BINOEEKECHV\WTaEEZZ ITANcLE

HRFHRESCHELSH (TR BAHER) ZRREMRBSCREU TR,

BEEE IS

ZEATHMEE (ER RN A w8 &30 C. EYRRD3ER)

sAINEAHEE (#%3\ B)

ENE (R THIAWEVWEINEDRA)

HECBENIEEE

RE2ED) ZR-MDEL (KAHERTEINR-IBIVEMIABOHEEEN TEDR-)

AU o

XIBIMREBE L (HESNSEA(E. BN TEREEICI N OIS LRIUEETHBUELET.
BHDOBEL BROEETTECETDENREE LT — 265D, ZORHIEA TR - THIC
W28 ROEREREZEE(STHREANROENET ,

HIVHEBUEED 7 &) (HRARIRE - HIREELD) NEEREEOTBLFRDEFFADTI T AL,

XEFEORAIE. BRZSHAOBOZEBNS 2 T,

541-0045

ARHRARXKEER 4 -7 - 6
1B R ERRIRES



Request to Attending Physician
HUAE~DOBREL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z OFNITBEORERROBADOHFIISLETTOT, EHEZBEVLET,
2 . This form should be completed and signed by the attending physician.

TORNIBHESEENTAL, 2 OBL LTIV,

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be

filledout. FAE, AR - ABRAEIZSE, ZOFERN 1 HBMNETY,

Attending Physician's Statement

&z B oM E
Form A
#RA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEL EREFERB) 1)
2 . Name of Illness or Injury preferably with the number of International Classification of Diseases
for the use of Health Insurance. (Please refer to the table attached to this form.)
Bk R OVRRERRAERRRIRES
( No. )
3. Date of first Diagnosis
YRl
4 . Days of Diagnosis and Treatment
PERA days
5. Type of Treatment
BROSHE
O Hospitalization ~ From to / ( days)
NG B ES ( A )
O Outpatient or Home Visit / /
ABEst / /
6 . Nature and Condition of Illness or Injury(in brief)
FER DOE
7 . Prescription, Operation and any other Treatments(in brief)
BT, FHEOMOLE DR
8 . Was the treatment required as a result of an accidental injury? O Yes O No
BRIIFEROEERICLD bOTTD,
9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREE, ERBYEIXB-TEREONR  HFABIZL5
10 . Name and Address of Attending Physician

HYEDOARIR OMERT
Name Last(#)

Address Home(BH®)

Title(#5)
Phone(E3:E)
Office(JE7 72 13T

Phone

Date(R 1)

Signature(E4)

Attending Physician(38 24 [E)

Reference Number of your Medical Record(if applicable)
PRGEDE S
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Request to Attending Physician
HHEEADSFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOFEANIIBEORBRRROBMOPHFILETTOT, HAZENLET,

2 . This form should be completed and signed by the attending physician.
ZORTEYERTLA L, 1OEBLHLTEIW,

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. FA&E. AR - ABAEICOE, ZOBR 1 BB LETT,

ltemized Receipt

B O B M &
Form B
k=B

(1) Fee for Initial Office Visit ¥l B4 £ $

(2) Fee for Follow-up Office Visit 2 % $

(3) Fee for Home Visit =* E %t $

(4) Fee for Hospital Visit A B E B BS

(5) Hospitalization A 573 #$

(6) Consultation 2 = S

{7) Operation *F (i) %S

(8) Professional Nursing B ¥ F #E M ES

(9) X-Ray Examinations X 8 % & &S

(100 Laboratory Tests* O OR O E B * Please fill in the
$ content of the
$ Laboratory Tests.
$ HREONEEZRRAL T
$ X,

{l) Medicines** E R % ** Please fill in the name
$ and the amount of the
$ prescription of an
$ individual medicine.
$ ** A5 LT B & DIEDL R
$ LEEFRRALTES N,

(19 Surgical Dressing =) & %S

(13 Anesthetics BR [ %S

(14 Operating room Charge F W OE B OBS

{15 The Others(Specify) Z O fth (FRE L)
$
$
$
$

(16) Total & & $ Unit is

BEE

Important : Exclude the amount irrelevant to the treatment. i. e, payment for a luxurious room charge.

BE: FEEE, IBRICEEBRROLOIIBRWTIEEN,
Name and Address of Attending Physician

Y E D4 BT R OMERT
Name Last(#%) First(4) Title(#5)
Address Home(H %) Phone(E&#)
Office (PR £/ IX 2PN Phone
Date(RA 1) . . Signature(E4)

Attending Physician(84 &)
Reference Number of your Medical Record(if applicable)
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Request to Attending Physician

HYUEADHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
I OBFRRIIBEORERROBMORFBIMLETTOT, FEHAEZBEVCLET,

2 . This form should be completed and signed by the attending physician.
ZOBRIEYERREAL, »OoBHLTLIEIN,

Form C 3.

One form for each month and one form for hospitalization/ outpatient (home visit) should be

gxC filled out. A&, AR - ABAEICSE, ZOKKX 1 BHHBKRETT,
Attending Dentist's Statement
E R 2 RN A B M F
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male *+ Female)
BEL EEEEARR) PRI
2 . Date of first Diagnosis 3. Days of Diagnosis and Treatment
2A PBRERAK days
Permanent tooth Primary tooth
q (An(\ o
(Upper) ale ““ ‘ ‘ UU ~
szlleoccall8coan]s
32 crseen | BT 3
| L =
(Lower) ~
ower ”""‘ ','““
Type of Treatment JAENDHER
Dental Treatment Localization of Teeth Examined Date Fee
EEHEH FE B ERAL MO. DA.| YR. 6RE
Iinitial Office Visit  #&2%}
X —Ray Examination L MFUBRE
Dental Pulp Extirpation 1k%8
Operation F4F
Extraction k8
Filling Fcig
Inlay A2V —
Metal Crown &RB%
Post Crown  #kGeily
Jacket Crown T¥7 v
Bridge Work 7VUv¥
Plate Denture A E
Partial Denture JS¥&EH
Complete Denture Rz
Treatment of Pyorrhea Alveolaris
HAERRAE
Medicine #3
The Others ZDfth
Total &&t
Name and Address of Attending Physician
HYEDOLFI R OERR
Name  Last(#%) First(4) Title(#%)
Address Home(H %) Phone(FEFE)
Office (FBE 7/ 132 8P Phone
Date(B ) Signature(E€4)

Attending Physician(fE 4 E)

Reference Number of your Medical Record(f applicable)
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