Request to Attending Physician
PEEAOBHEL

1. Please fill in form so that the patient may claim the social insurance benefit.
COBERFBEEORSEBROBRNORFILETTOT. ABREBHLLET,

2. This form should be completed and signed by the attending physician.
CORRTBEISENSEE, MOFBRLTTIL,

3. One form for each month and one form for hospitalization foutpatient(home visit) should be
filled out. &AH. Al ARSRICH. COHKX 1 HHSBETT,

Attending Physician’s Statement

Form A R IRRERREME

Bt A '

1. Name of Patient(Last , First) Age Sex(Male Female)
52 87 A : Fir - i)

2. Name of Tllness or Injury preferably with the number of International Classification of
Diseases for the use of Social Insurance (Please refer to the table attached to this form).
ERA RS RBBERERIEES BHESR)

(No. }
2. Date of First Diagnosis: , , 20
# ¥ H
4. Days of Diagnosis and Treatment: days
2 " B # B
5. Type of Treatment
OHospitalization:  From , - to , ( days)
A 55 t H £ {: HFED
OOutpatient or From ) to ', (  days)
Home Visit B - E ( BB
A B S
8. Nature and Condition of Iflness or Injury(in brief) SERODITE

5

1. Prescription, Operation and any other Treatments(in brief) X FHiZ OMONBEDOHEE

8.  Was the treatment required as a result of an accidental injury? Yes O No
BETEROERICESBOTI D &Ly ARV &

9. Ttemized amounts paid to Hospital and/or Attending Physician: Fill in Form B
HEARRE HBA BICLD

10. Name and Address of Attending Physician 18 ED AT 2R

Name i : Last ¥ Pirst £ Title 5
Address {£ff : Home BE Phone &R

Office FEbEX I3 B4 | Phone B2
Date A1t Signature EH

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

XoOBHELANEZFECHERINATHALEE., BAREOFRIZLTRAL TS,
(BARRBO KA. EREFBHLTEELY)



This form is used for claiming the social insurance benefit.
COERTHERE (BERRE) OBGORFICERENET,

ITEMIZED RECEIPT (DENTAL)
TEURBAME (R

Form B
#A B
Name of Patient 22ER Age FEp Sex (Make . Female) 1£3I
Date of First Diagnosis Days of Diagnosis and Treatment .
#zA SREAR days

Permanent Teeth KA

B7654321 | 12346878

87654321 | 12345678

Localization of "Ibefh A

Deciduous Teeth FH
edcbal abcde

edcbaI abede

1. Name of Iilness {£HA

1.Dental Caries 2.Missing Teeth
Fitnd xiE

|

3.Pyorrhea Alveolﬁris 4. The Others
B F Dt

I - I

2 Dental Treatment Wi &HE

Localization of
Teeth Examined BHEERAL

Material #3 Fee ARE

*Initial Office Visit #EH

*%-Ray Examination L v

*Dental Pulp Extirpation %

*Extraction g

*Filling i

*Inlay /2 L—

*Metal Crown &R®E

*Post Crown £E&E

*Jacket Crown Y v 4 v ki

*Bridge Work 7w

*Plate Denture F5EREEE
Partial Denture BERENT
Complete Denture #2351

*Treatment of HWIERRLE
. Pyorrhea Alveolaris

*Medicine B3

*The Others Foith

Date A4t

Name of Dental Surgeon
EMDKA

Total &%

Signature
EZ4

Name and Address of Dentist’s Office

WHEROBHR VR

KCOPBENNBECERIATOIEEE, BRZOBRIELTHHL TS,

(HREDOREA, ERFERBLTIZEN)



