RECEIPT DENTAL (g #l)
Request to Attending Physician
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1. Please fill in this form so that the patient may claim the health insurance benefit.
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2. This form should be completed and signed by the attending physician.
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3. One form for each month and one form for hospitalization/ outpatient (home visit) should be filled out.
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Separate receipt required for prescriptions. FEIEHIBNICL T EZ RN D Z &,
RECEIPT (DENTAL)
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Name of Patient (Last , First) Age (Date of Birth) Sex(Male *Female)
BE4 EEFEAR) / / BB - 12)
Date of First Diagnosis: D / M /Y / /
(¥ H B/ A ) / /
Duration of Treatment : days (2 HE H)
Permanent teeth (JEJ% D& ¥ L OVERNL) Identify examined teeth
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. L N Ieeth number or 1etter Currency paid
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Office Visit Fees (GZWTE})

: X-Ray Fee(L v KN4 V)
Extraction (3% M)

Operation(Ffff)
Treatment of Pyorrhea Alveolaris (@ /&) | |
Medicine (3% %K)

Describe when gold or platinum was used
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‘Filling (F£1H)
‘Inlaying (A > L —)
‘Metal Crown (& &%)

~ -Complete Denture (f&zg®§)
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Total (& &)
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Signature of Doctor (FHY[EE 4)
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