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Request to Attending Physician
BUE~ADEFEL

1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORRAUTEE OHSRBOMGT OHRFEIZHLETTO T, FEHZ BN L ET,

2 . This form should be completed and signed by the attending physician.
ZORRUTHYENTA L, M oBA L TIIEIN,

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

filled out. SR ETABE - ABSSMEIS, O BB T,

Form A Attending Physician’s Statement

A PENSHNE

1. Name of Patient(Last, First) Age(Date of Birth) Sex(Male - Female)
BH A iy (EFEAR) R (5 - o)

2. Name of Illness or Injury preferably with the number of International Classification of Diseases for
the use of Social Insurance

Epidh B O LR R & A E RN 0 % 5
(No. )

3. Date of First Diagnosis : , 20
W % H

4. Days of Diagnosis and Treatment : days

ER I H 4

5. Type of Treatment
1GIE DI FE
O Hospitalization : From , 20 to , 20 ( days)
A B H x ( HEHD

[J Outpatient or Home Visit : , 20 ) , 20
A Bt 4 , 20 . , 20
, 20 . , 20

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

FER D2

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

W5, PR O WLiE OREEL

8. Was the treatment required as a result of an accidental injury ? Yes[J Noll
BRI FESOHEEICL 2D T, LAY &
9. Itemized amounts paid to Hospital and / or Attending physician : Fill in Form B
HHBINER IR BB IZREA
1 0. Name and Address of Attending Physician
Y4 = D44 H L OMERT
Name 4 #i : Last #f First 4 Title #r &
Address f£fT : Home HZE Phone 7Eif
Office Yt X IZ 2T Phone 7EZ
Date Hft Signature &4

Attending Physician 4%
Reference Number of your Medical Record (if applicable)

PHEEOER




Request to Attending Physician or Superintendent of Hospital / Clinic

HYUEX ZRREEHRADEHEL

1 . Please fill in this form so that the patient may claim the social insurance benefit.
Z OFRAITEE OHRRROMBHTOHFFICLETTOT, GEHEZBEWLET,
2 . This form should be completed and signed by either the attending physician or
the superintendent of hospital/clinic.
ZORRITH Y E IR FGRENTEA L, 1OEA L TIEI N,
3 . One form for each month and one form for hospitalization/outpatient (home
visit) should be filled out. &AM, FIAPE - ABESMEIS, Z ORI BB HETT,
4 . If not in dollars, please specify the unit used.
FVLSOEBDBEITZDEEZZFENTIEI W,

Form B Itemized Receipt

B X B THIN B &

(1) Fee for Initial Office Visit I
(2)  Fee for Follow-up Office Visit B2 B
(3) Fee for Home Visit % 2 #
(4)  Fee for Hospital Visit A Bt & BROE
(5) Hospitalization A Bt &
(6) Consultation 2 -~ ¢
(7)  Operation F o &
(8)  Professional Nursing TEF M
(9) X-Ray Examinations X AR A
(10 Laboratory Tests* oA
* Please fill in the
content of the
Laboratory Tests.
FEREONEZTLALTL
7ZEW,
1) Medicines** = ¥ %

** Please fill in the name
and the amount of the
prescription of an
individual medicine.

. skl )7 U T & DIED AT
(12  Surgical Dressing R G EEEFLALTIEE N,
(19  Anesthetics I N <
(4  Operating Room Charge Fifr =& H
(15  The Others(Specify) O CHE nﬂ)
(16  Total = Hi Unit is
W AT

Important : Exclude the amount irrelevant to the treatment, 1. e., payment for a luxurious room charge.
EE  FelEERE, IRRICESEBER DL DIFRN TSN,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
PH2 2 U5 & D4R OMEAT

Name 4 i - Last It First 4 Title #rre
Address {£f7 : Home HE Phone EF
Office JFlz XIFR2H T Phone ik

Date Hf Signature &4




PRANERME (Es0) BIR

B A
1. BF4 AR R MR - SRR - A £ H PR 2 5 - &
2. B W 4
FES R M R YR 5
3. 1% H . K- A F H H
4. BRBE H
5. 1RO
A B Rk - AE 4 H H ~ VRl & & A H ( H )
A B gh: Rk - AN A H H K - AEn & H H
K - TN & H H K - AN & H H
K - TN & H H K - AN & H H
6. JEROBEE

7. WJ7 . A E oo RLE OB

8. BRIFFHMOEGEICLLZbDOTTN? T - VR
9. JAIEE - FRUB
10. HYEOL M ORI FT T

& i wE 4

F
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1 1. FEREOLET RO
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BNAME (Bhsy) R

R B

1. %) B2 B
2. H E2 B
3. 1 2 B
4. N Bt & B OB
5. A B # .
6. 2 52 o
7. F i - A
8. ¥ EF#E & .
9. X H M & &
10. % ® & #H
11. E 3K .
12. 4 bis E<
13. Jk [iz8 o
14. F i = & B
15. Zofh CHEBF
16. & H B HANT

Y [E D4 Hi R QR BE ST T AT

4 Ji i %
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S

FHARE O 4 51 S OMERT
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Request to Attending Physician
HEEADOHHEL

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

ZORRITBE DIREFRROIE S OIS ETT O T, AEHE B LET,
2. This form should be completed and signed by the attending physician.

COREFUTH Y ERFTLAL, 22 DFL L TITZEN,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.

KA f, EIARE ABAMEIZHE ZORRIBDHETT,

Atteding Dentist ‘t Statement
HHZRNSTHAE

Name of Patient Date of Birth Sex (IM [CJF
BEL £ HH H#El B &
Initial Office Visit Days of services days

Y1 H PEAK =R

Tooth Number Bz
R Permanent Tooth KA L R Milky Tooth ZL.g& L

#1 #2 #3 #4 #5 #6 #7 #8 | #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E |#F #G #H #I #J
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 E D C B A A B C D E
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 E D C B A A B C D E

#32 #31 #30 #29 #28 #27 #26 #25 |#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P |#0 #N #M #L #K

Dental Treatment Localization of Teeth Examined Date Fee
LEERRIEY S BT MO. DA. YR. TR

Initial Office Visit #Ji2 %k

X—Ray Examination L b7 VR

Dental Pulp Extirpation i

Operation Ffff

Extraction i

Filling FoiE

Inlay (> L —

Metal Crown 4@ i

Post Crown  #kfi b

Jacket Crown Y%7 v b

Bridge Work 7'V v ¥

Plate Denture A K
Partial Denture J& #5355 H

Complete Denture fazEth

Treatment of Pyorrhea Alveolaris (4RI ALE

Medicine 3%

The Others & DA

Total &t

Name and Address of Dentist / Office  (HiRHE D Fe4 K OMEFT UL BB} 52 0 44 Bk S OSETLE Hh)

Date (Hft) Signature (&4)




