Form C RECEIPT(DENTAL) fEIXEAMIE (BFHL)

Request to Attending physician (#34[E~FEV>)

1. Please fill in this form so that the patient may claim the National Health insurance benefit.
Z OFRITEE OERMEFERROGMHOBFHEICKETTOT, AEALBEWLET,

2. This form should be completed and signed by the attending physician.
ZORRITHYENTAL, BLLTIEEN,

3. One form for each month and one for hospitalization/outpatient(home visit)should be filled out.
F A, ABE « ABEAMEIC Z OB LA BT,

4. Separate receipt required for prescriptions. FFIEHIBNZALFTEZ R D Z &,

5. Please specify material, for items marked x.

XFIDHBIZOWTEMEABHE L TS,

Name of Patient Date of Birth Sex oM oF
BELH EFEAR sl 5 LS
Date of First Diagnosis Duration of Treatment days
Wiz H AR H ]
Permanent Teeth (Gk/A ) Baby Teeth(3LH#)
RB87654321 | 2345678 L R CBA AB(¢DE L
876 543 21 [2345678 CBA AB(tDE
Identify examined teeth(G%4 9~ % ¥z & O TH A4 & 2l 5)
+ Cavity(C)(:h th) * missing teeth(F) (/X th) - stomatitis(G)(F PN%)
« Pyorrhea alveolaris(P)(th fli i) « extraction needed(Z)(ZH th)
Services Tooth No. Fee Services Tooth No. Fee
PR N B4 PR b = B4
1. Examination ZJ& Comp & LY 1. Serf
2. Xray LV T2k 2. Serf
Bite-wings WA x 3. Serf
Periapical — REHER! x %Other(Material)
Panoramic /X 7+ x Z DA

Models A% T 4 €T /v %9. Inlay/Onlay(Material)

3. Medication oyes ono A —=IT—

B3R 10. Amal./Comp.Build-up

Prophylaxes FBh TNTh - BBELI LD HBRE

bEs

Scaling M ARE Postc Core A X /La7T

Fluoride 7 v {b¥ ¥4 %Other (Material)

5. Extraction #kHh D

6. Periodontal Scaling/ 11. Crown jiE

Root planing Porcelain/Gold R —t& L > - 4

WA F A BRE - AR E Silver alloy &4

1t
Gingival Curettage xOther(material)
EFEEE Z DA
7. Pulp Cap HHh5 %12. Bridge Work 7'V v ¥
Pulpotomy tHHEEIHT - $hkHE Abut (material)
Root Canal Therapy B
WEIRE  lcanal /RE
2canal Pontic (material)
3canal I —
8. Filling #4 %13. Plate Denture (material)
Amal. 7~ /L7 A 1. Serf M HIRF
2. Serf %14. Other(Material)
3. Serf Dl

Total Fee A&

Name and Address of Dentist Office #FRHEifi o> (4 K OMEFT £ 72 13 RHERL O 4 Fr ) OVFT7EHE

Date
Q)

Signature
E4

WERE O~ DV TV DHERICEMOFAL H 5 B e Bl T <A ISR Z DT TSI,
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