Form B (##) RECEIPT(DENTAL) $BURBAHAZE (pEF})

Request to Attending physician (B S EA~HEELY)

CORAEEEOERBERBROKNOBEIVETTOT, iIHEBELLES,
2. This form should be completed and signed by the attending physician.
COHRITEHENRBAL, BERLTESN,

£EE. AN ABREAECCOBER | KIARETT,
4. Separate receipt required for prescriptions. ZEFIRHIBIZMFEERTD&,

1. Please fill in this form so that the patient may claim the National Health insurance benefit.

5. Please specify material, for items marked 3. XEHIOQOIHBIZDOWTIEMELBEEL TS,

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

Name of Patient Date of Birth
EEEG £EAH

Sex

jEF:]

Date of First Diagnosis Duration of Treatment
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days

Permanent Teeth (5K A ) Baby Teeth(Zl,
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C
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Identify examined teeth(Z 2 ¢ HEMIE O THARAEDITS)

- Cavity(C)(HR ) - missing teeth(F) (R B) - stomatitis(G)(H %)

+ Pyorrhea alveolaris(P)(H#E = %) « extraction needed(Z)(ZE R i)

B
B

A
A

A B
A B

CDE
C DE L

Date of First Diagnosis(#]52 )

Days of Diagnosis and Treatment (EET->1=2B#) day (HFH)

Office Visit Fees (S HTH#)

Examinations Fees (#&Z )

X—ray Fees (L2 R 2)

Others (Z D ih)

Currency paid

(ZEE)

Services GREL - DRI &REDIELE)

Describe when gold or platinum was used

CREMMIcE, ASEEALERERLLTTELY)

- Filling (FETA)

+ Inlaying (A2 L—X &7 L—)

- Capping(metal) (£ER)

+ Jacket capping (w4 yh i)

+ Capping connected (B8 7 {4 5)

Chipped Teeth (RIBEEHEBMLI=IZS T DECILIELE)
* Bridge (TJw)

- Partial artificial teeth (BERZ 1)

« Total artificial teeth (¥AZ= 1)

Name of Hospital or Clinic (fERX L2 EATE )

Signature of Doctor (B4 EZER)

Date(H{T)

Total (§t)
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