Form A ERZERERME

Request to Attending Physician P EADSHFALY

O Please fill in this form so that the patient may claim the health insurance benefit.

ZORNIXBE ORBEREOBAHORBICHETTOT, sEAZBEVWLET.

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

ZOFERITHEYERTEAL, N OBALTREIN,

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

RZ& ABe- ABestZ iz, ZORKIBRBETT,

Attending Physician's Statement ZRASTIHHEE
Name of Patient Date of Birth M -[F
BEA, R R Sex [IM -[
TR 3 %
Dgte of first Diagnosis Days of Diagnosis and Treatment days
s B H
(1) 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.)
R4 B ORI A EREEROEE R CORMBICRMHITVAEZZBLTIEIN,)
(No. )
(2) Type of Treatment  am#os%
[ Hospitalization  from / / to / / ( days)
Akt Akt R BB F B
1 Out patient or Home Visit / / . / /
ABest
(8) Nature and Condition of Illness or Injury (in detail)  mEROBE ELREL TSV
(4) Prescription, Operation and any other Treatments (in detail)
5 | FHE OO AB DR FELFRHRL TIEEN)
(5) Was the treatment required as a result of an accidental injury? O Yes 0O No

BWRIIEROEEIZLSLOTT

(6) Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
B U Y B IC SR o T2 ER B ONF: HRRBIZFEE L TS

Name and Address of Attending Physician #3%Eo4 sk 0 EmR

Name Last() First@) Title@®)
Address Home(s =) Phone(&:)
Officetrbz i3 #5n) Phone(E:%)
Signature of
Date ) . the Attending Physician
B4 ALREOES

Reference Number of your Medical Record ( if applicable )
PREDE T
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(1) 54 R OMERRIR R E B BR 0 EE 5

Form A E#NZERSIRHME

(F5 )

(3) FERDOBEZE FELSFEHML TZEWY)

(4) Wt FHRFEOMOULE OBEE GELEH|RL TEEW)

(BERE)
{ERT

K4

EEES




Form B _EHFAURBAE

Request to Attending Physician HHYEADSHFEL

O Please fill in this form so that the patient may claim the health insurance benefit.
ZORRNITBE DRERBROBMHOBHFBIILETTOT, sFAZBEVLET,

O This form should be completed and signed by the attending physician.
ZORERITHYERFEAL, 22BALTLES,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
BTl ABE- ABAAZ i, ZORKIMBHKETT,

Itemized Receipt FRUNBAHAS
Unit is Gagesdn)

(1) Fee for Initial Office Visit i 2 *t $
(2) Fee for Follow—-up Office Visit & 2 B $
(3) Fee for Home Visit e 2 B $
(4) Fee for Hospital Visit ABE BB $
(5) Hospitalization A B % $
(6) Consultation 2 £ % $
(7) Operation £ WK B $
(8) Professional Nursing WETE A B $
(9) X-Ray Examinations X B B & $
(10 Laboratory Tests* # o®m o& B
*Please fill in the content of the Laboratory Tests.
*HEREOANREZTRALTWIEIN,
$
$
$
$

(1) Medicines** 3 E-3 i

**Please fill in the name and the amount of the prescription of an individual medicine.
LT LT 2 DROLFHRERETALTLES,

$
$
$
$
(19 SurgicalDressing A # % $
(19 Anesthetics 3 B # $
(4 Operating room Charge F W o= B A $
(15 The Others (Specify) z ) fth (o)
$
$
$
(16 Total & 3 $

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

Name and Address of Attending Physician 8% E04 ik OERT

Name Last) First#) Title@2)
Address Home(a%) Phone@z)
Officetrbz Xz Phone(®:s)
Signature of the
Date . . Attending Physician
=E0 ] HYEDEA

Reference Number of your Medical Record ( if applicable )
DR EZDE




Form B ERAINAHE
# AR

0 FERERONRGEREDONE)

1) EZRMONR(ROAFF, &)

(15 HECHIR

(BRRE)




Request to Attending Physician HYEADSFEL
O Please fill in this form so that the patient may claim the health insurance benefit.
ZORNITBE ORBERBROBMANOBRFFBICULETTOT, SEAZBEVLET,
O This form should be completed and signed by the attending physician.
ZOFNITHEYENTEAL, DOBLLTLEIVY,
O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
AZE AR ABAZ iz, ZoBR I BHETT,
Attending Dentist's Statement HERIEZERATRHEE
g%rze of Patient ggatg EIof Birth Sex [OM -[0F
R 5 &
Date of first Diagnosis Days of Diagnosis and Treatmen days
LIRS BRBE A R
Permanent Tooth X Identify examined teeth.
(Tooth Number =) BT AMALE O THAIALE T TS,
(C) Cavity wmp
RI.8 7 6 5 4 3 2 1|1 2345678 EI (F) missing teeth x#
8 7 6 5 4 3 2 1 | 1 2 3 45 6 7 8 (G) stomatitis npz
(P) Phrrhes alveolaris s
(Z) extraction needed Eirsi
Services AR Tooth No. B Fee %4 Services ZEHE Tooth No. Bt Fee ¥4
(1) Examination s Comp.gaLvv 1.Serf
(2) X-ray LU 2.Serf
Bite-wings wm®E#A X 3.Serf
Periapical #@#® X Other (Material)s
Panoramic ¢)5<= X DA
Models z#F e571 (9) Inlay / Onlay (Material)x
(3) Medication Bk for— [ For—
OYes O No 10 Amal./Comp.Build—up
(4) Prophylaxies / Scaling TN b AV VI LB B
iR HEERE Post ¢ Core Avaz
Fluoride 7oAt BA Other (Material)sx
(5) Extraction et Z0ft
(6) Perio-dontal Scaking 1) Crown &
/Root planing Porcelain / Gold  #—vv/&
WA THARE RE R Silver alloy $BEe
Gingival Curettage Other (Material)
BEERER Eulit
(7) Pulp Cap o B (19 Bridge Work 79y’
Pulpotomy s B64bs - Abut (Material)
Root Canal Therapy basyc
BEEE  lcanal B%
2canal Pontic (Material)
3canal 23—
(8) Filling I 13 Plate Denture (Material)
Amal. 7=avp's 1.Serf & HEKE R
2.Serf (4 Other (Material)x
3.Serf Z DA
Unit is GBI HI4T) | Total Fee (431)
Name and Address of Attending Physician #%Eao£ sk oERF
Name Last) First#) Title@2)
Address Home(s=®) Phone=z)
Officemz 2% Phoneszs)
Slgnature of the
Date . . Attending Physician
B A+ HYEDEL
Reference Number of your Medical Record ( if applicable )
PREFOES
(8~ THBONWTWBHIE B I EMIORARDIH TS TRRL TIEE,




# &R

X (8) FHH - F DAk

Form C EHEZERASHMSIRAEINAHE

¥ 9) frv—/TrL—

X [0 XAEEE-TOMh

¥ (1) &2
X (1) SV
X (1) Arkzw
X (14 Foft
(BHERAE)
EN
K4

BAEE T




