Request to Attending Dental Surgeon HYEEE~NDHREL

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

2.This form is to be completed and signed by the attending dental surgeon.
COBRKITEEEHEN AL, BALTHZEL,

3.0ne form for each month and one for hospitalization /outpatient(home visit)should be filled out.

A&, AR- ABRNEBIC, COBRKIMABLETT,

Form C (#%R=C)
RECEIPT (DENTAL) BIREAME (®=#H)
Name of Patient(Last,First) Age(Date of Birth) Sex(Male*Female)
RE4 F 5 4 Al
Date_ of First Diagnosis D_ays of Diagnosis And Treatment
¥ A PEEARHN days
Localization of Teeth EBR{iL
Permanent Tooth KA Deciduous Teeth ZLt&
(F) 87654321 12345678 (L) (F) edcba abcde (L)
87654321 12345678 edcba abcde
1.Name of lliness 1&5F &
(1)Dental Caries (2)Missing Tooth (3)Pyorrhea Alveolaris
SEhfE RiE HERER i
(4)Extraction Needed (5)The Others
E7 4| ZDith
2.Dental Treatment Locelizetion of Material Fee
Teeth Examined
EEIAE SR 7E AEE

(DInitial Office Visit (#152%)

(2)Office Visit Fees (B2

(3)Days of Diagnosis and Treatment (E2EEH%)
(4)Examination Fees(#&Z& 1)

(5)X-Ray Examinati (LR URE)

________ dental _ _ _ _-BURE EE ooV _ | ___ ______ |l _____]
panorama - NSRS (BBHE or TUARIL)
(6)Dental Pulp Extirpation (1k%%)
(7)Opcration (F )

(8)Extraction (3k )

(9)Filling (318)

(10)Inlaying (/~L—XI[EF7>L—)
(11)Metal Crown (£E®E)
(12)Post Crown (##ss)
(13)Jacket Crown (4 vhiE)
(14)Bridge Work (F1)w2)
(15)Plate Denture (HK&E#)
(16)Partial Denture (B} &)
(17)Complete Denture (#a5 )
(18)Treatment of Pyorrhea Alveolaris (& ER)
(19)Medicine (&%)

(200The Others (ZM4h)

the currency unii(GBE B {I) Total (§&T)
Name of Dental Surgeon [EEfi£

Name and Address of Dentist’s_ Office
EED AR -1ERT

Date Hf{t




