RECEIPT (DENTAL)
R AR o el )

Request to Attending physician
AYE~BE
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
I OFIZEE OERBREREOBHOPFICLETTOT, EHEBEVLET,
2.This form should be completed and signed by the attending physician.
T ORRRITHEYSENTAL, BALTIES N,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
EAE, Ak ABRSEIZ, ol LS LECT,
Separate receipt required for prescriptions.

FERBHABNC A SR IRT DT L,

Pormanent (#5504 Frds & UML) Baby teeth (FL)
B765432 1 |12345678 VIVITI [ |I[[HIIVV
87654321 ’12345678 VIVITO I |IHHIIVV
Identify examined teeth ! (%43 2% % O CRHARL & 217 5)
+ Cavity (C) (H#) * missing teeth (F) (R#) * stomatitis (G) (F1PI%)
+ Phrrhes alveolaris (P) (Hf#2IR) - extraction needed (Z) (FHMH)
Date of First Diagnosis (F172 B) Currency paid
Days of Diagnosis and Treatment (2% #17- 7= 5 A 50 day (H &) (KA E)

Office Visit Fees (GEZUFEL R S
Examination Fees (R 25}
X-Ray Fee(L" > b &)
Other (£ DAth)

Servicos (F&IE L 72 8 o0 E(17 & 14RO FER)

Describe when gold or platinum was used (G EHC &, A EHA L
EEFFRLTLIIEEN)

‘Filling (FTA)
‘Inlaying («f » L —XiE7 > b—)

Capping (metal) (&REHE)

»Jacket capping (% 7 v b )

* Capping connected (i FEAKIEH) _

Chipped Teeth (RIEH % #ifk L2454 € OO & T5E)
Bridge (7'V v V)

- Partial artificial teeth (BIFEE)

Total artificial teeth (fRzEH)

Name of Hospital or Clinic GRBEUZBRF 4T Total (Ff)

Signature of Doctor (FHMEZEL)

Date (Hf})
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