RECEIPT (DENTAL)
TR (B A

Request to Attending physician
A EA~JSHE
1 Please fill in this form so that the patient may claim the insurance benefit.
Z ORRAITEE ORROKGAH O HRFEICHETTOT, GEHZ BBV LET,
2 This form should be completed and signed by the attending physician.
ZORRRUTHYENTA L, BA L TIESN,

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

out.
SR AP« ABESMEIS, 2O A LEE T,
Separate receipt required for prescriptions.

M EHIBNC L T R Z L,

Permanent (JEH D4 Firis K ONEL) Baby teeth (L)
87654321 12345678 VIVIII I I OIMIvVV
87654321 | 12345678 VIVIIIO I | IRIRISVAY
Identify examined teeth:| (3% % #i & O CH A4 & 1T 5)|
« Cavity (C) (H#) - missing teeth (F) (K1) - stomatitis (G) (AAK)
- Pyorrhea alveolaris (P) (HiffElR) - extraction needed (Z) (ZEHH)
Date of First Diagnosis (#]#ZH) Currency paid

Days of Diagnosis and Treatment (2% % 17> 729 H %)
Office Visit Fees (2l
Examination Fees (#i#0k})

day (HIH) (Hhim1R)

X-Ray Fee (L> 57Y)
Other (Z dfi)

Services (VG L 7=t OFRAL & 15 OFELH)

Describe when gold or platinum was used (¥ EHZ4., A&EMHLZ L
T IFRLLTLZEY)

« Filling (FFTA)

» Inlaying (1 > L—XII7 > L—)

+ Capping (metal) (&B)

- Jacket capping (V¥ 7 > hiE)

=Y

« Capping connected (8 &AkHE H)

Chipped Teeth (K{HB % fififk L 72355 F OEAL & FEFH)
* Bridge (7'V v )

- Partial artificial teeth (3% H)

- Total artificial teeth (FAZ%1H)

Name of Hospital or Clinic (ke X IX2H T4 #) Total ()

Signature of Doctor (FH4[EE4)

Date (Hf¥)







