- RECEIPT (DENTAL)
frR B A (A
Request to Attending physician
18 Y E A~
- 1Please fill in this form so that the patient may claim the National Hgalth insurance benefit.
- COHRBEEOERMEERROBMOFFCLETTOT, EHESHALET,
2.This form should be completed and signed by the attending physician.
T ORRIHELEREAL, Bh LTS,
8.0ne form for each month and one for hosPita]i_zaﬁon.l outpatient(home visit)shopld be filled out.
FRE, AB - ARSAEIL, TR 1IEBBETT,
Separate receipt required for prescriptions.

RN TS RFOZ L,

Permanent (#0453 LU ' Baby teeth (3L1)
87654321 | 12345678 vvmnl | 10mmy
87664321 |12345678 VIVIID I | LEMVY

Xdentify examined teeth ! (S%§ 3% O CTEREEZ 2 H) A _

- Cavity (C) (&) » missing teeth (F) (Kif) =stomatitis (G) (AAK)
- » Phrrhes alveolaris (P) (Bri¥R) - extraction needed (Z) (Fiki)
Date of First Diagnosis (#]32 H) L __ | Cuxrency paid
Days of Diagnosis and Treatment (2445 1= A2 day(BFD) - GEER) .

Office Visit Fees (Z21h
Examination Fees ({8255
X-Ray Fee (V' b 5°) '
Othex (€ Dfi)

[ Services (Bt BB & AR DTER)

Describie when gold or platinum was used (‘?‘é"ﬁéﬁ Ehcé., El&%{é‘m L:T:
' LERERLTLIESY)

*Filling (38TA)

Inlaying (> V—XJji7 v V)

*Capping (metal) (&R5E)

-«Jacket capping (Ux & v &)

»Capping connected (S5FRLEEMH)

Chipped Teeth (RIAMEIGE LiciE T 0L L F1i7)
*Bridge (7Y v )

*Partial artificial teeth (FEP3E)

-Total artificial teeth (K335#)

Name of Hospital or Clinic GRIZXBERATAR) Total (&)

Signature of Doctor (BYUEEL)

Date (Bf)
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