Request to Attending Physician ( I E~DHFELY )

1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORI BE OALRIRBROAGAT O HEEICHLETT O T, FEAZ BV L ET,

2. This form should be completed and signed by the attending physician.
CORKIFHYENEE, OBLALTFEIW,

3. One form for each month and one form for hospitalaization,” outpatient(home visit)should be filled out.

KA, ABE « ABSAMEIZ O E, 2O 1 KBNS T,
Attending Physician’ s Statement ( ZEEBERNSHHEE )

Form A #zUA
1 .Name of Patient (Last,First) Age (Date of Birth) Sex (Male -« Female)
BFEAL il (EFEHR) R (5 - o)

2 Name of Illness or Injury preferably with the number of International Classification of diseases for the use

of
Social Insurance (Please refer to the table attached to this form.)
s R Ot 2R E B R R &5 (PT~P10 2R)

(No. )
3.Date of First Diagnosis fJi2 H
4 Days of Diagnosis and Treatment 2# H% days
5 .Type of Treatment 75D 43}E
I:' Hospitalization : From to ( days)
A B H Ea) ( H i)
|:| Outpatient or Home Visit
A BE S T 2

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

7 .Prescription, Operation and any other Treatments (in brief) #LJ7, FiliZ OO AL E OHEE

8 .Was the treatment required as a result of an accidental injury? Yes D No D i
BRITFEROEFEIZL D DO TTh, =4 AV

9 .Itemized amounts paid to Hospital and , or Attending Physician : Fill in Form B
NSNS 5 ¢ HABIZLD

10. Name and Address of Attending Physician 4 D4 Hii }e OMERT
Name £ Last I First 4 Titlel #r5
Address {¥F7 : Home HZE Phone FEZf

Office il XUX2IEIT Phone FEEf
Date Hft Signeture E4

Attending Physician #H34[%

Reference Number of your Medical Record (in applicable)  @Z2#ikDE =

MEECHREZTTTS, (PAETLRBTI, BAALETT,)



Request to Attending Physician or Superintendent of Hospital .~ Clinic
((BEEXFIFREZFBE~AOEHEL )

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

Z ORITEA D2 RROAGT OHEFICSHETT O T, FEHEZBBOLET,

2. This form should be completed and signed by the attending physician. or the superintendent of hospital
clinic. Z ORI Y EXIRGEFS RN EFEE, 1 OBALLTEFIN,

3. One form for each month and one form for hospitalaization,~outpatient (home visit) should be filled out.

HH . ABE - ABSSMEIZOE, 2O 1 BB BETT,

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

Itemized Receipt ( FfHUNEAHZE )

Form B: B

(1) Fee for Initial Office Visit Ik $
(2) Fee for Follow-up Office Visit 25k} $
(3) Fee for Home Visit DR $
(4) Fee for Hospital Visit N R g
(5) Hospitalization .
(6) Consultation APt B
(7) Operation DEA $
(8) Professional Nursing T 3
(9) X-Ray Examinations TG m $
(10) Laboratory Tests X it Ay $
(11) Medicines SRR AT $
(12) Surgical Dressing [ S $
(13) Anaethetics Ly $
(14) Operating Room Charge e g
(15) Others (Specify) 3

Fi=EE $

Zoft CHAMARE) $ $
(16) Total 5 $

Unit is
o 3 $ ST AT
|

Important : Exclude the amount irrelevant to the treatment,i.e.,payment for a luxrious room charge.

EE 0 mREREIRRICEZBERO LN DIFFRNTT S,

Name and Address of Attending Physician Superintendent of Hospital or Clinic

( HEEXBFEEBHROAMBETER )

Name 4 H : Last # First 4 Title #i5
Address ¥ : Home H¥ Phone 7EGS
Office JiE 32 HRET Phone
Date Hf¥ Signature &4

METCHMREZ I TF SV, (URETHRBTTS, BASLETT,)



Request to Attending Physician ( HE ¥ E~DHFELY )
1. Please fill in this form so that the patient may claim the social insurance benefit.

ZORERITBRE OHLSRBORB ORFEICLETT O T, EHEZBEWLET,

2. This form should be completed and signed by the attending physician. fHM4ENRFTAL, BEAHLTFIW,

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

BHZEL B ABB T LICoE . OB LS LETT,

ITEMIZED RECEIPT [DENTAL] ( fEUXBAME [8EF] )

Name of Patient . Age . Sex (Male , Female)
ZH A - in PERI]

Date of First Diagnosis . Days of Diagnosis and Treatment days
IEAS R

Localization of Teeth #&B{iL
*k Permanent Teeth 7K/ % % Dciduous Teeth F.th
8 765432 1/1 2 edcbal abcde
87654321‘12 edcbal abcde

L R

NG N
ut|on
oo
NN
oo |00

1.Name of Illness
(DDental Caries 2t  ©@Missing Teeth K  @pyorrhea Alveolaris HfEMEK ~ @The Others il

2.Dental Treatment FHEHARE Localization of Teeth Examined gz | Material #78t | Fee JR¥E#H

% Initial Office Visit #JZ ¥t

* X-Ray Examination L > k7>

* Dental Pulp Extirpation #k##

* Extraction K1

*Filling FoiH

*Inlay 1> 1L —

% Metal Crown 485

%k Post Crown #k&i

xJacket Crown ¥/~ v M

* Bridge Wor 7'V v

% Plate Denture HAKFEH
Partial Denture miiFEk
Complete Denture #2355t

B

* Treatment of Pyorrhea
Alveolaris B8R L E

sk Medicine #3&

*k The Others & DAt

Total &3t

Name of Dental Surgeon . Ssignature

il D 4 B4
Name and Address of Dentist’s Office

B FBHEBE O 4 P8 K% O EH
Date Hff MEEIZRIREZ T TSV,
(ERT-THRETT D, BADKETT, )




