A2 85 (851 954 2 HEAR)
Form B

Itemized

IR

receipt

Bf @ =

(1) Fee for initial office visit FIEOR $

(2) Fee for follow—up office visit BZH $

(8) Fee for home visit T $

(4) Fee for hospital visit AlREEH $

(5) Hospitalization N $

(6) Consultation TRE $

(7) Operation FiE $

(8) X—ray examination XigREE $

(9) Medication EXE $

(10) Anesthetics MEr&E $

(11) Operating room charge FMEEHR $

(12) Others(specify) Z0fh (JEEBARE) $

(13) Total & &t $

Important : Exclude the amount irrelevant to the treatment, i-e, extra charge
xR ERENELARICEEBROGVLDOERIBROVTTEL,

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

BEYEXIHFREHROBATR KR

Name :  Last First Title
Al " % RE)

Address Home BE Phone %E§
EAr Office fRBT X (T2 R Phone TEEE

Date Signature
B f+ EZ#



RECEIPT(DENTAL)
RUNEIEE (EH)

Request to Attending physician
EHEASREL
1.Please fill in this form so that the patient may claim the Medical Welfare for Very Elderly benefit.
COBRRIBEORYASHEERFEDCHKMOBREIILETIOT, MAZHSBLLET,
2.This form should be completed and signed by the attending physician.
COHRIFHEZEENTAL, BALTLLESL,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
ZAE. AR - BlREIZ. ZOKKX 1 PR ETT,
Separate receipt required for prescriptions.

EMBERRAZEERMFDI &,

Permanent (JRHEDBFE &K VER{L) Baby teeth (ZLB)
87654321' 12345678 VIVIIIT I | IIMNIVV
87654321' 12345678 VIVII I I | IIIOIVV
Identify examined teeth : (&9 &L ZOTEARELEDIT5)
- Cavity (C) (H#) * missing teeth (F) (XR#) - stomatitis (G) (AR%)
» Phrrhes alveolaris (P) (##&iER) » extraction needed (Z) (ZEikiE)
Date of First Diagnosis (#]i2H) Currency paid
Days of Diagnosis and Treatment (E2HIZfT->-EH%) day (BFE) (ZHEE)
Office Visit Fees (2l %) Examination

Fees (I REH#)
X Ray Fee (L2 k%)
Other (ZM1h)

Services CGAE LT-taDERGL & BBEDIESE)

Describe when gold or platinum was used CAEMHIZE, BEZFALZLEE
HEELTIEEW)

- Filling (FETA)

* Inlaying (4 Y L—XIET7 2 L—)

* Capping (metal) (£E®E)

« Jacket capping (v 4 v bE)

» Capping connected (HREHEHTHE)

Chipped Teeth (RiEME Z=#MR L1-5E 2 DERL & TEHE)
* Bridge (T v )

« Partial artificial teeth (BEI&ERE)

- Total artificial teeth (¥AZEH)

Name of Hospital or Clinic (f&EX X2 EFTAFH) Total (§1)

Signature of Doctor ((BLEES)

Date (Bf¥)




