RECEIPT (DENTAL)
FEUS A = (P

Requebst to Attending physician
HY R ~BRE :
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
Z OIS OERERRROBAORFICLETTOT, MEHZBENLET,
2. This form should be completed and signed by the attending physician,

ZOFERITHEYENRTEAL, BALTLEIN,

3.0ne form for each month and one for hospitalization / outpatient (home visit)should be filled out.

& HfE, ABE - ApgahEic, Z o BB BnETT,

Separate receipt required for prescriptions.

MBI T E 2T DO Z L,

Permanent (R DA FRES L UML) Baby teeth (ZLiF)

87654321 \12345678 VIVII I I | [IMIVV
87654321 |12345678 : VBHHHI.| IIMIVV
Identify examined teeth : (B4 BENEZ O CHAFKA 72\_"’50‘}5) '
« Cavity (C) (Hitf) »missing teeth (F) (/x#) « stomatitis (G) (APNK)

: Phrrhes alveolaris (P) (HifEJERE) - extraction needed (Z) (EEHrH)

Date of First Diagnosis(#]22H) : Currency paid
Days of Diagnosis and Treatment (B#%1T- 2RI day (H ) CHHhER)

O0ffice Visit Fees G2IFEl)
Examination Fees (MR7FkEL)
X-Ray Fee(lL ¥ h7V)
Other (Z D)

Services (JRIE L 7= OEL & G OTEE)

Describe when gold or platinum was used

(aRMEHC e, BeE2EA L L ZIBRLTIEIY)

Filling (F®TA)

‘Inlaying (£ > VL —X{ZT7 v 1 —)

«Capping (metal) (&)

+Jacket capping (¥ 47 v hi)

-Capping connected (PhEAERTHR)

Chipped Teeth (RiEth % #ifk U7- &G O & FEER)
‘Bridge (F'U v )

‘Partial artificial teeth (JRifizEH)

“Total artificial teeth (}3%MH)

Name of Hospital or Clinic (JEBaX ik HET4A ) Total (B}

Signature of Doctor (AYEZE4) N

Date (H{?)




