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Request to Attending Physician
EHE~ADHFEL
1. Please fill in this form so that the patient may claim the social insuarance benefit.
COBRAXFEEDHESRRDOBHRBICLETI DT, EHZEELLET,
2. This form should be completed and signed by the attending physician.
COBRKXFELENEE. M OERALTIEEL,
3. One form for each month and one form for hospitalization / outpatient ( home visit ) should be filled out.

BRAZE. AR ARSNZEICOE. COHKKXIMABLETT,

Attending  Physician’s  Statement.
Form A (#(3XA) Zz K N A H i &

1. Name of Patient ( Last, First) HBE4
Age (Date of Birth) 4F#n (Z£FAH )
Sex ( Male * Female ) TER] ( FH-%)

2. Name of Illness %R 4

3. Date of First Diagnosis fJi2 H

4. Days of Diagnosis and Treatment AR days

5. Type of Treatment {BEDIE

(0 Hospitalization AP¢ : Form to ( days)

0 Outpatient or  Home  Visit ABEsk

( days)

6. Nature and Condition of Illness or Injury (in brief ) SEAR O
7. Prescription , operation and other treatments ( in brief )

LT R DAL E OB EE
8. Was the treatment required as a result of an accidental injury ¢

BRI FEIC LB TT 2 O Yes O No
9.ltemized Amounts Paid to Hospital and / or Attending Physician : Fill in Form B

HABNEREE - HRABIZED
10. Name and Address of Attending Physician WY EDOL T FEFT

Name 47@j : Last #t First 4

Address {£f7 :Home B Tel.

Office JAPE Tel.
Date Hf¥
Signature =4 Attending  Physician FHYE

Reference Number of your Medical Record (if applicable )
PIRERDOE
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Request to Attending Physician or Superintendent of Hospital / Clinic
HYUEXIHFREEHREADSEL

1.Please fill in this form so that the patient may claim the social insuarance benefit.

COHKXIBEENHIREDMBADHRFICLETT DT, SEAZHEBLLEY

2.This form should be completed and signed by either the attending physician or the superintendent of a hospital / clinic.

COHXITHEEERIIHFEOEHENES, HDBRLAL TS,
3.0ne form for each month and one form for hospitalization / outpatient ( home visit ) should be out.

Z£RE. Al ARNEBIZH OB KABETT,

4If not in dollars,please specify the unit used. FILLSADEREDISEIEZFDEZELNTT LY,
Form B Itemized Receipt
%X B M E
(1) Fee for Initial Office Visit w2 K $
(2 ) Fee for Follow—up Office Visit 2 B $
(3 ) Fee for Home Visit £ 2 ¥ $
(4 ) Fee for Hospital Visit ABEE B $
(' 5) Hospitalization A BE # $
(6 ) Consultation R $
(7)) Operation F W $
( 8 )Professional Nursing Tk E G A A $
(9 ) X-Ray Examinations XA $
(10 ) Laboratory Tests* ERE *Please fill in the
$ content of the
$ Laboratory Tests.
$ *HERADNEEZFLALT
$ <TZEWY,
(11) Medicines* = 3 # #*Please fill in the name
$ and the amount of the
$ prescription of an
$ individual medicine.
$ sk fL 7 LT (B % DO FED 4 FR
$ ERAFALTIIZENY,
(12) Surgical Dressing (- $
(13) Anesthetics [ ¢ $
(14) Operating Room Charge Fir=EH $
(15) Others (Specify) Tofh (HHARL)  $
Unit is
(16)Total & FF $ B AL

Important :Exclude the amount irrelevant to the treatment for a luxurious room charge.

E OB ERESHRICEERFRRODDIZERNTTEEN,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y = TR SR O 44 Rl K OMEFT

Name 4 Fij : Last First 4 Title Fra
Address {£FT : Home H=E Tel #EEE
Office  JRBE X ILZZHAT Tel FEFE

Date : HfJ Signature &4




W R (B)
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Request to Attending Physician or Superintendent of Hospital / Clinic
HEEXIRREER~DEREL

1.Please fill in this form so that the patient may claim the social insuarance benefit.
COHRAIBEEOHRRIROBADOBRFBICHLETI DT, EEAZEMLLET,

2.This form should be completed and signed by either the attending physician or the superintendent of a hospital / clinic.
COBXFTELAERERREDEBRENEE. A DOERL TS,

3.0ne form for each month and one form for hospitalization / outpatient ( home visit ) should be out.

FAB. Al ARNBIZHZOKRXIBABLETT,

4.If not in dollars,please specify the unit used. RILLAADEBDIGEIEIZTOEEZENTT L,
Form C ITEMIZED RECEIPT (DENTAL)

S N o
R C PEUNERHE (1 F)
Name of Patient =ZZ2& % Age “Efin Sex ( Male Female ) {451
Date of First Diagnosis Days of Diagnosis and Treatment

FIECRE! PR B Days
Permanent tooth Localization of Teeth EB{iL Primavy tooth

wmeo = LML AAARN Ty
<

B O XeKer e Sa e e
Lowen) B nn‘ﬁluju?'?ﬁﬁ”ﬁ
&4

1. Name of Illness

1.Dental Caries HfifisiE 2.Missing Teeth K8 3.Pyorrhea Alveolaris % IR 4.The Others ZDfth

) Localization of Date ((FH H) )
2.Dental Treatment B EHEE B Material #4 %} Fee 1RE#%E:
Teeth Examined B EBAT MO. [DA.|YR.

#[nitial Office Visit  #IF2F+

#X—-Ray Examination L M7 Rt

*Dental Pulp Extirpation &

*Extraction K

*Filling JoiH

*Inlay A2L—

*Metal Crown &)@

*Post Crown e o

#Jacket Crown ¥ ¥/ vk

*Bridge Work 7' VU<

*Plate Denture A KFEH
Partial Denture  JREBFE

Complete Denture  FAFETH

*Treatment of Pyorrhea Alveolaris

LR AR TR A [

*Medecine 3K

*The Others Z DAl

Total & &t

Name of Dental Surgeon ERfiD K4 Signature
Last # First 44 B4
Name and Address of Dentist’s Office

HRRHE BT DA B K OFITE

Date Hff




W R (C

Localization of Teeth ZR{iL

Permanent tooth Primary tooth
NARLS i N (¥ '
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1. Name of lllness 5% 4
1.Dental Caries HfiifiE

2.Missing Teeth K#E

3.Pyorrhea Alveolaris 8 &R

4.The Others ZDAfth,

4’7

2.Dental Treatment B EHEE

Localization of

Material #4%}

Teeth Examined B E AL

Date (FFH H)
1A H

Fee 1RIEE

#[nitial Office Visit ~ #IF2F+

#X-Ray Examination L M7 Rt

*Dental Pulp Extirpation &

*kExtraction

otk

*Filling  FeiH

*Inlay A2 L—

*Metal Crown &8

*Post Crown

sJacket Crown ¥ ¥7yhit

*Bridge Work 7' VUw<

A
el M

QN 2t

hies 7% P

*Plate Denture
Partial Denture
Complete Denture

*Treatment of Pyorrhea Alveolaris

LR AR R A [

P

*Medecine

*The Others D1

Total &7t

R &

i A

All

(3




