Form B

Itemized receipt

oW B oM F

(1) Fee for initial office visit B $

(2) Fee for follow—up office visit B2E $

(3) Fee for home visit EZH $

(4) Fee for hospital visit A ek $

(5) Hospitalization UNS3 $

(6) Consultation 2ER $

(7) Operation FHRE $

(8) X-—ray examination XRBER $

(9) Medication EXKR $

(10) Anesthetics 130 $

(11) Operating room charge Fif=ERH $

(12) Others(specify) oM CHEHARE) § $
(13) Total . & B $

Important : Exclude the amount irrelevant to the treatment, i-e, extra charge for a Dbed.
® K IR ER SR RICEEBROLR VL DIIBRNTT SN,

Name and Address of Attending Physician,/Superintendent of Hospital or Clinic
Y EIFREFE R O 4 fil R OMERT

Name :  Last First Title
£ il : & b=y
Address : Home A% Phone M
0 Office e T 23 P Phone i
Date ; Signature

B4t 24




Form C

RECEIPT(DENTAL) fEIXIME (R

Request to Attending physician (384 E~JFHV>)

1. Please fill in this form so that the patient may claim the National Health insurance benefit.
Z OFRKILRE OERBEBEERR OB ORFEICLETTOT, A BREVCLET,

2. This form should be completed and signed by the attending physician.
IOBSUTHEYSENTAL, BALTLLIEEY,

3. One form for each month and one for hospitalization/outpatient(home visit)should be filled out.
FRE, AR« ABZSMEIC Z O 1 S SKE T,

4. Separate receipt required for prescriptions.

5. Please specify material, for items marked 3. NEIOEBIZOWTHEME LWL T &,

FREIEHI B EE RGO Z &,

Name of Patient Date of Birth Sex OM OF
BEA AHEAR 51 5 =
Date of First Diagnosis Duration of Treatment days
WZH PR A A 4
Permanent Teeth (FKAH) Baby Teeth(FL 1)
R 8 7654321 | 12345678 R EDCBA|ABCDE
87654321'12345678 EDCBA | ABCDE
Identify examined teeth(G%X4 3 2 ¥ % O CHAR4 £ 21) 3)
+ Cavity(C)(R 1) + missing teeth(F)(X ) - stomatitis(G)(D PI#%)
« Pyorrhea alveolaris(P) (& EIR) « extraction needed (Z)(E g i)
Services Tooth No. Fee Services Tooth No. Fee
BRAR N B& PRNR LS &
1. Examination % Comp . #H& LY 1. Serf
2. Xray Vv hFU2 _ o 2. Serf a
~ Bite'wings WRA x 3. Serf I
| Periapical {EZEEl X %Other(Material) T
Panoramic -8/ 9~ x | | DAt
Models A¥F 4 E£5 )L %9. Inlay/Onlay(Material)
3. Medication [yes [no A Vv—=lTr—
' 10. Amal./Comp.Build-up
4. Prophylaxes T[5 TINH A BEELVI L AT EHEE
[ ° écah?g wARRE PostcCore AZN=27
* Fluoride 7 vit#y®s | ¥Other (Material)
5. Extraction KM F D
6. Periodontal Scaling/ 11. Crown &
Root planing " Porcelain/Gold H—t L « &
T AR - AR E Rk " Silveralloy  #44&
Gingival Curettage | B | ¥Other(material)
EHEREE ZDfth,
7. Pulp Cap W% %12. Bridge Work 7V vy ¥
Pulpotomy BEHEGINT « tkEE ~Abut "(material) o
Root Canal Therapy | | xe® i
WREVE®  lcanal % | | | |7 ) ] o
2canal ~ Pontic | (material) -
3canal 73— i
8. Filling FiH %13. Plate Denture (material)
Amal. 7=/ A 1. Serf HE BRI
2. Serf %14. Other(Material)
L B 7 e m— )
Total Fee At

Name and Address of Dentist Office

HERLE AT A K OMERT & 7 1S B E BT O 4 #R &k OFT7E#

Date
A+

E4

Signature

REEEDOH~ XEP OV TWIEBICERMDEAL S 556 18T <HH> 2/

MEDBEETEFNCED XL S RbOMRLTIIEE N,

REDT TS,




