Request to Attending Physician or Superintendent of Hospital / Clinic
AR F 72 1R R~ O BRE

1. Please fill in this form so that the patient may claim the National Health Insurance
benefit.  Z OB OERMERROMGI OHFFICHLETTOT, AEHZBBLET,

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

ZORRITHYE 3RO EFRNES . BALH LTSN,

3. One form for each month and one form for hospitalization / outpatient (home visit)
should be filled out. ZOHMIEX, FH I &, ABE. AR Z LI OE —KMLETT,
Separate receipt required for prescriptions. FEIMEHIBNIALGFEZ RS LT 720,

4. If not in dollars please specify the unit used.
RAVLISAOBEBEDOL AT, TOFEZENTILZE,

Itemized Rceipt (Dental)
2 I A M F(®E ® )

Permanent (45 DL Bk L VL)

21 |12 345678
765 432 1 |12 345678

Baby teeth (FLH)

VoIVl |IIIIIIIVV
VoIVl |IIIIIIIVV

Identify examined teeth: (XYM T 2N AZ O THAFA LT DT D)
« Cavity (C) (HiH) *missing teeth (F) (/K1) - stomatitis (G) (HWNZK)
* Phrrhes alveolaris (P) (BhA8&IR) « extraction needed (Z) (ZEILHH)

(5)X-Ray fee Ly N
(6) Other F DA

(1)Date of First Diagnosis 2
(2)Days of Diagnosis and Treatment ZE{T-o7-FE A day (HI[H)
(3)0ffice Visit Fees e
(4)Examination Fees el
)
)

L L 1R |




Services (R L 7= DEAL & 1RHE OFEEH)
Describe when gold or platinum was used

(e ENC e, B2 Lz L SRR LT ZEW)

(7)Filling FETA $

(8) Inlaying A —=XETrLr— §

(9) Capping (metal) 4 g ek $

(10) Jacket capping Ux v b $

(11) Capping connected T AR e $

Chipped Teeth (RIFMZ ik L72%a & £ OB & FEH)

(12)Bridge A $

(13)Partial artificial teeth Jer vl % $

(14) Total artificial teeth RFEH 3

(15) Total &t $
Unit is
B HAL

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
P24 = SR PE S5 R 04T L OMERT

Name £\ ¢ Last #E First 4 Title #ra
Address {£7FT : Home B Phone &3
Office JRPE XITZHEET Phone 5%

Date HfF: Signature B4




