Form C

RECEIPT(DENTAL)
RN AEVME M 2FEEME R

Request to Attending Physician
FHY E~FSHEV
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORAT RS O ERAERRROGT OHFEICLETT O T, GEAZ BBV L X7,
2.This form should be completed and signed by attending physician.
ZORITHEEENTLAL, BL LTSN,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
S ABE - ABSMEIC, ORI AL T,
Separate receipt required for prescriptions.

HBBHIBN T EZ RO Z &,

Name of Patient (Last , First) Age (Date of Birth) Sex(Male * Female)
B4 s (EFEAR) PRI (B - %)
Permanent(¥& 75 044 Frds L ONERAT) Baby teeth(FL1H)
87654321 123456738 VivImnngy I ITmyvyv
87654321 12345678 VIVIIOI I I IIVV

Identify examined teeth:(3% 43 2 Fi. &2 O THAIFA & 21T D)
-Cavity (C) (L) -missing teeth (F) (K #) -stomatitis (G) (1 N%)
- Phrrhes alveolaris (P) (B & i5I) - extraction needed (Z) (BLHE )

Date of First Diagnosis(f/JiZ H) Currency paid
Days of Diagnosis and Treatment(F72J% % 17 > 72 58 H ) day( H ) (KL ES)
Office Visit Fees(i2 Wik}
Examination Fees(fi & F})

X-Ray Fee(L > k7 V)
Other(Z D1th)

Services(157 L 7=t DERNL & TEHR DFEER)

Describe when gold or platinum was used

(GFEMEHZ A, B L FFR LT EEY)

Filling (FE T A)

-Inlaying (f > L —X |37 > L —)

- Capping (metal) (4 )& i)

- Jacket capping (¥ ¥ 7 v i)

| = 4 1 R = = i =N

- Capping connected (B ebAk#oe o)

Chipped Teeth (K $H b % #lif L 7= 355 DL & FiH)
*Bridge (7'V v )

- Partial artificial teeth (a5l 35 1)

- Total artificial teeth (K235 )

Name of Hospital or Clinic (7[5 3 I X2 Fr 4 #1) Total (71)

Signature of Doctor (64 [ &%)

Date( H )
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