Form C RECEIPT(DENTAL) #IXBIME (H#)

Request to Attending physician (#HX4E~BEEV)

1. Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORAUTEE OERBERRROGH OBFICKLETTOT, EHELBENLET,

2. This form should be completed and signed by the attending physician.
ZORRTELEENTAL, BL LTSN,

3. One form for each month and one for hospitalization/outpatient(home visit)should be filled out.
K HE, APt « ABEsMEIC Z O 1 A nETT,

4. Separate receipt required for prescriptions. FFIBHIPNAFEEZIFA DO L,

5. Please specify material, for items marked . HIOIEBIZOWTIIME LR L T Z X0,

Name of Patient Date of Birth Sex OM 0OF
BEA AR el 5 LS
Date of First Diagnosis Duration of Treatment days
Wiz A R H [
Permanent Teeth Gk/AH) Baby Teeth(FL1#)
RB8 765432 1| 12345678 R EDCBA|ABCDE .
8 76 543211 123456 78 EDCBA]|] ABCDE
Identify examined teeth(G% 43~ % ENL % O CHAFR4 & D) 5)
+ Cavity(C)(Hh ) + missing teeth(F)(UX 1) - stomatitis(G)(A PN %)
« Pyorrhea alveolaris(P) (H A i21) - extraction needed(Z)(ZE#kth)
Services Tooth No. Fee Services Tooth No. Fee
PIRAE = Bhé PIRNE EEN B
1. Examination ZJ& Comp. ALY 1. Serf
2. X-ray L2 A UBMH 2. Serf
Bite-wings WER X 3. Serf
Periapical — 1E#ERI X % Other(Material)
Panoramic 73/ 7~ X Z DA
Models A% T 4ET )L 9. Inlay/Onlay(Material)
3. Medication [lyes [Ino A —=ITL—
e 10. Amal./Comp.Build-up
4. Prophylaxes TBf TYNH L BELVY LD BEEE
Scaling AL Postc Core AL a7
Fluoride 7 v {t¥i&Ai #%Other (Material)
5. Extraction k# Z Dl
6. Periodontal Scaling/ 11. Crown 7
Root planing Porcelain/Gold "R—t 1L « &
P T bR - AR E AL Silver alloy &4
Gingival Curettage #%Other(material)
EFEC D
7. Pulp Cap HiftisE 3%12. Bridge Work 7'V v
Pulpotomy HEEGIHT - Tk Abut (material)
Root Canal Therapy XA
WRETRH  lcanal 1B
2canal Pontic (material)
3canal I —
8. Filling 7 3#13. Plate Denture (material)
Amal. 7<=/ . 1. Serf 1H HIRETH
2. Serf #%14. Other(Material)
3. Serf D
Total Fee &3t

Name and Address of Dentist Office  #RMEFRT D K4 K& OMFERT F 72138 R ERE O 4 # &% OFTE

Date Signature

H AT £

REEE DT~ XA DV T LHEBICEMOFAL D D HEIFLT <A IR EZ DT T IZEW,
MEOBAITEAMIZED L 572 b DR LTSN,




