RECEIPT (DENTAL)
TR 0 25 (g )

Request to Attending physician
FH Y = A~ IS
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
ZORREUTEFE OE BRAEFERIR O O R FEIZHLE TS OT, GEHZ BBV LET,
2.This form should be completed and signed by the attending physician.
ZORRUTH Y EDFLAL, BA L TIIESN,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
A A ARt ABEAMEIZ, 2O BB EETT,
Separate receipt required for prescriptions.

SR EHI B AL AR DT L,

Permanent (J&35 D4 7136 L OVERAL) Baby teeth (L)
87654321|12345678 VIV]]IHI|IH]]IIVV
8§ 765432 1123456738 VIV]]IHI|IH]]IIVV

Identify examined teeth : (%4 3212 O CHHAIHA & DIT D)

«Cavity (C) (Hith) missing teeth (F) (/K1) - stomatitis (G) (HN%)

«Phrrhes alveolaris (P) (HF¥ ) - extraction needed (Z) (BE3E 1)

Date of First Diagnosis(#Ji2 H) Currency paid

Days of Diagnosis and Treatment(G2EZ1T>7=EHE) _ day(HR) (ZHaEty)

Office Visit Fees(GZWr#})
Examination Fees (fa s £)

X-Ray Fee(L'> F7r )
Other(Z DAth)

Services (VB LT-th D ENLETBEDOFERE)

Describe when gold or platinum was used

IEFM NS, HeEF LI LETRREL TTESW)

-Filling (78 CTA)

‘Inlaying(f > L — XX 7L —)

- Capping (metal) (&)@ %)

- Jacket capping (¥ i)

-Capping connected (5 A0 )

Chipped Teeth (/K8 Zfitifi L7z 3 &€ OEL EFEER)
-Bridge (7' Vw3)

-Partial artificial teeth (JE/ %[ Z5 1)

Total artificial teeth (FaZE )

Name of Hospital or Clinic (J# 5 X IX 29 T4 #1) Total (1)

Signature of Doctor (824 £ 54,)

Date (H 1)
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