RECEIPT (DENTAL)
2 X B M F (E FBb)

Request to Attending physician
Y E AR
1.Please fill in this form so that the patient may claim the Medical System for the Elderly benefit.
Z ORRRUTBFE O %W m e B E OB ORFEICKETTOT, iEHZBEWLET,
2.This form should be completed and signed by the attending physician.
ZORRRUFH Y EDNFTEA L, BA LTI EIN,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
SHA M, AP« ABEAMEIS, 2oL MABETT,
Separate receipt required for prescriptions.

FEMEHIANA G ZZIRT DO Z &,

Permanent (JEJE DL FRIS I OHRAL)

87654321|12345678

8 7 6 5 4 3 2 1 | 1 2 3 4 5 6 7 8
Identify examined teeth : (%243 %% O CH B4 &2 DT D)
+ Cavity (C) (High) - missing teeth (F) (XH#) - stomatitis (6) (FAHNZ%)
- Phrrhes alveolaris (P) (Mifili#/i) - extraction needed (Z) (ZEHH)

Date of First Diagnosis (#]i2 H) Currency paid

Days of Diagnosis and Treatment (%4 17i-7-%0% _  day(HM) (CGthimts)
Office Visit Fees (2 )
Examination Fees (F70E}

X-Ray Fee(L > N 7Y)
Other (£ D)

Services (JEWE L 78 DERNL & IGFROFESA)

Describe when gold or platinum was used

GRRMEHC A, ASZMMA L SITRFRL TS ZE W)

-Filling (8 TA)

‘Inlaying (/> L —XI7 L —)

Capping (metal) (&J@ )

-Jacket capping (Vv 7 v hiif)

-Capping connected (B ek th)

Chipped Teeth (RIEH % HliHk B DL & )
‘Bridge (77U » )

-Partial artificial teeth (& )

-Total artificial teeth ((AZEH)

Name of Hospital or Clinic (JGBe X X2 ¥4 ) Total (1)

Signature of Doctor (#14[E%4)

Date (Hf})




