Request to Attending Physician or Superintendent of Hospital / Clinic
Y F 7 I3RS R~ D BFE
1. Please fill in this form so that the patient may claim the National Health Insurance benefit. = OEILEH
O EH RAEFERR OGO RFEICHETT O T, AEHZ BV L ET,
2. This form should be completed and signed by the attending physician or the superintendent of the hospital /
clinic.
ZOMRITHYEFIIEROFHERNEFE, BALTIEIN,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out. = ™
MM, FH L. AP, ABiShZ L ic & —KLETT,
Separate receipt required for prescriptions. FEAEHIBNTAF EZRFF LT X0,
4. If not in dollars please specify the unit used.
RALSDOBEDEAIE, TOFEEZENTILES N,

Itemized Rceipt (Dental)

8 I A @ &FE(® B )
Permanent (JIF DL FRIS L OERAL)

1 | 1234567 8
1 |12345678

Baby teeth (FLH)

VoIV | |I|IIIIIVV
VoIV | |I|IIIIIVV

Identify examined teeth: (%47 2L % O CHARAL Z DT 5)
« Cavity (C) (HiH) - missing teeth (F) (/K1) « stomatitis (G) (ANAK)
* Phrrhes alveolaris (P) (@8 iEJR) « extraction needed (Z) (ZEFZH)

(1)Date of First Diagnosis Mz A

(2)Days of Diagnosis and Treatment F2HEZE{T-o7=EAK day (HI[H)
(3)0ffice Visit Fees TR $

(4)Examination Fees AR $

(5) X-Ray fee P A $

(6) Other sl $

Services (B L 7=t DERNL & IRHR DOFHEH)
Describe when gold or platinum was used (AWM EHZA, A&EMHLZ L S IIRFLL T EEW)

(7)Filling FTTh $

(8) Inlaying AL =7 r— $

(9) Capping (metal) 4 & e 3

(10) Jacket capping Tx oy Mk 3

(11) Capping connected B LA AT Bl $

Chipped Teeth (KB % #lifk L7256 & & DL & FEEH)

(12)Bridge Ty $

(13)Partial artificial teeth Ry A b

(14) Total artificial teeth eFET 3

(15) Total &5 $
Unit is
15T BT

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
YR IR R E O£ i L OMFERT

Name 4 Hij : Last i First 4 Title %
Address 17T : Home BE Phone &k
Office Jpife XUTF2IEAT Phone FEEE

Date Hft: Signature 4




