Form C RECEIPT(DENTAL) MSHIHME (FH)

Request to Attending physician (JHM4E~J3FEV)

1. Please fill in this form so that the patient may claim the National Health insurance henefit.
ZOBRRREAEOEREREROBTORBICKNETTOT., FHEERBEVLEY,

2. This form should be completed and signed by the attending physician.
IO ERTAL, BELTIEE N,

3. Ome form for each month and one for hospitalization/outpatientthome visit)should be filled out.
EFAE. AR - ABRAEIZZ OB L RS E T,

4. Separate receipt required for prescriptions. FEFIEHIBIICMFERIRTO I &,

5. Please specify material, for items marked 3. HEHIOERIZSWTIIME AT L T HE S0,

Name of Patient Date of Birth Sex M OF
HBEL AR H PR 5 =
Date of First Diagnosis Duration of Treatment days
WA SRR ENE]
Permanent Teeth (Gk/A ) Baby Teeth{¥.18)
RB8 7654321 | 12345678 1 R EDCBA|ABCDE
8 765 43211 12342567 8 EDCBAJ|] ABCDE
Tdentify examined teethGEM T AN £ O THARE &0 5) :
+ Cavity(C)( B H) « missing teeth(F) (/T i) - stomatitis(G){ A F345)
« Pyorrhea alveolaris(P)(E 1SR - extraction needed(Z) (Ei )
Services Tooth No. Fee Services . Tooth No. Fee
1. Examination = Comp &V 1. Serf
2. Xoray L T2 2. Serf
Bite-wings WEEA X 3. Serf
Periapical EER % ¥ Other(Material)
Panoramic %/ 77 X F Ol
Models A FF 4EF /N 39, Inlay/Onlay(Material)
3. Medication [lyes (no AT
B 10. Amal /Comyp.Build-up
4. Prophylaxes FBb ' TR A BE VI L A
Scaling #5Bk= . PosteCore AZATT
Fluoride 7 v {b#%&15 ¥ Other (Material)
5. Extraction Kt : F O
6. Periodontal Scaling/ 11. Crown 7
Root planing - Porcelain/Gold F—¥F L2 - 4
A T AR - REEEL Silver alloy  $R&4
Gingival Curettage #Other{material)
BERENE D,
7. Pulp Cap ¥HEE #12. Bridee Work 7 U w ¥
Palpotomy HEEU0AT - $k8A ‘ Abut (material)
Root Canal Therapy B
BEBE leanal BE _
2canal Pontic (material)
3canal " E
8. Filling FIE ¥18. Plate Denture (material)
Amal 7<= A 1. Serf @ BHRZER
2. Serf #14. Other(Material)
3. Serf Saaliif
Total Fee &5F .

Name and Address of Dentist Office SR EMO KA R OMERTE 2 1B ER 04 B & UFFTEH

Date Signature
Bff B4
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RECEIPT (DENTAL)
IR ECRRD

Reguest to Attending physician
HEE~BREV
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
LOBSUIBRE OEEERRBROBTORFICLETTOT, EHEBEV LI T,
2.This form should be completed and signed by the attending physician.
ZOFFIHEHENEAL, BALTIE S,
3.0ne form for each month and one for hospitalization / cutpatient(home visit)should be filled out.
FAM. ABe » ABtsh s, ol 1 RAsnE T,
Separate receipt required for prescriptions.

HBHIRNCA T E R RO D &,

Permanent (JEROELTHI L USSR Baby teeth (L)
837654321 P12345678 VIVIDIH I |III]]IIVV
B786545321 | 12345678 VIVIO T | 1 IHVY
Identify examined teeth : (AN T AEMIE O THARB T2 5)
- Cavity (C) () - missing teeth (F) (R{) - stomatitis (G} (ApPI#)
* Phrrhes alveolaris (P) (F#5IRIE) - extraction needed (Z) (FikH)
Date of First Diagnosis (F152H) Currency paid
Days of Diagnosis and Treatment (2#t%47 <=5 A %0 day { A 1) (FEHRIBE)

Office Visit Fees (R2HED
Examination Fees (fZr#)
X-Ray Fee (L2 7 2)
Other (£ D)

Services {(JHFE L7 & HEOEE)

Describe when gold or platinum was used (& ¥4, AE&EERLE
EEIIFRLTIAE IV

‘Filling (FETA)

-Inlaying (£ v L —XiX7 v i—)

‘Capping (metal) (&)

-Jacket capping (374 4 > hE)

-Capping connected (37 #ikid i)

Chipped Teeth (KIEHE % #itk U267 08 - EE)
-Bridge (77U v 1)

- Partial artificial teeth (BIFEE)

-Total artificial teeth (BEH)

Name of Hospital or Clinic (HFBT XT84 FR) Total ()

Signature of Doctor (fAYEEXL)

Date ( E D




