A3 05 (5F 2 4 5E%)

Form C
Ttemized receipt (DENTAL) fFEUNBAME (HEl)

Request to Attending physician JHY[E~ISHEL
1 Please fill in this form so that the patient may claim the National Health insurance benefit.
Z OFRRUTEE OFE BRARRERR O OHFEICKMETT O T, SEHZ BV L ET,
2 This form should be completed and signed by the attending physician.
ORI YENTA L, BA L TLLIEEN,
3 One form for each month and one for hospitalization/outpatient (home visit)should be filled out.
B A, APt « ABt/MEIC, Z o1 B 2T,
Separate receipt required for prescriptions.

FRAEHIBN I E ARG D Z &

Name of Patient (Last,First) B4, | Date of Birth 4A4FEHH Sex (Male * Female) MR (5 - %)

Date of First Diagnosis #JiZ2H Days of Diagnosis and Treatment 23 A

Localization of Teeth ERAL

Permanent Teeth 7K/A g Baby Teeth ¥L
876 54321 ‘ 1 2345678 L R EDCBA ‘ A BCDE
876 54321 ‘ 1 2345678 EDCBA ‘ A BCDE
Identify examined teeth (%49 2HNia O CHARA4Z DT D)
« Cavity (C) (Hiph) - missing teeth (F) (KH) « stomatitis (G) (FIPNZ)
- Pyorrhea alveolaris (P) (H5F¥IE)R) < extraction needed (Z) (ZEHH)
Office Visit Fees &2Wrkl Currency paid
Examination Fees Akl XHEE
X-Ray Fee L M4V
Other Z DAl

Services VR L7280 OEML & IGHE DOFEA

Describe when gold or platinum was used
TREMENC A, AGERA Lz E XL T EEn

- Filling F£TA

« Inlaying A b —XiI7 L —

* Capping (metal) & @it

« Jacket capping Y ¥/ v bt

- Capping connected T eA#E B

Chipped Teeth KIHME % filifk L 7=85 % OB & iR
*Bridge 7V v

« Partial artificial teeth JEEiZEH

+ Total artificial teeth HAFEHE

Name of Hospital or Clinic Pz XIZZ2HET4L M Total =}

Signature of Doctor +HY4EZE4

Date HFt




