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. . EIRER
Request to Attending Physician

HIEEADEFEL

1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORI SRR OB R FFICMNETTO T, FEREZ BV LET,

2. This form should be completed and signed by the attending physician.
ZORRITHEYENREFEE, hoBLA L TIIEEN,

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

S A, ABE - ABSMEIC & 2ok 1 BB TY,

Attending Phyngian% Statement
Z B N B B M

Form A (£&k=XA)

1. Name of Patient(Last,First) Age (Date of Birth) Sex (Male+Female)
B#F 4 Flm (EHFHA H) MR (5 - %)
2. Name of Illness
% W 4
3. Date of First Diagnosis : R , 20
W 2 H A A H
4. Days of Diagnosis and Treatment : days
7z % B K HH

5. Type of Treatment
RO Sy

(JHospitalization : From R ,20 to , , 20 ( days)
A 54 H ER) ( A D
(JOutpatient or Home Visit : From R ,20 to , , 20 ( days)
A Bz 4k From , , 20 to , , 20 ( days)
6. Nature and Condition of Illness or Injury (in brief)
JE R o B =
7. Prescription , operation and any other treatments (in brief)
WTF. FTE OMOLLE O
8. Was the treatment required as a result of an accidental injury? Yes [ No [
BRI FROEFEICL D LD TT D, A Y-

9. Itemized Amounts paid to Hospital and / or Attending Physician. : Fill in Form C
TH A BRI IE R MXCizks

10. Name and Address of Attending Physician

Y E DA Hi X OERT
Name £ ¢ Last First £ Title #i5
Address ¥ : Home H % Phone &g
2 Office WbE E 7 12T Phone FEE%
Date HfJ Signature & 4

Reference Number of your Medical Report (if applicable)
IO E S
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Request to the Dental Surgeon RS

L= T4 ~
EELERA~DEFELY
1. Please fill in from so that the patient may claim the social insurance benefit.
COBRRIIHEREOHBRFRBIVHETI DT, SEAEZHELLET,
This form should be completed and signed by the Dental Surgeon.
COHFKIX, EREMNASEALEALTLEEEL,
One form for each month should be filled out.
BFRAZELICZOHA—MARBETT,
If not in dollars, please specify the unit used.
FILLSNADEBDIEEIX. TOEZHE S,

[temized receipt (Dental)
AR E ('

A ODN

Form B (#=B)

Name of Patient(last , first) , Age (Date of Birth) ( ) Sex (Male, Female)
BE4 Hhn (E#£HR) (5, &)
Date of First Diagnosis R R Day of Diagnosis and Treatment days
M H DR AN H
Localization of Teeth E{iL
Permanent Teeth (/A1) Deciduous Teeth (FLpH)
R. 83(}1?—15521|12¢:3—l{)b:38|_ R edcba | abede L
8{(10—1‘521|I2,‘3—l’3h:'8 ; cclcba|abccle :
I. Name of Illness JER%
1. Dental Caries 9 filifif 2. Missing Teeth 48 3. Pyvorrhea Alveolar HA¥IEN 4. The Others & dfi

I. Dental Treatment HHRMHEHE Locallzatloé%ﬁﬁﬁth Examined Material # %} Fe e 1BEE
PN H

l.initial Office Visit P2k $
2. X-Ray Examination X W $
3.Dental Pulp Extirpation #kff $
4. Extraction Btk $
5.Filling FEHH §
6. Inlay V% $
7.Metal Crown / resin & @ $
8. Post Crown HkAE T $
9. Jacket Crown RPN $
10. Bridge Work 7 )y $
11. Plate Denture AR

Partial Denture SRl 5% $

Complete Denture M FR
12. Treatment of Pyorrhea Alyeglar $

A B TR R

13. Medicine B # $
14. The Others ( ) $

F0ft ( )
15. Total &t (Unit is ) EEHAL $

Name and address of the Dental Surgeon EREMRDLH - 7T
Name £ Last First Title #i&
Address {ff Home BE Phone E:&
Office Wl ElR Phone &if

Date Hft Signature £4
XEBFEEIL, LEORNROFMEMRL TLZILY,
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BNRER

Request to Attending Physician or Superintendent of Hospital / Clinic
HUEFIIREEBFRA~ADSFEL

1. Please fill in this form so that the patient may claim the social insurance benefit.
COBRRIUHERIEDHRMABRBICLETIOT., iAREEBELLET,
2. This form should be completed and signed by either the attending physician or the superintendent of

a hospital / clinic.

COHKRRFELEF-IFROEHERNESE, M DEZ LTS,

3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled
out. FHAE. AR - ABRRSNEIZOE, ZOHX 1 BHARETT,

4. If not in dollars, please specify the unit used.
FILUNDEBDGZEIZTOEEZENTLZEL,

[temized Receipt
%2 I B M &

Form C (#k3XC)
(1) Fee for Initial Office Visit M2 3
(2) Fee for Follow—up Office Visit B2k $
(3) Fee for Home Visit et $
(4) Fee for Hospital Visit B B $
(5) Hospitalization NI $
(6) Consultation DY $
(7) Operation Fil $
(8) Professional Nursing WBEFEHEIRE $
(9) X-Ray Examinations X g $
(10) Laboratory Tests AR $
(11) Medicines & SEE $
(12) Surgical Dressing (arT $
(13) Anaethetics JRIPRE $
(14) Operating Room Charge Fifr=EH $ 3
(15) Others (Specify) Z A (H H BAFEE) 3 $
(16) Total A s $ Unit is
EHEHAL
Important : Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.
VE B ERERERIR I EEBR WS DTN T 230,
Name and Address of Attending Physician / Superintendent of Hospital or Clinic
M E F 71 3WBE RS R O 4 Rk X OMERT
Name 4 Wi : Last itk First £ Title B
Addres {£ 7 :Home H =% Phone &
Office JiPEE 7z IXBBHPT Phone 3

Date : H fF

Signature & 4
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BNEREERFOROTIE

RALEDTIEE

1. B5-BEIRRIAEICEHINATVET,

2. RAZIBEOEIL. HRBREAARBEDOOEEFRRAL TS,

3. GRMNE=ZFETAICLDLDTHAHLEE., BFFICHRBERRMEEFTTITER LY,
AMTE=ZFTAICLIEGRBIORENBELLGYET,

4 BEF17ACE BEECL BEERBBTLITT TS,

= 3]

1. BN TORBEABTCPERERIEICI-TEGYET . BHNREEDRMNEIL. 2RARH
HEICE ST ENTRIZEZEREZTTGEICELTEESLET . BHOEREE. BX
EROERELVEEITEST—AN S =80, REOHEEEITEN TRIBLI-EXIYIES
BRBELHYET,

2. ERKYSEZEREZTEVWEFONGRZBMIELTENNERL. AREZTHRL
IR RN EGYET

3. BAERNTRIREREGLEVVERIE. KRR RNELGYET,

4. BERICE AREZT-EREENSOANBELLGYET B HIR-BIMRITIZTH,
NBRE. HoMLOBINREEIIGHFIERFHENIILERBOLET,

5. BERRROIBAERITHIENDEIIL2EMTY,
REEORMOEEBRIIMREEEZL-ERZERMBICXIL--BOER (HEREER
(FH=2B) 1EBYFET,

RHES

@ BHNEBEXKRREES

Q ZENRBAMEE (#R=XABC)

@ fEIREORA

@ LFEQDEMRX (FIREDERT- KL -HHNARLETY)
MEYENSOIANBREBLUNDZE (XL T ARDEREL TTR-EIZELY,

® NRAR—PHLIEMEHFZDEL(REBLVBNMIEMLI-EENHERTEILENH)
KNAR—PDIGEILEMBRN NI DELE, RE-BEEELHABRRILTOR—
DERFLTIEZELY,
XEBENEEEOA R AFETOELLRHAINCDFRTE. EERTDAITEMLTLSS
EDRHBERERTLTZEN, EENAAXRELUNDIGZE L. BIRREL TITREL LI,

® FHEREE
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