Request to Attending Physician or Superintendent of Hospital /Clinic
HYEFEIRREERE~OSREN

1. Please fill in this form so that the patient may claim the National Health Insurance benefit.
ORI, BEOERBRAROBMNBREFEILETTOT, IHESEVLLET.,

2. This form should be completed and signed by either the attending physician or the superintendent of
the hospital/clinic.
CORMKIE. HEEMNES, hoBRLTSEL,

3. One form for each month and one form for hospitalization/out patient(thome visit)should be filled out.
COREE,. FERTE AR ARS D é:(-ﬁ%—*i%?f?'o

4. Separate receipt required for prescription.
EMHEONFENEREIZE. LAZORTIARETT,

5. If not in dollars, please specify the unit used.

FLESOBEEE. BABREARL TS,

Form B-2 ltemlzed Receipt ( Dental ) fEINERfEE (&E)

{Identify examined teeth.) . R kﬂMJ_
Permanent teeth (FKAER) Baby teeth (¥Li)

8 7654321 | 12345678 vvmoni | 1tmwv

876543211 1 2 346526 7 8 VNmHII I I DNV

=cavity (C) =missing teeeth (F) =stomatitis (G) =phrrhes alveolaris (P) - extraction needed (Z)
235 R Om g HHERRE EiRg

{Services)  IBERDOTEIERLLIAL
AEAMIcE - BREEALELE

Describe when gold or platinum was used. [Tz ccesn. (Unit is ) BR
region region

* Filling $ * Total artificial teeth $
it 2] '

* Iniaying $ Others (Specify)
{—Fob~ ZOHt1IE B BAES

* Capping (metal) $ O ] 8
EERE

* Jaket capping $ @ [ ] $
Velrybig

* Capping Connected $ @ [ ] $
Eapon o S

* Cheppet teeth $ @[ ] $
RIBEHE

% Bridge $ ®[ 1 $
Eil&E

* Partial artificial teeth $

Total &F&t "

Name and Address of Attending Physician/ Supenntendent of Hospital or Clinic
BEEF-IIRREEROAMEUER

Name 80 Last ¥ First & : Title #HE
Address {XFf: Home B%E - phone BEE
Office fHBRE - [LR2HFT phone &

Date Bfi: D/ M/ Y Signature &4




