RECEIPT (DENTAL)
TR (B )

Request to Attending physician
HYEABRN
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
C DRI B OE REFIRROIG OHFHICHETIDOT, Az BV L £d,
2.This form should be completed and signed by the attending physician.
CORRRIFHEENGHA L, BHLTILEEN,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
SR ABL - ABMEIC, O 1 O ETT,
Separate receipt required for prescriptions.

RS BNCITZRZ M DT &,

Permanent (ZERDOHIRE X THAD Baby teeth (FLpk)
87654321 | 12345678 VVIITT | 10NNV
87654321 |12345678 VIVII I I |IHHIIVV
Identify examined teeth : (%29 2 &2 O THHAWIHZ DT %)
+ Cavity (C) (Hpk) - missing teeth (F) CRp§) - stomatitis (G) (IINZR)
* Phrrhes alveolaris (P) (Hffii2JF) - extraction needed (Z) (Efkik)
Date of First Diagnosis( /&2 H) Currency paid
Days of Diagnosis and Treatment(#&##7%217- 252 H %)) day( HH) CHvEs)

Office Visit Fees(iZ Wkl
Examination Fees (Fi#rf})
X-Ray Fee(L' > F7Y)
Other(Z D1th)

Services (JA¥E L 7= DERNL & 1B OFEE)

Describe when gold or platinum was used (/&M AENCE. HBZMHH L7
EERRRILTLIEEY)

*Filling (GECA)

*Inlaying (f L —XId7 > L —)

*Capping (metal) GBJEii)

- Jacket capping (v 77 v biif)

-Capping connected (phijefilkie i)

Chipped Teeth (RIFHZ ik L 7285 Z OHNL & KD
*Bridge (7Y v )

*Partial artificial teeth (HERFEH)

*Total artificial teeth (FaZEi)
Name of Hospital or Clinic Gl X IEF2#T 54 F5) Total (Gt)

Signature of Doctor ($HY[EE4,)

Date (H{Y)




