Form B (&%) RECEIPT(DENTAL) #EARBAHAE (tFl)

Request to Attending physician (34 EA~HFELY)
1. Please fill in this form so that the patient may claim the National Health insurance benefit.
COHRRIBENERBRRBROEMAOBBEICLETT DT, ;EAZHEREINLET .
2. This form should be completed and signed by the attending physician.
CORKITEHEMNTRBAL. BEALTIES,

ZRE. Ak ARNBICZOHR 1 KBSBETT,
4. Separate receipt required for prescriptions. ZEFIFHIBIIZWFEERTD L,
5. Please specify material, for items marked . XEIDIEBIZDWWTIEHMEELBAREL TSI,

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

Name of Patient Date of Birth
BEA 44 A8H

Sex
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UM OF
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Date of First Diagnosis Duration of Treatment days
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Permanent Teeth (kK A &) Baby Teeth(FL#)

R 8 7 6 5 4 3 2 1 | 1 2 3 45 6 7 8 L R E D
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Identify examined teeth(%Z X9 &Mz O TEARBZEDIT5)
« Cavity(C)(R &) * missing teeth(F)(X &) - stomatitis(G)(O %)
- Pyorrhea alveolaris(P)(iE#EHE:%) - extraction needed(Z)(Z k)
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Date of First Diagnosis (132 8)

Days of Diagnosis and Treatment(ZE&%1T>-E2B8%) day (H#)

Office Visit Fees (2B

Examinations Fees (#&Z& %)

X—ray Fees(L>k7Y)
Others (Z®Dth)

Currency paid

(XBE)

Services GREL-EDELLEABEDIELE)

Describe when gold or platinum was used

CERMMICE, BEEEALIEFKIIHELTTSLY

- Filling (FETA)

+ Inlaying(/ > L—XI(E7>L—)

- Capping(metal) (£E )

- Jacket capping (v vhiE)

+ Capping connected (i 7 f¥ 455 &

Chipped Teeth (RIEEEZEHRL =I5B T DI ETESE)
* Bridge (F)w¥)

« Partial artificial teeth (B Z )

« Total artificial teeth (faF1q)

Name of Hospital or Clinic (J&FEX (X2 E T4 #)

Signature of Doctor (B4 EES)

Date(H )

Total (§1)
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