Form B-2 (dental use only) = B-2 (&%)

Request to Attending Physician or Superintendent of Hospital / Clinic
Y EEIIREFER~DOBFEN

1. Please fill in this form so that the patient may claim the National Health Insurance benefit.
ORI OE REFREOBTORFEICKNETTOT, GEHEZBRVLET,

2. This form should be completed and signed by the attending physician or the superintendent of the hospital /
clinic. ZORRFUTHYEFIIIFEOFHRENEE, B L TLESNY,

3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
Separate receipt required for prescriptions.

ZORMKIT, BFHIE APBE, AT EIZOZ— KL BT, M EHIBNIAL T AR L TIEE N,
4. If not in dollars please specify the unit used. R/VEIAANDBEDLG AL TDOBEENTITZIV,
Itemized Rceipt(Dental) #EIXEHME (FHRL)
Permanent (993 D4 FR8 L OVERNL) 8 76 5 4,3 2|1 1213 4/5/6|7 8
8 7 6 5 4 3 2 1 1.2 3 4 5 6 7 8

Baby teeth (L) VIN| /I o1 I 0|l Vv V
%VIV]]I]II I I I N V

Identify examined teeth: (%343 AENLAE O TH AL DT D)
«Cavity (C) Hh -missing teeth (F) Kk -stomatitis (G) H N
*Phrrhes alveolaris (P) 1 &I -extraction needed (7) ZEELHF

(1) Date of First Diagnosis 2 H

(2) Days of Diagnosis and Treatment 24117723 H 4K day (H [H)
(3) Office Visit Fees W $

(4) Examination Fees TR AR $

(5) X-Ray fee LN $

(6) Other DA, $

Services TR L7 DAL EIRIR OFRSE
Describe when gold or platinum was used VAWM EHI A, ASEEALIZEEITFFRLL TTZEW

(7) Filling FETh $
(8) Inlaying AL =TT L— $
(9) Capping(metal) &)@t $
(10) Jacket capping AN $
(11) Capping connected 1 TeE AT $
Chipped Teeth RIBHZHIFEL 7= 556 &Z DR EFEEH

(12) Bridge TVy¥ by
(13) Partial artificial teeth ISEIE $
(14) Total artificial teeth o2 $
(15) Total At $

Unit is (5 Bt )

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
024 = SR R D4 AT LOMERT

Name 4] : Last It First 4 Title #r7=r
Address {¥FT: Home HS phone FEF
Office JRPEFEI- T2 T phone EF

Date Hf: Signature &4
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RABH 2 MR L T2 35 & &2 DERALEFEEA
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