Request to Attending Dental Surgeon  IBEHERE~OEREN

1.Please fill in this form so that the patient may claim the National Health insurance benefit.
COBRITEEOERRERRBRORHOBEIIVETT O THHEERNOLET,

2.This form is to be completed and signed by the attending dental surgeon.

CoFXHELEEHEMNRAL, FALTHIIEL,

3.0ne form for each month and one for hospitalization /outpatient(home visit)should be filled out.

£AE. AR ARSEC, SO BAABETT,

Form C (#:=L0)
RECEIP T (DENTAL) ENBEE (8H)
Name of Patient(Last,First) Age{Date of Birth) Sex{(Male*Female)
ZEHER FH TR
Date of First Diagnosis Days of Diagnosis And Treatment
#zH SEERR days
Localization of Teeth ER{E
Permanent Tooth KAE Deciduous Teeth FLEHl
(F) 87654321 12345678 (L) (F) edecba abeocde (L)
87654321 12345678 edcba abede
1.Name of lllness ISR
{(1)Dental Caries (2)Missing Tooth (3Pyorrhea Alveolaris
SEhiE &ig EEER
{4)Extraction Needed (5)The Others
i Z M
2.Dental Treatment Locelizetion of Material Fee
Teeth Examined
WELAR S ER i BRE

(Dinitial Office Visit M2

(2)Office Visit Fees (E2H)

(3)Days of Diagnosis and Treatment (A0

(4)Examination Fees(i&# )

..................... dontal  -HSHERE GERor FIUMY | e
panorama - IN/52IRE (B or TUAN)
{B)Dental Pulp Extirpation (%)
(7)Opcration (i)
{8)Extraction GEED

(9Filling Gt

(10)Inlaying (1o L—REFvL—)

(11)Metal Crown (£BR)

f12)Post Crown (fi#isg)

{13)Jacket Crown (UvrubiE)

{14)Bridge Work (Fyv2)

{i15)Plate Denture (FEEHEE)

(16)Partial Denture (BEZEE)

{17)Complete Denture (B

(18)Treatment of Pyorrhea Alveolaris (E#5I2IR)

{19OMedicine (3&3)

(200The Others (FMil)

the currency unii (B EfI) Total (FED)

Name of Dental Surgeon [ERf

Name and Address of Dentist’s_ Office
EEODLFR-1Err

Date Hf




