Request to Attending Physician or Superintendent of Hospital /Clinic
EEEF-TRREEHEE~OBEN

1. Please fill in this form so that the patient may claim the National Health Insurance benefit.
CORKEZ, BEOERBRARIROBFABEIBDETTOT, SAEEBLLET,

2. This form should be completed and signed by either the attending physician or the superintendent of
the hospital/clinic.
ORI, HHEMNEE, hDBLLTESN,

3. One form for each month and one form for hospitalization/out patient(home visit)should be filled out.
CORKE. FAZE, AR AR LIS E-BBETT,

4. Separate receipt required for prescription.
EMHEORRENAREICL, RFZEORAPBETT,

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

FLustosaik, EREREREL TS,

Form B-2 Itemized Receipt ( Dental ) {EUNBAMRE (®F)

{Identify examined teeth.) s AL
Permanent teeth (FKAEH) Baby teeth (FLE&)

87654321'12345678 VIV]]II[I'II[]]IIVV

87654321| 1 2 3 4526 7 8 VNmnII I I MV V

cavity (C) =missing teeeth (F) =stomatitis (G) -phrrhes alveolaris (P) -extraction needed (Z)
R R OR% WIERR Bk

{Services)  TREDOTEIELERNL
BEMHECE-BEERALREE

Describe when gold or platinum was used. (ygz v¢eain, (Unit is ) BE
region region

* Filling $ * Total artificial teeth $
FE FE5]

* Iniaying $ Others (Specify)
Ab=Fob~ ZOHtuiE B AR

* Capping (metal) $ DL ] $
BT

* Jaket capping $ @[ ] $
Yelrybhg

* Capping Connected $ @ [ ] $
[:3hx a5 ksl

* Cheppet teeth $ @[ ] $
RIBEHER

* Bridge $ ®[ 1 $
BEEE

* Partial artificial teeth $

Total &Ft ”

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
HEEFLIREEEROATMEUER

Name AHI: Last First & Title S
Address {XFf: Home B phone &&E
Office fRBrE-IZZHEM phone EEE

Date Hf{t: D/ M/ Y Signature E4




