Form C
RECEIPT (DENTAL)
EUEHEE (S

Request to Attending physician
Y EE A~ D FBFE
1. Please fill in this form so that the patient may claim the medical insurance for elderly benefit.
Z ORRITEE OB &g ERROMBIT OHFEICKLETTOT, W Z BV L ET,
2. This form should be completed and signed by the attending physician.
CORRRUFHYENTAL, BAHLTIZEN,
3. One form for each month and one for hospitalization / outpatient(home visit)should be filled out.
A, APt « ABisMEI, ORI D BETT,
Separate receipt required for prescriptions.

HAEHIBNC T EZ 2 IR Z L,

Permanent (R¥E DL RIS X ONERAT) Baby teeth (FLi#)
87654321 |12345678 VIVIII I | I HIMIVV
87654321 |12345678 VIVIII 1 | I DIIVV

Identify examined teeth: (%43 584 O CPHAW S % 21T D)

« Cavity (C) (H#) * missing teeth (F) (K1) - stomatitis (G) (HH%)

- Pyorrhea alveolaris (P) (HEHERRH) + extraction needed (Z) (BEHH)
Date of First Diagnosis (#]72 H) Currency paid
Days of Diagnosis and Treatment (294475730 %0 day(H [ (LHER)

Office Visit Fees (GZWrkl)
Examination Fees (K8}

X-Ray Fee (L' K7 )
Other (Zfth)

Services (JAHE L 7=t OEAL & G OFESH)

Describe when gold or platinum was used ((G¥FEMEHZ A, AeZBH L7 & 1T
Bt L T< 72 &)

- Filling (%8 TA)

* Inlaying (£ ' L—XiI7 L —)

- Capping(metal) (4 )& i)

- Jacket capping (¥ ¥ 7 v hi)

B

- Capping connected (1 EAkie =)

Chipped Teeth (X8 2 fifi L 7286 < OFAL & FKH)
* Bridge (7Y v ¥)

- Total artificial teeth (FAZF%TH)

- Partial artificial teeth (JREF%H)

Name of Hospital or Clinic (i X132 0EFT4 47) Total (7t)

Signature of Doctor (¥4 [ 4)

Date (Hf)

244




