Form C RECEIPT(DENTAL) #EIXAAAIE (HEFL)

Request to Attending physician 14 £~
1 Please fill in this form so that the patient may claim the National Health insurance benefit.
(Z DTS O ERMEFRIROMA O PFEICKLETTOT, SEHE BB LET,)
2 This form should be completed and signed by the attending physician.  (Z ORI YENFEAL, B4 LT ZEW,)
3 One form for each month and one for hospitalization / outpatient (home visit)should be filled out.
(% H M, ABE - ABSSMEIC, 201 BB RETY,)

Separate receipt required for prescriptions. CGEAMEHIBNIA ST EE RGO Z &)

Name of Patient (Last , First) Age (Date of Birth) Sex(Male + Female)
BEH Filn (EFHH) PR (5 - &)
Permanent (JEHEO4FrE L O Baby teeth (L)
87654321 ‘12345678 VIVIII I ‘IHI]IIVV

87654321 12345678 VIVIII I ‘IHI]HVV
Identify examined teeth : (%349 %% O CTH A4 & 21T 5)
+ Cavity (C) (*hpH) - missing teeth (F) (xfh) - stomatitis (G) (ANZK)

« Phrrhes alveolaris (P) (HiF&/iEE) - extraction needed (Z) (ELfkh)

Date of First Diagnosis(#]%2 H) Currency paid
__ day(A[D G e)

Days of Diagnosis and Treatment(G29#% %217 - 7= 3% H 0
Office Visit FeesGZWrih
Examination Fees (M 7Tk}

X-Ray Fee(L > k')
Other(Z Dfi)

Services (JE¥E L 7=t DEINL & IRIE OFELH)

Describe when gold or platinum was used (EEMEHIA, ASZHH Lz & X3t L2
WY

-Filling (FETA)

‘Inlaying (f > L —XIEI7 v L—)

-Capping (metal) (&J&E7H)

-Jacket capping (Vv 7 v hih)

- Capping connected (8 A k)

Chipped Teeth (KIBHE % fififs L 72356 % OEAL & FiEH)
*Bridge (7' v )

-Partial artificial teeth (JRERFEH)

Total artificial teeth (f2ZFeth)

Name of Hospital or Clinic (52 X I3 2571 4 ) Total (3})

Signature of Doctor (1X%EE4)

Date (Hf}) / /




HFRHAL (Form C Of5ifk)

ZOft (EHAR)
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