Form C RECEIPT(DENTAL) fHUNEAMIE (AL

Request to Attending physician (8 ¥4[E ~BEiV\)

1. Please fill in this form so that the patient may claim the National Health insurance benefit.
ZOEAEBBREOEREERBOBAORFICLETTOT, AV LET,

2. This form should be completed and signed by the attending physician.
COFUTHEEERLTAL, BLLTLIZEN,

3. One form for each month and one for hospitalization/outpatient(thome visit)should be filled out.
BRE. ABT - ABRAEIC Z OB 1 KB LETT,

4. Separate receipt required for prescriptions.. FEFEHIBI LS E & RGO = &

5. Please specify material, for items marked 3%. NXHIOER W SV TIHME LA L T /7 &0,

Name of Patient Date of Birth -J Sex OM 0OF
BEA A£9AAH el 5 &
Date of First Diagnosis | Duration of Treatment days
#IZ A _ ' ZRAK =0
Permanent Teeth (kKA ) : ' ‘ Baby Teeth(fL18)
R B8 76543:21 | 1 234586278 L g EDCBA|ABCDE f,
8 7 66 482 11 -1-2.374 5 6.7 8 EDCBAI! ABCDE
[dentify examined teeth(GZ¥ 9 3L 2 O CHAFR4A 21 D)
- Cavity(C)(d2tf) - missing teeth(F)(X #) - stomatitis(G)( 7%)
- Pyorrhea alveolaris(P)(H 1 IE7R) - extraction needed(Z)(ZE ik tff)
Services Tooth No: Fee Services Tooth No. Fee
1. Examination 2% - - . Comp #E&L Y>> 1. Serf
2. Xray Lo o B ' 2 Serf
V Bite-wings  WER X ; 3. Serf
‘Periapical AR X | - ¥Other(Material) -
Panoramic <3/ 7= X - : D1
Models 245 45/ ; 4 1 3%9. Inlay/Onlay(Material)
3. Medication [Jyes (Jno : =5 A b e
s o 10. Amal/Comp.Buildup
4. Prophylaxes Fi5 TN L EEL AL HHE e
Scaling HARE s _ "PostcCore AX/LaT N
~ Fluoride 7 v {L#& A , _ 7 ¥ Other (Material)
5. Extraction ki ‘ L . T Dfth
6. Periodontal Scaling/ - . : 11, Crown o
Root planing A ' Porcelain/Gold #—+ l// S e e
W TR RE TR | Silveralloy  #44
Gingival Curettage ‘ : %Other(material)
EFRHENE ‘ T Dt
7. Pulp Cap HifE?E T : ‘ ¥ 12. Bridge Work 7'U o
I’ulpotomy ERELIWr - thEE Abut (material)
Root Canal Therapy XEH ' 4
RETRH lcanal RE i
s 2canal : ” Pontic | (material)
3canal 5 R = . i
8. Filling FeiH » 3%13. Plate Denture (material)
“Amal. 7<=/ L 1. Serf @ HRZEW
- 2. Serf : | %14, Other(Material)
3. Serf ; T D
Total Fee &t

Name and Address of Dentist Office  HFHEH DKL & OEFTE 712 @RHERLO & B & UFTE

Date Signature

Bt E4

mna =D J7 o~ KB OWTWSIEEICEMDZARSH S i%ﬁwizii 5%! HL> ﬁf j, K 7' &by,
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