RECETPT (DENTAL) FEUNHIHAE (S

Request to Attending physician

P ZEA~DFIFE

1. Please fill in this form so that the patient may claim Social Insurance benefit.

Z OHSITBE DRFRROIATOHFEIILETTOT, EAZBEVLET,

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

Z OIS ENFIA L, BA L TESNY,

3. One form for each month and one for hospitalization / outpatient (home visit) should be filled out.
FHIE, At - ABhZ &2, 2o Bus i cd,

Separate receipt required for prescriptions.

B Ry UGG UyrE 2N R N

Name of Patient(Last, First) Date of Birth Sex (Male+Female)
(EEA) AAEHH) M (- 20
Permanent (BEROAFRL UL Baby teeth (FL#)
87654321 | 12345678 VNIIII | I INNVV
87654321 | 12345678 VIVImI Il | [ DImNV
Identify examined teeth : GZM4¥ HENLZO TCHAN A ZE DT D)
«Cavity (©) () *missing teeth (F) (KH) - stomatitis (G) (HAPNER)
* Pyrrhes alveolaris (P)  (HEfHiiER) - extraction needed (Z) (EdkH)
Date of First Diagnosis (flJZZ2H) Currency paid
Days of Diagnosis and Treatment Cefamts
AT ST A day (Hf#])

Office Visit Fees (G2}
Examination Fees (fRZETE})
X-Ray Fee (L3> K7V)
Other (Z D)

Services (VB L7=H ORI & B OFREH)

Describe when gold or platinum was used

(RN S, A@a Lz & SIdFRL L T<Eawy

+Filling (ECA)

« Inlaying (£ > L—XIIT7 > 1—)

* Capping (metal) (&JE)

« Jacket capping (¥4 hi)

X H%,%:I:JJ:)

» Capping connected (HTHAGH

Chipped Teeth (RAEMA AR L7352 DL & FEEH)
*Bridge (Z7'U v¥)

« Partial artificial teeth (EHiFEH

« Total artificial teeth (FAFEH)

Name of Hospital or Clinic (RBeXIIi2iEri4#r)
Total ()

Signature of Doctor (HY4EZEA)

Date (HfT)




