Form B

Itemized receipt

85 U BA #E F=F

(1) Fee for initial office visit 2 $
(2) Fee for follow-up office visit HR2E b)
(3) Fee for home visit e $
(4) Fee for hospital visit B gk $
(5) Hospitalization N $
(6) Consultation 2% $
(7) Operation Filr# $
(8) X-ray examination X #Ri A $
(9) Medication =L $
(10) Anesthetics JoR i $
(11) Operating room charge Ffr== 1 A $
(12) Others (specify) ZF ofth (T H BAFD) $ $
(13) Total i $

Important : Exclude the amount irrelevant to the treatment, [-e, extra charge for a bed.

E B Al EE SRR IS EEEAR VL DIEBRVW T TS W,

Name and Address of Attending Physician, Superintendent of Hospital or Clinic
FHY 2= e 75 & o0 44 il B OMERT

Name
£ ¢ _Last First Title

f: 4 e
Address @ _Home HZFE Phone EEE
ERT Office JFfw X dE2HEET Phone &7
Date : Signature

=SR] 4



RECEIPT (DENTAL)
LA (B )

Request to Attending physician
Y E~FSHE
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
Z OFUTAE O E RERRIROBH OHGEICSNETT O T, A2 BBV LET,
2.This form should be completed and signed by the attending physician.
TORFITHYENTAL, BHLTIEIN,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
AR, AB - ABAMEIC, T O L ESLETT,
Separate receipt required for prescriptions.

FHEHIRICA TR LR/ O Z &,

Permanent (S04 Fids L USHAL) Baby teeth (FL1)
87654321 | 12345678 VIVIII T | 1 0mvy
87654321 |12345678 VIVIIT T |IHH[IVV
Identify examined teeth : (% 20 % O THARL & 21T 5H)
« Cavity (C) () * missing teeth (F) (KM) - stomatitis (G) (RPN%E)
- Phrrhes alveolaris (P) (#HlE) - extraction needed (Z) (Tikih)
Date of First Diagnosis (]72 [ ) Currency paid
Days of Diagnosis and Treatment (24477 - 7= % [1 %) day (H [A]) (HhE#R)

Office Visit Fees (GEITHL
Examination Fees (Ifi#4cf})
X-Ray Fee(lL > k7' 1)
Other (% D fh)

Services ({55 L 7= O EML & FRHR OFENR)

Describe when gold or platinum was used (GE#EH FHo 4, A&46HEH L7
EEIIFCLTCLEEYY)

-Filling (ETA)

-Inlaying (A > L —X |37 > L—)

-Capping (metal) (&J&7)

-Jacket capping (¥ + 7 v M)

-Capping connected (i et th)

Chipped Teeth (/i i % fifkk L 7c 456 € OFML & fiE)
‘Bridge (7'V v )

+Partial artificial teeth (FB3%H)

+Total artificial teeth (#35H)

Name of Hospital or Clinic (e SR AT 4 #1) Total (1)

Signature of Doctor (fHX4[E%&4)

Date (H{)




#R (B B DOHK)

(12) £ nftt REBAGR)
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