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. . BIRER
Request to Attending Physician

HIEEADEFEL

1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORISR OB BN TT O T, iEAZBEW L ET,
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.

BHfE ABE - ABESMEICOE ORI BB BETT,

=/
=2
az ’

Attending Egysician% Statement

B # =

)

Form A (£&k=XA)

1. Name of Patient(Last,First) Age (Date of Birth) Sex (Male+Female)
B#F 4 Fn (EHFAR) PR (H - %)
2. Name of Illness
% W 4
3. Date of First Diagnosis : s , 20
W 2 A

4. Days of Diagnosis and \\ J—
Bom oA oK éE&‘ A \=
5. Type of Treatment IS\ ; n

1B % D 4

Hospitalization : From , ,20 to , , 20 ( days)
A [ H ER) ( A D
Outpatient or Home Visit : From , ,20 to , , 20 ( days)
A Bz 4k From , , 20 to , , 20 ( days)
6. Nature and Condition of Illness or Injury (in brief)
JiE R o 2
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 [
BT FERDOEEICI D HDTT M, (ETA AAY-4

9. Itemized Amounts paid to Hospital and / or Attending Physician. : Fill in Form C
THH BRR g HCcicks

10. Name and Address of Attending Physician

Y E DA Hi X OERT
Name 4410 : Last It First 4 Title #5
Address ¥ : Home H % Phone #E&E
: Office Je & 72 (Z 2B Phone FEif
Date Hf¥ Signature & 4

Reference Number of your Medical Report (if applicable)
DR DOE S

BAEFREARIRES



Request to the Dental Surgeon AR

L= T4 ~
EELERA~DEFELY
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 O N

Form B (#=B)

Name of Patient(last , first) , Age (Date of Birth) ( ) Sex (Male, Female)

B4 T (B4EAH) (5, &)
Date of First Diagnosis R R Day of Diagnosis and Treatment days

e DIRAK A i

Localization of Teeth ¥{frL
Permanent Teeth (7/AHE) Deciduous Teeth (FLpH)
R_éﬁ?’b:) 32 |]d$—l)b;8|_ LC[L]'Jil-lde(_
876543 -

I. Name of Illness JE ‘ JE*& Fq b\ E A
1. Dental Caries ; E Lhuaﬂ Dt

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

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 B IRFE T

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 WHREROLH - EFT
Name %0 Last First Title %
Address {ff Home BE Phone E:&
Office Wl ElR Phone &if

Date HfT Signature £4
XEBFEEIL, LEORNROFMEMRL TLZILY,

BAEFRERIRES



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
COBKRRIUSRIROBABEIVETTOT, AEHEZBEELLET,

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

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.

FILLUSADEEDZEFEDEEENTI LS,

[temized Receipt

RN

B i

Form C (#&3KC)
(1) Fee for Initial Office . 2\ b N
B A
(2) Fee for Follow—up Off % Jﬁ *& Fﬁ n
(3) Fee for Home Visit
(4) Fee for Hospital Visit NSy $
(5) Hospitalization NI $
(6) Consultation FE¥ $
(7)  Operation Fil $
(8) Professional Nursing eSS T TE ¢ 3
(9) X-Ray Examinations X iR AT Ly $
(10) Laboratory Tests AR $
(11) Medicines & SEE $
(12) Surgical Dressing (arT $
(13) Anaethetics JER IR $
(14) Operating Room Charge Flv=EE H $ 3
(15) Others (Specify) Z O (HH BT $ $
(16) Total A s $ Unit is
LA
Important : Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.
pas B El SRR R ICEERER RN B DIFBRWN T IE S,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y T 1 RBE B R 04 fids L OMERT

Name 4 Wi : Last itk First £ Title Fi 5
Addres £ Fr:Home H Phone &
Office JRPTEF 72 TP Phone gk

Date : H fF Signature & 4

BAEFRERARIRMES
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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,
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@ fEIREORA

@ LFEQQDEMRX (FIREBDERT- KL -HHARBLETY)
MEYENSDIANBREBLUNDSZE (XL T ARDOEREL TTR-HETZELY,

® NRAR—PHLEMEHFZDEL(REBLVBNMIEMLI-EERENHERTEIENH)
KINAR—PDIGELEMBRN NI DELE, RE-BEEELHABRILTOR—
DERFLTEEZSLY,
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