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Request to Attending Physician
Y =~ D FSFE

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORI BE OREFHRR OIS ORI SLETT O T, iEAEBEVCLET,
2. This form should be completed and signed by the attending physician.
CORERITHYENTLA L, MOEA LTIV,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.

FAZE, AL - ARSI Z LIC0E, ZOKK 1 KBKETT,

Attending Physician’s Statement

Form A %4?\ ‘f’?f W /A‘)—S ED% T%H} %
£k XA
1. Name of Patient (Last,First) Age (Date of birth) Sex (Male * Female)
i 2 Fln EFHAR) . . 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.)
59wt K OMERR IR E B Sw 08 & 5 (P8~P10 /)
(No. )

3. Date of first Diagnosis

Bl 2 A
4. Days of Diagnosis and Treatment days
Hmow R H
5. Type of Treatment
15 % o 4y M
[1Hospitalization Form / / to / / ( days)
A Fre A ES ( H [#)
[JOutpatient or Home Visit / / . / /
A BE S / / : / /
6. Nature and Condition of Illness or Injury (in brief)

JEIR DB

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

LTT . FHTE O D ALE DT

8. Was the treatment required as a result of an accidental injury? Yes[] NolJ
ERITFHOBEEIZLD D TT D, ESANNAVAY-4
9. Itemized amounts paid to Hospital and,“or Attending Physician : Fill in Form B
RS, 721 TH Y IS A - T R D INFR CHEUBICR D
10. Name and Address of Attending Physician
Y E O F & O
Name (4 A1) : Last (i) First (44) Title (F'5)
Address (f£77) : Home (H%¥) Phone (#i#)
Office (Bt F 7= 1L HEFTD) Phone
Date (HfF) : - - Signature (EB4)

Attending Physician (HX[E)
Reference Number of your Medical Record (if applicable)
DR ORE
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Request to Attending Physician
Y E~D BN

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORERITEE OEBERBR O OBFEICSLETT O T, iEHEBEVLET,
2. This form should be completed and signed by the attending physician.
CORERITHYENTLA L, MOEA LTIV,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.

FAZE, AR - AR ZEIZ0&, ZOHER 1 KBKETT,
Itemized Receipt

Form B ﬁﬁ Lly ED% 7‘%&] %

£k X B

(1)  Fee for Initial Office Visit )] Z e $

(2)  Fee for Follow-up Office Visit 2 U $

(3)  Fee for Home Visit ¥ 7 U $

(4)  Fee for Hospital Visit A bR B OB OB $

(5)  Hospitalization A 7 % $

(6)  Consultation 2 £ 2 $

(7)  Operation + i % $

(8)  Professional Nursing W % & # A & $

(99  X-Ray Examination X M m K # $

10  Laboratory Tests* B g e % *Please fill in the content of the
$ Laboratory Tests.
$ FEREONEZTLAL TS IES N,
$
$

1 Medicines** = % % **Please fill in the name and the
$ amount of the prescription of an
$ individual medicine.
$ WIS LT B 2 DIRD L4 TR & B AT
$ ALTLIEENY,
$

(12  Surgical Dressing @) i # $

(13  Anesthetics JFk [t % $

(4  Operating room Charge F oW = #H H $

(15  The Others (Specify) ot (THHHER)
$
$
$
$

(16  Total & it $ Unit is

WAL

Important : Exclude the amount irrelevant to the treatment.i.e.payment for a luxurious room charge.
e B RSB IR RICIEREBIR R WV b DIFERN T EE Y,
Name and Address of Attending Physician

04 = D4 il K OMEFT
Name (4 i) : Last (IF) First (44) Title (#55")
Address (f£77) : Home (HE) Phone (E:F)
Office (JFB% & 72 1T HRAD) Phone
Date (HAY) - - Signature (4)

Attending Physician (fH24[%)
Reference Number of your Medical Record (if applicable)
PR DOE S
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Request to Attending Physician

FH Y [E A~ BFE

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z OFERITBE OEFERR OB OBFEICKLETTOT, EHEBBEVWLET,

2. This form should be completed and signed by the attending physician.
ZOERITHYENTLA L, MOFA LTIV,

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

FHIZE, FTABE - ABAAZEICH&E, 2O 1 BB RETT,

Form C
I

#k X C S|

2 N K Y

il

Attending Dentist’s Statement
B

=N

=

1. Name of Patient (Last, First)
BOE 4

Age (Date of birth)

Fiin (EEHR)

2. Date of first Diagnosis
¥ & H

Sex (Male:Female)

s (5 -

)

3. Days of Diagnosis and Treatment
IR AR

days

Permanent tooth

(Upper)
8 7 6 5 4 3 2 1

1 2 3 45 6 7 8

e d

Primary tooth

¢c b a

a b c

d e

8 7T 6 5 4 3 2 1

(RIGHT)

(Lower)

(LAAT)
(RIGHT)

1 2 3 45 6 78

e d

¢c b a

a b c

(LAHAT)

d e

Type of Treatment {5 D/ 4H

Dental Treatment
HFHASE

Localization of Teeth Examined
S L

Date

MO.

DA.

Fee

ey

Initial Office Visit #JZ2 ¥

12

31 1980

X—Ray Examination L > K7 VR4

Dental Pulp Extirpation $#k#§

Operation Fif

Extraction #k#

Filling 4

Inlay 1> L —

Metal Crown 4@

Post Crown ik th

Jacket Crown ¥ %7 v hi

Bridge Work 7'V w ¥

Plate Denture AKFEtH
Partial Denture JR¥#B3EMH

N

Complete Denture #hF%H

Treatment of Pyorrhea Alveolaris
B AL

Medicine #3K

The Others % Dfi

Total

el

l

Name and Address of Attending Physician
24 = 04 F R OMERT
Name (4 i) : Last ()

First (£4)

Title (#+5)

Address ({EFT) : Home (HE)

Phone (&&H)

Phone (&E&H)

Date (Hf})

Office (JEPZ F 721X

Signature (24)

DI D

Attending Physician (fH24[%)
Reference Number of your Medical Record

(if applicable)
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