#3XC (Form C)

Request to Attending Dental Surgeon BUERE~ADHEL

1.Please fill in this form so that the patient may claim the National Health insurance benefit.
COHRIBEEFOERBERBROBMOBBICLETTOTIERAESELLET,

2.This form is to be completed and signed by the attending dental surgeon.
COERIFIELUEBEINTAL, BAL TS,

3.0ne form for each month and one for hospitalization /outpatient(home visit)should be filled out

ZRE. A ARSI, COBRRIRLADETT,
RECEIPT (DENTAL) AREEE (NH)

Name of Patient(Last,First) Age(Date of Birth) Sex(Male*Female)
SBESL 3 ) iE%;]
Date of First Diagnosis Days of Diagnosis And Treatment
w8 ZHEERR days
Localization of Teeth &R{i
Permanent Tooth JKAHg Deciduous Teeth ¥
(F) 87654321 12345678 (L) (F) edcba abcde (L)
87654321 12345678 edcba abcde
1.Name of lliness {&F 4
(1)Dental Caries (2)Missing Tooth (3)Pyorrhea Alveolaris
p)-::tnd xig WERRE |
(4)Extraction Needed (5)The Others
732 ZDfth
2.Dental Treatment Locelizetion of Material Fee
Teeth Examined
EEAR SR {r M | ARE

(DInitial Office Visit (#)Z%)
(2)Office Visit Fees (& #)
(3)Days of Diagnosis and Treatment (Z#EEA %)
(4)Examination Fees(#& $h)

(5)X-Ray Examinati: (LY RFURE)

dental BGIR S (32 or TUAIL)
panorama - INSRIBE (BBHE or TIUAIL)
(6)Dental Pulp Extirpation (3k3%)
(7)Opcration (F )
(8)Extraction (k)

(9Filling Gei)

(10)inlaying (A~ L—XEF>L—)
(11)Metal Crown (&E®)
(12)Post Crown (ffsng)
(13)Jacket Crown (x4 vyhiE)
(14)Bridge Work (Fyv>)
(15)Plate Denture (HKk% )
(16)Partial Denture (BEi& )
(17)Complete Denture (#2%518)
(18)Treatment of Pyorrhea Alveolaris (M#EiEE)
(19)Medicine (%)

(20)The Others (Z®mih)

the currency unii GEE B {I) Total(§51)
Name of Dental Surgeon [Efi£
Name and Address of Dentist’'s Office

=Bl 0D 2 F - 12 P

Date Bt




