Form B—2

RECEIPT (DENTAL)
RN BRI E (HH)

Request to Attending Physician or Superintendent of Hospital or Clinic
FY IR OSSR~ REW

Please fill in this form so that the patient may claim the National Health insurance benefit.
[E RAEFE R OIS OB FEICHMETT OT, iEHZBEWLET,

This form should be completed and signed by either the attending physician or
the superintendent of a hospital/clinic.

ZORERITH Y E IO FBE ENES 1 OoBFAELTLIESN

One form for each month and one for hospitalization / outpatient(home visit) should be filled out.
FRAZE AR AR RIT, 18T oSBT,
Separate receipt required for prescriptions.

EMBEIIAINBEERTDE,

Permanent (IR D B TR KU ERRL) Baby teeth (3LBg)
87654321 | 123456738 VNEIII | 1INV
871654321 | 12345678 VNIII | IIODNVV

Identify examined teeth : (3%34 9 2% % O CHHAHL & DT D)
+ Cavity (C) (=) * missing teeth (F) (&) - stomatitis (G) (AOKR%K)
 Phrrhes alveolaris (P) (iE#&f2i%) - extraction needed (Z) (Zikth)

Date of First Diagnosis (#]i2H) o/ m/ vy |Currency paid
Days of Diagnosis and Treatment (EZ2EZ{To1=-FEH%) day (HFfE) (ZILEBE)

Office Visit Fees (2%2#})

Examination Fee (#&&#l)

X-Ray Fee (LT V)

Other (ZMDfth)

Services CAELI-EDILIEEENDIESR)

Describe when gold or platinum was used

(aREM BN & B@A ML - EXIFAFREL TTEEWY)

Filling (F£18)

Inlaying(A > L—XIE7 2 L—)

Capping(metal) (£ ERE)

Jaket capping (¥ Nif)

Capping connected (B 73 4 £t B )

Chepped Teeth (RiEmZEMMRLI-I5E T DE L EFESE)
bridge (7 V")

Partial artificial teeth (/&5 F51H)
Total artificial teeth (FAF% )

Name of Attending Physician Total (B ET)
Name : Title :
(€A ()
Address : phone :
(FIT{E 1) (FERH)
Date o/ wm/ Y Signature

(FAH) (F4)




