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Request to Attending Physician
HEE~DODHFEL

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

2 . This form should be completed and signed by the attending physician.
TOBRITHEENRTAL, 22BALTLEEN,

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. & A®E. £7ARR - ABRSMEICSE, Z ORI HABSLETT,

Attending Physician's Statement
Z B R A B B &

Form A
XA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEA FER(EEARR) . ) R

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. )
BRA kR R ERER Y EES
( No. )

3. Date of first Diagnosis
EIEAE

4. Days of Diagnosis and Treatment
TEAK days

5. Type of Treatment
RO

O Hospitalization =~ From / / to / / ( days)
ABz B / / E / / ( B )

[0 Outpatient or Home Visit / / . / /
Aot / / . / /

6 . Nature and Condition of Illness or Injury(in brief)
FER DO E

7 . Prescription, Operation and any other Treatments(in brief)

WK, FHEDMONEDHE

8 . Was the treatment required as a result of an accidental injury? —————— [] Yes O No
BREEHROEEFIZLDZLDTTH,

9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
ERBE, YR EREONR : #RBICL 3

10 . Name and Address of Attending Physician
HYEOLFIR CER
Name Last(i) First(%) Title(#5-5)
Address  Home(H %) Phone(&:%)
Office (BB £ 721X HFT) Phone
Date(R ) . . Signature(24,)

Attending Physician(38 ¥4 [E)
Reference Number of your Medical Record(if applicable)

PREDES
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Request to Attending Physician
HEEAOHREWN

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOERNITBEORERBROBFAOBBISLETTOT, THEBEVLET,
2. This form should be completed and signed by the attending physician.
ZOFRRITHRYENTAL, »OBALALTLLEEN,
Form B 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filledout. F£AE. EAR - ARSI EBIZOE, ZOBR 1B LETS,

#XB
Attending Dentist's Statement
BN 2 R AN A B M E
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male + Female)
BEA ERREEEAR) . . T3
2 . Date of first Diagnosis 3. Days of Diagnosis and Treatment
IR A= . . PRAK days
Permanent tooth Primary tooth
NVARANN ARARA NN Aafe
e RN AAAMIEI T e
5 ©0738'00000][00' 00 certrcs)s % 860068 ﬂgaaﬁ: s
& = 5|
B (XS XeXela o @@ 38 aroRes | R o
e = WU TVT TR =8 BT | R
Type of Treatment JFED 5347 '
Dental Treatment Localization of Teeth Examined Date Fee
HEAR AR ERAL MO.DA.| YR. aRE
Iinitial Office Visit  #122%}
X —Ray Examination L M URBE
Dental Pulp Extir;iation ke
Operation  Fiif
Extraction ki
Filling i
Inlay A2 1—
Metal Crown 4BE
Post Crown  #kitl
Jacket Crown T¥7 b
Bridge Work 7Vy¥
Plate Denture  HIRZEH
Partial Denture /BEf&N
Complete Denture  #AZ5HE
Treatment of Pyorrhea Alveolaris
ERERRALE
Medicine #%3E
The Others Z ik
Total &5t
Name and Address of Attending Physician
HYEOLF R UER
Name  Last(i%) First(4) Title(#55)
Address Home(H %) Phone(E:E)
Office(BRBE L/ IX25FN) Phone
Date(E f1) . . Signature(£4)
Attending PhysicianGE Y [E)

Reference Number of your Medical Record(if applicable)
PREOES
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Request to Attending Physician
HYE~DOBEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOFRILBE ORBERROBH OBFCLETTOT, EHLBHEVLET,

2. This form should be completed and signed by the attending physician.
ZOBRKITHEYEITEAL, 2 OBLLTLES N,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. &FAME. ELAR - ABSMEIC DX, ZORR 1 KBAMBETT,

Itemized Receipt

I B oM E
Form C
#XC

(1) Fee for Initial Office Visit ¥l 2 B

(2) Fee for Follow-up Office Visit B 2. #

(3) Fee for Home Visit es E #t

(4) Fee for Hospital Visit AR E B B

(5) Hospitalization A 7 #

(6) Consultation 2 L3 '

(7) Operation - F T %

' (8) Professional Nursing BEEEME

(9) X-Ray Examinations X ® % & %

() Laboratory Tests* HOomR ' B * Please fill in the
content of the
Laboratory Tests. -
*EREOARETALTY
&N,

(1) Medicines** :3 x ® ** Please fill in the name
and the amount of the
prescription of an
individual medicine.
W UTAB & DIEDL T
EEEFREALTIIEEND,

(1) Surgical Dressing a #* - ¢

{19 Anesthetics AR B E-

{14 Operating room Charge F il =E B H

{15 The Others(Specify) ZOM(FTE L)

(1§ Total & &t Unit is

BEIYy- Tiva

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

EE D SHEEE, BRICEEBRR S DBV TEEY,
Name and Address of Attending Physician
HYEOL TR OMERR
Name Last (i) First(4) Title(F73)
Address  Home(§ %) Phone(#z)
‘ Office (FBe /- I3 %A Phone
Date( B £1) Signature(£4)
' Attending Physician(fE X [£)

Reference Number of your Medical Record(if applicable)

BREDES
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