | 1mmvy
87654321 | 12345678 VIVIT T | 1OmvY
Identify examined teeth : (G£%4 B EMT & O THlAHRL %11 4)
- Cavity (C) (HH) - missing teeth (F) (X#) - stomatitis (G) (CFA%E)
- Phrrhes alveolaris (P) (i) - extraction needed (Z) (E ki)
Date of First Diagnosis (#]72 H) Currency paid
Days of Diagnosis and Treatment (354417 7= % H#0) day (H [{) (Gedhimtg

Office Visit Fees (217 #})
Examination Fees (&5
X-Ray Fee(lL- > k7 2)
Other (- ®fth)

Services (JBHF L7l oOERL & RO FEEE)

Describe when gold or platinum was used (AWM EHI 4, He&EHEH LK
LEREFHELTLLEEN

‘Filling (£ TA)

‘Inlaying (1 > L —X I 7 L —)

-Capping (metal) (& @7

-Jacket capping ("4 v biE)

- Capping connected (M il i)

Chipped Teeth (/CHAN % filik L 7= & % DAL & HAD)
‘Bridge (7'V v )

-Partial artificial teeth (Bizeis)

-Total artificial teeth (7% MH)

Name of Hospital or Clinic (355 31322 W4 #57) Total (7t)

Signature of Doctor (B EE4)

Date (Bf})




