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¥R 1. Please fill in this form so that the patient may claim the social
REGEIPT (DENTAL) insurance benefit. ZORERITBRE OSBRI O R FEILI

(PEURBAHEE (mELA)) TTOT, AFEBEOLET,
2. This form should be completed and signed by the attending physician.
ZORRAITH Y ENREEX D OBAL TN,
3. One form for each month and one form for hospitalization/outpatient
(home visit) should be filled out. %% H . AR+ ABEsM BT, 20k

KM METT,
Request to Attending Physician o Separate receipt required for prescriptions.
HYEEADHEEL CEAEHIRN A ZEIRATDOZL)
Name of Patient(Last First) (&%) Age(Date of Birth) (F&i. £EHAH) Sex(Male*Female)
Permanent (JEIR DL I I OEMT) Baby teeth (FLTH)

87654321]12345678 VNOOI|IIMNV
87654321(12345678 VIV]I[]II|I]I]]IIVV
Identify examined teetl : (XY T BN AZOTHIAIFLEDITH)

cavity (C) (F°L#)  missing teeth (F) (/K#)  pyorrhea alveolaris (P) (HHfEHEIR) extraction needed (Z) (ZE4kth)

Date of First Diagnosis Days of Diagnoses and Treatment Office Visit Fees Currency paid
Wz H) (BREATRSTE A XKOLFAU B (e (CGHhiE 1)
days
(R )
Examination Fees X-Ray Fee Other
(AR (Lhre) (Zofh)

Services (JRIELT-H OEMNL LIREDOTELE)
(Describe when gold or platinum was used (JRIFEMEHIA, A&EHEHALEXITRFELTTEWY))

o filling (F£TAh)

o inlaying (AL —XiEZTL—)

o capping (metal) (4@ k)

o Jacket capping (¥ i)

o capping connected (B LA Bh )

Chipped Teeth (KB ZAMFRLI=5EF DML L FEEH)

o bridge (TVwy)

o partial artificial teeth (AT FEH)

o total artificial teeth (azz™)
Name of Hospital or Clinic (JF&[5E S ITF2E T4 #1) Total (7t)

Signature of Doctor  (FHY4[EFE4)

Date (Hf)
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5. Trauma to upper fornix of left eye.
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Return for follow up visit.
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