FormC RECEIPT (DENTAL)
EINEAME (HERD

Request to Attending physician
HLYE~BH
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ok EH O EREFRE OGO icpE eI 0T, iz BE-L T,
2.This form should be completed and signed by the attending physician.
COMRIFHEYLESTLAL, EHLTLZI 0,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
&R, ABE - ABSMEiC, ok 1 BT d,
Separate receipt required for prescriptions.
FHPEHIANCITZE R IR/ 5 2 Lo

Permanent (BEfE D4 % X U4 Baby teeth (FLt)
87654321 | 12345678 vvmn 1 | rmmwy
87654321 | 12345678 VIV T | I Inmivy
Identify examined teeth : (%43 2 &2 O CH AW EZ DT )
- Cavity (C) ( Htk) * missing teeth (F) (/Xth) * stomatitis (G) (I %)
- Phrrhes alveolaris (P) (###i)%)  extraction needed (Z) (ZE#kik)
Date of First Diagnosis (#]i2H) Currency paid
Days of Diagnosis and Treatment (F2#% 1T - 7= HE) day(HI[#) CAhis

Office Visit Fees (Z2M7k})
Examination Fees (&5 k})

X-Ray Fee (L v + 7 v)
Other (% o fh)

Services (B L 7210 DL & RO FELH)

Describe when gold or platinum was used GaFEMEHCE, BE&EHALZL 213
Rt LT 72 & w)

*Filling(F2 < &)

Inlaying (4 v L —=XiZ7 v L —)

» Capping (metal) (/&)

«Jacket capping (¢ ¥ 7 v b i)

* Capping connected (& ke i)

Chipped Teeth (RIE R % ik L 72354 % ©FbL & fHEH)
*Bridge (7)) v )

*Partial artificial teeth (JF#iH)

*Total artificial teeth (faz58)

Name of Hospital or Clinic (i X i3 32521 4 #7) Total (1)

Signature of Doctor (4% % %)

Date (Hf)




