Form B

-

1.

N

Request to Attending Physician or Superintendent of Hospital/ Clinic \

82 = S PR AR~ D RE

Please fill in this form so that the patient may claim the national health insurance

benefit

Z ORI EE OERBEFRRROMBAT OFFHICBLETTOT, AEHEZ BN LET,

This form should be completed and signed by either the attending physician or the

superintendent of a hospital/ clinic

Z OIS EX IR OFERENEE, 2OBA L TEFI,

One form for each month and one form for hospitalization/outpatient (home visit) should be

filled out. &AM, AR« ABAMEC DX, ZODSMEETT,

If not in dollars, please specify the unit used

R LSOOI I E DB EZZHNTITEEN, /

Itemized receipt

o oA E

(1) Fee for initial office visit W2 EL $

(2) Fee for follow—up office visit Bk $

(3) Fee for home visit TERZEE $

(4) Fee for hospital visit UNIZG=gEi¢ $

(5) Hospitalization N ¢ $

(6) Consultation PRt $

(7)  Operation Filit $

(8) X-—ray examination X MRt $

(9) Medication A $

(10)  Anesthetics JERIR 2 $

(11)  Operating room charge Fifi=EE A $

(12)  Others(specify)Z Ofth (%8 H HFE) $ $

(13)  Total & & $
Important : Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
EOE D AR EREIR IR ICEBERIR O RV b DRV TTF &0,

Name
B4

Name

of Patient
Last It First 4

and Address of Attending Physician,Superintendent of Hospital or Clinic

TG LRGeS SR R D4 i B OMERT

Name 4 Hil : Last f First 4 Title Fri
Address fEFT : Home HE Phone Eif
Office JiBw VL2 AT Phone 7Eif

Date Hf¥ 2 Signature &4




Form C RECEIPT(DENTAL) fEUXBIMEE (8H)

Request to Attending physician (Y4 E~BFEVY)

1. Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORI O FE REEFERR OB OREEILETTOT, AEAZ B L ET,

2. This form should be completed and signed by the attending physician.
TORRITHYENTAL, BALTIEEN,

3. One form for each month and one for hospitalization/outpatient(home visit)should be filled out.
FHE, ABE - ABEAMEIC Z O 1B E T,

4. Separate receipt required for prescriptions. FEFIEHIBNAMFEZ T O Z &,

5. Please specify material, for items marked . XFIOHHIZOWTIIMEHHEL T EE W,

Name of Patient Date of Birth Sex OM OF
B4 EHEHA el 5 LS
Date of First Diagnosis Duration of Treatment days
Wiz A I B F
Permanent Teeth (FK/A ) Baby Teeth(FL1#)
R87654321|12345678L REDCBAlABCDEL
8 76 543211 123456 7 8 EDCBAJ| ABCDE
Identify examined teeth(G% 23 % #hr & O TR A4 & D) 5)
+ Cavity(C)(:h th) - missing teeth(F)(/X th) - stomatitis(G) (A PN %)
+ Pyorrhea alveolaris(P)(th i k) - extraction needed(Z)(ZE 4k 1)
Services Tooth No. Fee Services Tooth No. Fee
IR Y Bk kS =X B4
1. Examination 2% Comp.EAL Y 1. Serf
2. Xray LV T2 2. Serf
Bite-wings W34 X 3. Serf
Periapical — FEHERI X $%¢Other(Material)
Panoramic X/ 7+ X Z A,
Models A% 5 4 EF /v %9. Inlay/Onlay(Material)
3. Medication [lyes [Ino A v—=IT L —
B3R 10. Amal./Comp.Build-up
4. Prophylaxes TBi TNHL BHLT AL DA E
Scaling M fikRE Postc Core A XLy
Fluoride 7 > {b#¥Aii #%Other (Material)
5. Extraction i £ DAt
6. Periodontal Scaling/ 11. Crown Jjif
Root planing Porcelain/Gold AR —F L > « 4
AT B R - AR b Silver alloy 444
Gingival Curettage 3 Other(material)
EFEEE Z DA
7. Pulp Cap th#tisE $%¢12. Bridge Work 7'V v ¥
Pulpotomy i gEGIKT « $kHE Abut (material)
Root Canal Therapy SCE
BRI lcanal R
2canal Pontic (material)
3canal X —
8. Filling i %13. Plate Denture (material)
Amal. 7~ /L4 A 1. Serf [fi AR FE
2. Serf $14. Other(Material)
3. Serf DAl
Total Fee A&t

Name and Address of Dentist Office ~ #iFFERT O K4 & OMERT F 72 138 BHERE O 4 Fr ) OSFTE

Date Signature

H AT £

HEEEOJ~ KED DOV TV REEICEMOTLAL S D5 E 30T <HIF> ISR E DT TSRS,
MEOBEIFEEICED L IR bDR LT IEE N,




