Form A
R A

Request to Attending Physician
HYEE~NDHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZORAIL, B OREEEIRIR ORI O HFEIZLETTOT, FEHZ BBV LET,

2. This form should be completed and signed by the attending physician.
ORI Y ENTTAL, D2 OBL LTI,

3. One form for each month, one form for hospitalization / outpatient and home visit.

A ABE - ABESMES, 2O LT,

Attending Physician’s Statement

1. Name of patient (Last,First) Age (Date of Birth) Sex (Male * Female)
BEL N (EEH H) PRI (3B - %0)

2. Name of Illness or Injury preferably with Number of International Classification of Diseases for the use of Social
Insurance
(Please refer to the table attached).  #59Fi44 J OMEEEIR T E EER O HEE B

3. Date of First Diagnosis : wiZH

4. Days of Diagnosis and Treatment : PR A days
5. Type of Treatment 1RIRDSFE
OJ Hospitalization : From / / to / / ( days )
A BE g i ( A )
[J Outpatient or Home Visit : / / / /
A Bt 4 / / / /

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

SiE R O 2

7. Prescription, operation and any other treatments (in brief)

S5 FITE OO ALE O E

8. Was the treatment required as a result of an accidental injury ? Yes [ No [
TR FROEEIZLDLOTT D [EON ARV
9. Itemized amounts paid to Hospital and/or Attending physician : Fill in Form B

ERFEEE . E/ I3 M E I AT ERE O HERBIZLD

10. Name and Address of Attending Physician #8324 [ D4 §if e OMFE AT

Name 44fff :  Last #F First 4
Address 377 : Home HZE Phone
Office e X IL2 IR AT Phone
Date A f{ Signature &4

Attending Physician #8324 &

Reference Number of your Medical Record (if applicable) — #Z¥#sk0D%E 5



Form B

%\ B
Request to Attending Physician
HHEE~DHFEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
ORI, BE OREERROIGF O RFEICLIETT O T, GERAZ BV LET,
2. This form should be completed and signed by the attending physician.
ZORRITH Y ENFTAL, 22 OBALTRIN,
3. One form for each month, one form for hospitalization / outpatient and home visit.
B A4, AR ABEAMEIZ, ZORRK AL E T,
[temized Receipt
BN BA =
(1) Fee for Initial Office Visit w2 B $
(2) Fee for Follow—up Office Visit & & ¥ $
(3) Fee for Home Visit T 2 B
(4) Fee for Hospital Visit N T |
(5) Hospitalization A BB $
(6) Consultation 7 %/ #
(7) Operation SO -
(8) Professional Nursing W FHME 3
(9) X-Ray Examinations XHHaEHE  $
(10) Laboratory Tests FoR O $ Please fill in the content
$ of the Laboratory Tests
$ HREOHNELZLAL TSN,
$
$
(11) Medicines = ¥ $ Please fill in the name and
$ the amount of the
prescription of an
$ individual medicine
$ BLF7 LT 2 D3RO 4 Bk
$ AL TIZSN,
$
(12) Surgical Dressing a4 # # 3§
(13) Anesthetics oM & §
(14) Operating room Charge Fh=FEH S
(15) The Others(Specify) Zof(FmfE) §$
$
$
$
(16) Total a i 8§ Unit is
M HAL
Important : Exclude the amount irrelevant to the treatment.i.e,payment for a luxurious room charge.
EE FERE RS  TRIRICEEBR R WVB DIFBRWTES W,
Name and Address of Attending Physician #8324 & D4 B & OYFFr
Name £ Fij : Last #f First 4
Address {EFfF : Home B Phone
Office eI AT Phone
Date Hft Signature &4

Attending Physician (#84[%)

Reference Number of your Medical Record (if applicable) 2% 5



Request to Attending Physician

HAEHE~DEEN

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZORRAIL, BFE OBFEREOIGI O RFEICHLIETTOT, A BBV LET,

2. This form should be completed and signed by the attending physician
CORERITHYENTAL, hOBALTTFIN,

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

0 . A ABESMEIC, ZORBKINBE T,

Attendin_g Physician Statement
WRERZEANSHMES

1. Name of patient (Last,First) &4 Age (Date of Birth) 4F#s (ZE4EH R) Sex (Male * Female)
PR (B - &)
2. Date of first Diagnosis 2 H
Days of Diagnosis and Treatment 2 H#& days
3. teeth  Number =
Permanent Tooth 7K /A B Milky Tooth FLpk
#1 #2 #3 #4 #5 #6 #7 #8 #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E #F #G #H #] #)
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 R E D C B A A B C D E
8 7 6 5H 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 #20 #28 H27 #26 #25  [#24 #23 #22 #21 #20 #19 #18 #17 4T #S HR #Q #P | #O #N #M HL #K
Name of Illness &%
1. Dental Carics Sf# 2. Missing Teeth X#8 3. Periodontal Diseases o5 4. The Others ZOft
( )
Services PIRANE Tooth No. = Fee B4 Services PRANE Tooth No. iz Fee #}4&
(1) Examination 72%% (8) Filling Amal. @ surf. &
(2) X-ray LU N FEE TV A ®) surf.
Bite-wings MM X @ surf.
Periapical FEYERL X Filling Comp. @ surf.
Panoramic N)T3 X FE #wHLYr @ surf
(3) Medication  # Cves [INo © surf.
(9) Inlay,/Onlay A b—-Tvb—
(4) Prophylaxis / Scaling #§¥i < i¥5kRZE (10) Amal.,/ Comp. Build—up
Fluoride 7 v{b#)¥Am FEM L DK R
(5) Extraction Rt Post & Core Ajnay
(6) Periodontal Scaling / Root planing (11) Crown 5
BT A s - MR S Porcelain/Gold # —~tvv « 4
Gingival Curettage  HZERE/C Silver Alloy $R& 4
(12) Bridge Work 77 yy”
(7) Pulp Cap HififirE"= Abutment X5t
Pulpotomy  HEABHEIT - $kBE Pontic & v74v7
Root Canal Therapy HRE 1A (13) Plate Denture AHKFEH
(D Canal #R% (14) Other Zofh
@ Canal
® Canal
Total Fee A&t

4. Name and Address of Attending Physician

Name 4 5ij : Last

Address :

IERTOD A B ONERED 40 5 B O£

First 4

Home (H=%)

Unit is @& AL

Phone

Office (ke IZ2HAT)

Date Hf}

Phone

Attending Physician Signature

EERTi DB 4




