Form B

ltemized receipt

H|ON O &

(1) Fee for initial office visit FIEZS S 3
(2) Fee for follow-up office visit Mg $
(3) Fee for home visit 28 3
(4) Fee for hospital visit ABE e $
(5) Hospitalization AbZE $
(6) Consultation BEL 3
(7) Operation FihE $
(8) X-ray examination LEREE -8
(9) Medication REEEH $
(10) Anesthetics BREE $
(11) Operating room charge FEEH $
(12) Others(specify) Z DAt (EHHED) $ $
(13) Total & F $

Important . Exclude the amount irrelevant to the treatment,i-eextra charge for a bed.
* OB ERENSRBEIAEEEROLOEDIIBROTTXN,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
HUESFREB RO G R OERT '

Name
EA] . Last First Title

¢ B2 e
Address . Home B9 Phone TEEE
{EFfr Office FRBE IS IAT Phone &%
Date : Signature

B Et



RECEIPT (DENTAL)
- R EAREGERD

Request to Attending physician
BYE~BRN : ) . .
1.Please fill in this form so that the patient may claim the National H\_'ealth insurance benefit.
L OHRTEEOERRERROBH ORFCLECTOT, ERAELBHEOLET,
2.This form should be completed and signed by the attending physician.
TOHFMTHEEFFEAL, BE LTI, :
3.0ne form for each month and one for hospitalization 't outpatwnt(home visit)should be filled out.
AR, A ABSMED, OB 1REBETT,
Separate receipt requirved for prescriptions,

EAEHII A FEE RGO Z &

Permanent (FRFEORFHE L UERAD) ' Baby teeth (3L3)
87654321 [1234567,8 VIVIII I IIHIIIIVV
87654321 |12345678 : . VVEEI | IOENV
Identify examined teeth ! (T 32 O CHLRAEDITD) .
s Cavity (G} (&fF) » missing teeth (F) (K#) - stomatitis (@) (RPI%K)
» Phrrhes alveolaris (P) (Si%IR#R) - extraction needed (2) (SEEEH) :
Date of First Diagnosis (152 H) o -| Currency paid
Days of Diagnosis and Treatment (857> %% R day (A ) - (GLHhEE) .
Office Visit Fees (¥l -

Examination Fees (875N
X-Ray Fee (L7 b 471) '
Other (& D)

| Services (& L7 O & IR OFEIE)

Descnbe when gold or platinum was used (’?"‘ﬁﬁ Bz &, Eﬁ%ﬁfﬁ LT\..

LEPFRHELTLEEN)
+Filling (FETA) ' ' :

‘Inlaying (f ¥ L—Xjx7 ¥ 1—)

Capping (metal) (&EBFE)

-+Jacket capping (P¥ 7 v FE)

*Capping connected (BE#ESH)

Chipped Teeth (RIFHZHH L& T OWHL L BE)
‘Bridge (7Y »¥) e }

-Partial artificial teeth (LR

-Total artificial teeth (FA3H)

Name of Hospital or Clinic (JBEXIIESET4 ) ' .| Total (&)

Signature of Doctor FBYUEEL)

| Date (Aff) -




