Form C
#LC RECEIPT(DENTAL)

HRNARME Gt 2RI IE (R

Request to Attending physician 14 [E ~ISHEV

1. Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORI LBE OE REEFERE OB OB EEICHLETTOT, fEHEZBEVLET,

2. This form should be completed and signed by the attending physician.
CORRRITHEENTAL, BALTIESIN,

3. One form for each month and one for hospitalization / outpatient (home visit) should be filled out.
& HfE, AL« ABAMEIZ, Z o1 AT,

4. Separate receipt required for prescriptions.

FABHIDNCRTEAZ RN T2 2 &,

Name of Patient (Last, First) Age (Date of Birth) Sex (Male + Female)

BEL Fls EFEAR) PR (5 - %0)

Permanent (DA RIS I OHRL) Baby teeth (FL#)
87654321|12345678 VIV]]I]]I|I]]IHIVV
87654321|12345678 VIV]]I]]I|I]]IHIVV

Identify examined teeth : (%29 52 O CH A4 &2 5)
+ Cavity (C) (H#) - missing teeth (F) (K#i) - stomatitis (G) (AP%)
- pyorrhea alveolaris (P) (#f#/i2)K) - extraction needed (Z) (ZEHkith)

Date of First Diagnosis (#]Z2H) / / Currency paid
Days of Diagnosis and Treatment (FZ2J%& H %) days (HFH) (GHhmts)

Office Visit Fees (W}
Examination Fees (fR#%})
X-Ray Fee (L'> k%)
Other (% Dfih)

Services (7B9 L 7=t OERAL & 15RO FRYE)

Describe when gold or platinum was used.
(R BHZE, A®ZMA LI L ZIFFFREL TZEY, )

+ Filling (F8TA)

+ Inlaying (f > L—XiE7 v 1—)

+ Capping (metal) (& /&7H)

+ Jacket capping (V¥ %7 > M)

+ Capping connected (1 Ehikfe )

Chipped Teeth (K#HH % ik L7-546F OEML & FitH)
* Bridge (7'J v )

- Partial artificial teeth (JFEF3EHH)

- Total artificial teeth (Fa3GtH)

Total (#f)

Name and Address of Attending Physician (834 E D4 Bk OMERT)

Name #fi: Last First 4 Title #5
Address f£FT : Home HF phoneE&f

Office e X IL2HEAT phoneE =g
Date Hft: Signature &4

Attending Physician #H34[E

Reference Number of your Medical Record (f applicable)




FRRUHAR (BR=NCOfEfK)

TR D4 FR S ONERAL

TBI L T2t OEBAL & IR OTEH, TR E

BHRRE DO FE AN

(%) AADRBE LRWEAIE, AL T EEN,

CERL AR oEiE)




