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Reqguest to Attending Physician
HYEE~DHFEL

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

2 . This form should be completed and signed by the attending physician.
ZOHNITHRLENRTBAL, 0BHLTLEEY,

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

filled out. HFAE. FEAR - ARAEICOE, ZOHEX 1 HBKETT,

Attending Physician's Statement
2 E W B BH M@ &

Form A
HRIA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male + Female)
B4 F(EEA B) . . PERI

2 . 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. )
1EF4H R MR B RS EE S
( No. )

3 . Date of first Diagnosis
MZA

4 . Days of Diagnosis and Treatment
TR days
5. Type of Treatment
BB :
0 Hospitalization =~ From / / to / / ( days)
PN H / / E / / ( A )

‘O Outpatient or Home Visit / / . / /
NG ! / . / /

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

FER O

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

W, FHTEOMONEOEE

8 . Was the treatment required as a result of an accidental injury? ————— [ Yes O No

BRIIFHOEFICLZLOTTD,

9. Ttemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREA., I YEICRLERTONR  £2BIlc X 3

10 . Name and Address of Attending Physician
182 E D4 Al R OHERT
Name Last(#) First(£) Title(# =)
Address  Home(H %) Phone(&E7E)
Office (£ IZR2HAD Phone
Date(B ) . . Signature(£4)

Attending Physician(# X [E)
Reference Number of your Medical Record(if applicable)

BRROES
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Request to Attending Physician
HYE~OHEN

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOFERIIBE ORERR ORI OEFEIIMNETTOT, EHEEEVLET.

2. This form should be completed and signed by the attending physician.
ZOHITHYERTAL, 2B LTIEE N,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. #A®. FLAR - ABSEICoE, oS 1 ERSETT,

Itemized Receipt

MO B M E

(1) Fee for Initial Office Visit 1 B4 Bk

(2) Fee for Follow-up Office Visit & B B

(3) Fee for Home Visit *® i #

(4) Fee for Hospital Visit A BB OBE ¥

(5) Hospitalization A 2 =

(6) Consultation 2 £ ®

(7) Operation = #F "

' (8) Professional Nursing B ¥ EE MR

(9) X-Ray Examinations X # B £ #

{0) Laboratory Tests* Mok E OB * Please fill in the
content of the
Laboratory Tests. -
*EREOAFERLALT
EE,

(i) Medicines** E E3 ® ** Pleage fill in the name
and the amount of the
prescription of an
individual medicine.
FRINF LT B & OIEOL TR
LERTEALTIESN,

(1) Surgical Dressing = # '

{13 Anesthetics B i 7

(14 Operating room Charge F oW E £ H

{5 The Others(Specify) - F o (HFReE L)

{i6) Total & ¥ Unit is

AL

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

EE FEES, RRICEERRROBOIIRNTESN,
Name and Address of Attending Physician

Y E DA TR UERT
Name Last(#) First(£) Title(#5)
Address  Home(H %) - Phone(E5E)
Office (REE I ZREED Phone
Date(E ) . . Signature(E4) '

Attending Physician (8 ¥ &)
Reference Number of your Medical Record(if applicable)

RRROES
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Request to Attending Physician
HEE~OBREW

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOHKIIEFOREABROBMOPHICSETTOT, EHAEZBEVWLET,
2 . This form should be completed and signed by the attending physician.
ZOFRENFHEYEERLA L. OoFLHLTLLEE N,
Form C 3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
ExC filled out. & AfE. ERAR - ABRSMEIC &, ZOBRLHBBRETT,

Attending Dentist's Statement
BOE 2R AR B M E

1. Name of Patient(Last, First) Age(Date of birth) Sex (Male + Female)
BEA EM(EER R) . . PRI
2 . Date of first Diagnosis 3 . Days of Diagnosis and Treatment
## A . . PR B days
Permanent tooth Primary tooth
D) (Y q p
wmes o VPARALN ARADAO I om0 A
% 6 omae@mmg e % @) néa«‘m E
g - =he b
Gowen & T mm@ 9 we@@wmtw S| EreeeE o) 2
wer, ~
WA VT T T (R g
Type of Treatment J5HED 4R
Dental Treatment Localization of Teeth Examined Date Fee
HBHERE BT MO./DA.| YR. GRE
Tinitial Office Visit  #I22%}
X —Ray Examination L >hF U
Dental Pulp Extirpation $4#f
Operation  FHj
Extraction 3#
Filling e
Inlay A»L—
Metal Crown &EE
Post Crown  ff#ctE
Jacket Crown ¥ & M
Bridge Work Vo
Plate Denture  AKFHHE
Partial Denture [EEfEN
Complete Denture #35w
Treatment of Pyorrhea Alveolaris
ERERLE
Medicine #3
The Others ZD{lt
Total &F
Name and Address of Attending Physician
HYEDOLAR R UHERT
Name  Last(i) First(4) Title(F5)
Address Home(H=%) Phone(E:5)
Office (JFEEE £/ 112 5T _ Phone
Date(H ) . . Signature(E4)

Attending Physician(d 2 E)
Reference Number of your Medical Record(if applicable)

BREOE S
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