(*HURBAMEE (#Ft5r) (Form B)]

Request to Attending Physician or Superintendent of Hospital / Clinic
PR F 2 1R B R~ D BHE
. Please fill in this form so that the patient may claim the National Health Insurance
benefit. Z DOERAITEE OERBFLROIMGAOHFFICHETTOT, AEHZ BB L ET,
. This form should be completed and signed by the attending physician or the superintendent
of the hospital / clinic.
ZOMRAITHYEE IR OFEGFENEE, BA LTSN,
One form for each month and one form for hospitalization / outpatient (home visit)
should be filled out. ZOMMIZ, £H & AP, ABSLZ L& MM ETT,
Separate receipt required for prescriptions. FMEHIBNIA G EZ TR LT 7ZE WV,
If not in dollars please specify the unit used.
RPN DIBBE DS AL, TOEEENTIEIN,

Itemized Rceipt (Dental)
8 I A @ F( @\ B )

Permanent (IR DATRE L OERNL)

Baby teeth (FLH)

VoIV Il v v
VoIV Il v v

Identify examined teeth: (%43 2¥L% O TGS Z DT D)
« Cavity (C) (Hii) *missing teeth (F) (Kph) » stomatitis (G) (APNLK)
« Phrrhes alveolaris (P) (H5F#IEIR) - extraction needed (7) (BEIL1H)

(I)Date of First Diagnosis W

(2)Days of Diagnosis and Treatment ZHEEZ1T-o7-EHEK day (HFH)
(3)0ffice Visit Fees 2 WrEk $

(4)Examination Fees TR AR $

(5)X-Ray fee Ly MY $

(6) Other £ DAt $
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Services ({A¥ L 7ot DEML & R DOFELA)
Describe when gold or platinum was used

GGRMEHCE, B LI IR L TEEW)

(T)Filling FETAh $
(8) Inlaying A L—=XFT7Trr— §
(9) Capping (metal) 4 g ek 3
(10) Jacket capping Ux 7y bt $
(11) Capping connected B TEL A AOE B $
Chipped Teeth (KB Z AR L7t & £ DOHEL & Fl4H)
(12)Bridge A b
(13)Partial artificial teeth IDEE 1) $
(14)Total artificial teeth eI $
(15) Total it $
Unit is
B EAL

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

Name 4] : Last #E First 4 Title Fra
Address fEFT : Home HE Phone &R
Office JPE XIFF2HEAT Phone &7
Date Hft: Signature &4
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W #B:R (B)

15. 2 oft JEEBAE)
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