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Request to Attending Physician
ALY R~ D B JFE

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORI TBE OBEFRRROMBT OHFEIZNETTOT, iEHEZBRWLET,

2. This form should be completed and signed by the attending physician.
ZORRRIFHEYENRFTAL, 22BH L TIEEN,

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

FAZTE, FTABE - ABSNZ LIZoE, ZOKRK 1 HAKIETT,

Attending Physician’s Statement

Form A 2 S I~ S S I =
£k XA
1. Name of Patient (Last,First) Age (Date of birth) Sex (Male * Female)
B A i (EFHR) . . PRI (5« %)

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.)
B4 B OMERECR IR E BRI 4 8% 5 (P8~P10 )
(No. )

3. Date of first Diagnosis
1 B H
4. Days of Diagnosis and Treatment days
SN ST ERF|
5. Type of Treatment
15 W o 4y M
[OHospitalization Form / / to / / ( days)
A 173 H £ ( H )
[JOutpatient or Home Visit / / . / /
A B S / / . / /
6. Nature and Condition of Illness or Injury (in brief)

SiE DR O

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

W5, FAFE O ALE O

8. Was the treatment required as a result of an accidental injury? Yes[] Noll
BRITFROEEIZLD DO TT D, EOANNANAY4
9. Itemized amounts paid to Hospital and,or Attending Physician : Fill in Form B
PR, F 7T Y RIS o T EFRE DGR R BICLD
10. Name and Address of Attending Physician
FH 2 [ D 4 Bl R OMERT
Name (47l : Last () First (44) Title (Fr¥%)
Address (f¥F1) : Home (H%) Phone (#Ei5)
Office (e F 7= L7 PEFT) Phone
Date (HF) : - - Signature (F4)

Attending Physician (fH4[%)
Reference Number of your Medical Record (if applicable)
PEREBROEE




élﬂﬁﬂ(A)

N

2. BIRA B OV R CRIR A [ BRI 0 JE 3 5

6. JESROBPEE

7. W5 FE O WE O

FARAE
EFT

K4

A




Request to Attending Physician
Y EE A~ D IBFE

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORRRITEE OERERBR OGS OHFEICHETT O T, AL L E T,
2. This form should be completed and signed by the attending physician.
ZORRUITHYENTLA L, HOBALTLEIN,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.

KAZE, ETAPE - ARSI Z LI 0&E, 2O 1 KNI TT,

Itemized Receipt
Form B ﬁ/ﬁ\ LIX Eyq 7\%&] %:
£k X B
(1)  Fee for Initial Office Visit )| Pz Bt $
(2)  Fee for Follow-up Office Visit B U $
(3)  Fee for Home Visit ¥ 7 P $
(4)  Fee for Hospital Visit A Bt BF OB OB $
(5)  Hospitalization A 7 ¢ $
(6)  Consultation 7 £ A $
(7)  Operation ¥+ it * $
(8)  Professional Nursing W ¥ & % A & $
(9)  X-Ray Examination X % W £ # $
10  Laboratory Tests* B g 7 % *Please fill in the content of the
$ Laboratory Tests.
$ FERAEONAEEZTAL T EEN,
$
$
1 Medicines** = 3 & **Please fill in the name and the
$ amount of the prescription of an
$ individual medicine.
$ LS LTl 2 DIEDO LR & B A
$ ALTLIZEW,
$
(12  Surgical Dressing @) i # $
(13  Anesthetics Jk [iZ8 2 $
(4  Operating room Charge F ol £ B H $
(15  The Others (Specify) Zzoft (HEHRT)
$
$
$
$
(16  Total = it $ Unit is
WAL

Important : Exclude the amount irrelevant to the treatment.i.e.payment for a luxurious room charge.
pas RERE | IRIRICEERR VS OIEFRVW T EE N,
Name and Address of Attending Physician

XY = D4 i L OMERT
Name (4 7i) : Last (IF) First (£) Title (F+5)
Address ({£f7) : Home (HE) Phone (FE:f)
Office (FBE F 7= 1XF2EPTD) Phone
Date (HAf) - Signature (4)

Attending Physician (%)
Reference Number of your Medical Record (if applicable)
DR OEE
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Request to Attending Physician
FHY A~ D BV

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORERITEE OREFIRB O OBEICMLETT O T, FEHE BBV LET,
2. This form should be completed and signed by the attending physician.
ZORERITHEYERFA L, 2 20BEHL L TIIZEN,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.

HRITE. FLARE - AP LIZoE, OB 1 BB LETT,

Form C Attending Dentist’s Statement
ke st C E R A S - ;

1. Name of Patient (Last,First) Age (Date of birth) Sex (Male:Female)
BH 4 Tl (EFHH) PRI (5 - %o)

2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
#] % H PR EE days

Permanent tooth Primary tooth

(Upper)

8 76 5 4 3 2 1|1 2 3 4 5 6 7 8 e d ¢c b ala b ¢c d e

(LAAT)

(RIGHT)
(LAAT)

8 7 6 5 4 3 2 1|1 2 3 4 5 6 7 8 e d ¢c b ala b ¢ d e

(RIGHT)

(Lower)

Type of Treatment (A D /7 HE

Dental Treatment Localization of Teeth Examined Date Fee
i EHE R YA MO. | DA. | YR [

Initial Office Visit #JZ2 ¥} 12 |31 |1980

X—Ray Examination L > k7 V%

Dental Pulp Extirpation $kf#

Operation FFff

Extraction #kth

Filling 7FeiH

Inlay 1> L —

Metal Crown &)@

Post Crown ke th

Jacket Crown ¥ /7 > bt

Bridge Work 7'V v

Plate Denture HKFEH
Partial Denture J&EBFswi

g5 26 4t

Complete Denture F2F%H

Treatment of Pyorrhea Alveolaris

R T AL

Medicine F&3&

The Others % Dt

W

Total A&t

Name and Address of Attending Physician
Y = 04 F R OMERT
Name (47i) : Last (%) First (44) Title (#55)
Address (f£FT) : Home (H%) Phone (FEZE)
Office (JBE & 7= 1P Phone (#7E)
Date (HfF) : - - Signature (B4)

Attending Physician (H4[)
Reference Number of your Medical Record (if applicable)
PEEOE T
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(Lower)

5 4 3 2 1
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