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Request to Attending Physician
HYE~ADHFEL

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

2 . This form should be completed and signed by the attending physician.
ZORITHYENREAL, 22BLLTLEE N,

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. #AE. EHLAR - ABENMEIC &, ZOBRK 1 KBELETT,

Attending Physician's Statement
T R A B B @& &

Form A
XA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEX E(EEAR) ) . 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. )
BHARCRERRAERREFYEES

( No. )

3 . Date of first Diagnosis
Mz

4 . Days of Diagnosis and Treatment
TRBEH days

5. Type of Treatment
TRROSHE

[0 Hospitalization =~ From / / to / / ( days)
AB E] / / E / / ( A )

O Outpatient or Home Visit / / . / /
ABEst / / . / /

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

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

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

" 9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
ERME, FRHEYUEICIA-EREONR : BXBick 5

10. Name and Address of Attending Physician

HYEOL MR UER
Name Last(i) First(%) Title(% %)
Address  Home(H %) Phone(&:%)
Office (R BT 7= 1329 Phone
Date(B {4) . . Signature(84)

Attending Physician(38 X4 &)
Reference Number of your Medical Record(if applicable)

PREDES
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Request to Attending Physician
HYE~DHEL _
1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOBRREBE OREEROBAORBIZMSETTOT, EHEBEVLET,
2. This form should be completed and signed by the attending physician.
CORKHEYENTEAL, HOBRHLTLIFEN,
Form B 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
BB filled out. HAE., AR - ABRAMEI &, ZOBX 1 KBLETT,

Attending Dentist's Statement
BN 2R ARNE B ME S

1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEA EHEEAR) . . HERI

2 . Date of first Diagnosis 3 . Days of Diagnosis and Treatment
e . ) PRAE¥ days

Permanent tooth Primary tooth

(Upper) ﬂ m o ‘ Aégggma E

B e weeeﬂmm
(Lower) nn"”' ”‘”nnn

Type of Treatment 5 BN 53R '
Dental Treatment Localization of Teeth Examined Date Fee

ERHAR BTN MO.DA.| YR. BRE
Iinitial Office Visit  #&#t
X —Ray Examination L M UBE
Dental Pulp Extirpation 1k&f
Operation  FE{if
Extraction #ih
Filling Fif
Inlay A2l —
Metal Crown & &5
Post Crown  #Efe
Jacket Crown Tv7vhig
_ |Bridge Work 7Yy
Plate Denture  HKE
Partial Denture /HEiEEH
Complete Denture #2351
Treatment of Pyorrhea Alveolaris
SERERIRALE
Medicine #3
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The Others ZDfth

Total A5t

Name and Address of Attending Physician
HYE 04 1 R OERT
Name  Last(#) First(£) Title(#%)
Address Home(H %) Phone(&zE)
Office (FPr £ 125N ‘ Phone
Date(B ) . . Signature(£4)

Attending PhysicianGE ¥ [E)
Reference Number of your Medical Record(if applicable)

PREOES
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Requ

est to Attending Physician
HYUYE~OHEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z OBRKRBE ORFERBROBHORFCSLETTOT, HHEBEVLET,

2.

ZOFRKITHEYERBAL, 2OBALTLEEN,

3.

This form should be completed and signed by the attending physician.

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

filled out. FAM, EAR - ABSMEIC DX, ZO# 1 AL ECT,

Itemized Receipt

MmN s\ E
Form C
wXC

(1) Fee for Initial Office Visit FJ)| 2 oS

(2) Fee for Follow-up Office Visit 7 2 *t

(3) Fee for Home Visit = 2 *t

(4) Fee for Hospital Visit Ak B A H

(5) Hospitalization A 53 ®

(6) Consultation 2 = - S

(7) Operation - F T ®

' (8) Professional Nursing BxFHEGR

(9) X-Ray Examinations X & B & B

{10 Laboratory Tests* B OR OE B * Please fill in the
content of the
Laboratory Tests. -
*HEREONBRETALTK
prat=1 2N

() Medicines** E ES r ** Please fill in the name
and the amount of the
prescription of an
individual medicine.
S E LT 2 DIEDL T
EERERALTIESN,

(1) Surgical Dressing a # ®

(13 Anesthetics J::3 B ®

(14 Operating room Charge F IR E B A

{15 The Others(Specify) FTOMERER L)

(1§ Total & B Unit is

BEREAL

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

HEE: NSNS MRICERBRLV DOV TIZEN,
Name and Address of Attending Physician
HYEDOLARIRUMER
Name Last(i#) First(4) 'I‘itle(ﬁ‘%)
Address  Home(8 %) Phone(EzE)
. Office (FBEE/- IR Phone
Date(B 1) Signature(E4)
' Attending Physician(GE % &)

Reference Number of your Medical Record(if applicable)

PRROES
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