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Request to Attending Physician
HBEE~NDOHEN

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORRITEE ORI OB ORFEICLETTOT, FEHZBEVLET,

2 . This form should be completed and signed by the attending physician.
ZOBRIFHYENTAL, DOBL LTI EEN,

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

filled out. 45 A fiE, £IZAPLE « ABSMEIZ O S, ZORNA T HBLETT,

Attending Physician's Statement
2 R A B B # =

Form A
FRCA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
B4 Fim(ZEFH B) ) . PR

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. )

40 S OV FE R IR [E BP0 53 HE3 5

( No. )
3 . Date of first Diagnosis
Wz A
4 . Days of Diagnosis and Treatment
P H days
5. Type of Treatment
1R D53
O Hospitalization From / / to / / ( days)
NI H / / = / / ( ENS))
[J Outpatient or Home Visit / / . / /
INZas / / . / /
6 . Nature and Condition of Illness or Injury(in brief)
SR DA
7 . Prescription, Operation and any other Treatments(in brief)
WL T E DA oD AL DR EE
8 . Was the treatment required as a result of an accidental injury? —— [ Yes O No

BRI ELOEFEICLD L0 TT D,

9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EEASEE, F Y EIC K- R EREONR - B2 X D

10 . Name and Address of Attending Physician

H24 = D44 Fif o OME R
Name Last(it) First(4) Title(Fr &)
Address  Home(H=) Phone(&E:H)
Office (e E7= 1 L2 FT) Phone
Date(H £) . . Signature((244)

Attending Physician(#8 4 %)
Reference Number of your Medical Record(if applicable)

PR OE S
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Request to Attending Physician
HYUE~DBREN

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORAITEE DRFERROKT OHFEICSLETTOT, GEHZBEVLET,

2 . This form should be completed and signed by the attending physician.
ZORERITHYENTA L, DOBA LTI EI0,

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

filled out. 45 H M, EARE - ABAMEICOE, ZORRK 1T BB ETTY,

ltemized Receipt
I o\ E

(1) Fee for Initial Office Visit Il 2 B $
(2) Fee for Follow-up Office Visit 2 £ $
(3) Fee for Home Visit 1% 2 Bl $
(4) Fee for Hospital Visit AN B & B OBES$
(5) Hospitalization A 178 # $
(6) Consultation Z £ # $
(7) Operation T ity S
(8) Professional Nursing W % & & i &S
(9) X-Ray Examinations X #H m & #S$
(10 Laboratory Tests* E (A R ¢ * Please fill in the
$ content of the
$ Laboratory Tests.
$ FHRAEONEEZTLALT]
$ 72EUY,
(1) Medicines** S S # ** Please fill in the name
$ and the amount of the
$ prescription of an
3 individual medicine.
$ RS UT A 2 DIED 4R
$ ERAFTLALTIZEN,
(12 Surgical Dressing (@ H #$
(13 Anesthetics Jik [ # $
(14) Operating room Charge F o o= B HS$
(15 The Others(Specify) Z O (FFFEH X)
$
$
$
$
(16 Total & it $ Unit is
W HAL

Important : Exclude the amount irrelevant to the treatment. 1. e, payment for a luxurious room charge.

EE: FREREE IRRICE PR RO DR TIZEN,

Name and Address of Attending Physician

FH Y = D44 i & OMEFT
Name Last(i) First(£) Title(#:'5)
Address  Home(H %) Phone(% %)
Office(JFRt £7- 1 X2 FT) Phone
Date(H ) . ) Signature(&4)

Attending Physician( 4 %)
Reference Number of your Medical Record(if applicable)

PR ODOFE
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Request to Attending Physician
HUE~DBFEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORISR ORI OB ORFEICNETT O T, iEHEZ BBV LET,
2 . This form should be completed and signed by the attending physician.
CORERITHYENTAL, 222F4A LTI,
Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be

B C filled out. #H M., FZARL « ABSMEICHE, ORI A LETT,

Attending Dentist's Statement
w R 2 E RN A B @A F

1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BE4 FEHECESEAH) . . PRI
2 . Date of first Diagnosis 3. Days of Diagnosis and Treatment
Wiz A ) ) R days
Permanent Primary tooth
\ e
(Upper) ~ = ﬁ\l ull
E‘ ~~ B ~~
e C - 008 'DOM® -
S = O s
Lowen 2 Sz [OWU0es ICEteveal-
ower, ~
map {isE

Type of Treatment &5 D575

Dental Treatment Localization of Teeth Examined Date Fee
WG FEP AL MO. DA. YR. TR

Iinitial Office Visit @72k}
X —Ray Examination L MU

Dental Pulp Extirpation ki
Operation  Fff

Extraction &

Filling FE

Inlay A1 —

Metal Crown 4J@

Post Crown  #lkfgé i

Jacket Crown ¥y ik
Bridge Work 7VUw

Plate Denture BIRFE

Partial Denture Jaj&lzEth

Complete Denture  RFH

Treatment of Pyorrhea Alveolaris
B A IR TR AL [

Medicine 3

The Others ZDfth,

Total &&F
Name and Address of Attending Physician
524 [ D 44 i B OMEFT
Name  Last(f) First(4) Title(Fr5-)
Address Home(H ) Phone(&E&F)
Office (e £7= 1 LRI Phone

Date(H ) ) ) Signature(&4)
Attending Physician(fH 4 %)

Reference Number of your Medical Record(if applicable)
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