EMERERRIRES 56

Request to Attending Physician
HIEEADSFAL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOFR(FBEORREIROBMOPFBCHLETI DT, SAZBFENLET,

2. This form should be completed and signed by the attending physician.
CORFRRFBEHENTAL, HDBEZLTLREL,

3. One form for each month and one form for hospitalization/ outpatient(home visit)should be filled out.
A8, FLAR - AlRSMBICDE. COBRKINMNURETT,

Attending Physician's Statement

ZEERENERZE
Form A
LA
1. Name of Patient(Last,First) Age(Date of birth) Sex (Male - Female)
BES Fin (£FAR) . . e
2. Name of Iliness or Injury preferably with the number of International Classification of Diseases for the use of Health Insurance.

10.

(Please refer to the table attached to this form.)
EREEMEFRFERAERRRDEES
(No. )

Date of first Diagnosis
#2H

Days of Diagnosis and Treatment
=k days

Type of Treatment
SAEDNKE
[0 Hospitalization From / / to / / ( days)
N B / / S1i))

H
-

0 Outpatient or Home Visit / / . / /
N / / . / /

Nature and Condition of Illness or Injury(in brief)
SERDEIE

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

Was the treatment required as a result of an accidental injury? — [ Yes [INo
BERIBROBE(CLDEDTIN.

Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
BEEHERS., FT(FEHEICTIAD> TEREDAR : HFXBICLD

Name and Address of Attending Physician

BHEEDZHIRUMERN
Name Last (%) First (&) Title (¥55)
Address Office (wbraRrz(3E2HRR) Phone
Date (Bf) . . Signature (84)

Attending Physician (3BH[E)
Reference Number of your Medical Record (if applicable)
ZRIBEDES




BRIVA  EER

2. BRBROBRRRRAERRRDAES

6. MERDOEE

7. 75, FirzoMmoNEDEIE

BiRE
FFr T

K#




EMERERRIRES 56

From B 1. This form is used for claiming the social insurance benefit.
#¥:1(B COBRIFHARROBMOBRECERENET,

2. This form should be completed and signed by either the attending physician or the superintendent of a hospital / clinic.

COFRR(FEHENEE. MDBRLTIZE,

3. One form for each month, One

form for hospitalization / outpatient and home visit.

BRAZ & AR - ABSIE E(CfFE COBRKIMDBETT .

Name of Patient =2&EZ

Itemized Receipt
PEUNBAHE (BEY)

Age  fFilp Sex (Male - Female) 451

Date of First Diagnosis
EIE S

Day of Diagnosis and Treatment

A=k days

Permanent Teeth ZkA#E

Localization of Teeth &Bfiz

Deciduous Teeth ZLBg

123456738 e d c¢c b a | a b c

87654321 L R e L
87654321 | 123456738 e d c b a | a b c e
1. Name of Iliness &5/
1.Dental Caries SERfE 2.Missing Teeth 38 3.Pyorrhea Alveolaris siElER 4.The Others Zofih
Localization of Medical care dete
. nt wEREEE Material #4%} Fee BEE
2. Dental Treatment sEREAE Teeth Examined SR EEMT MO. | DA. YR. =

Initial Office Visit #)32#}

Fee for Follow-up Office Visit Ba2#}

Hospitalization  ARe#}

x| ¥ | *¥| *

X-Ray Examination LYM" ARE

*

Dental Pulp Extirpation #kB#

* Operation i

e

* Extraction ik

* Filling 7ei&

x Inlay >L—

* Metal Crown £ET

* Post Crown #k#ciE

* Jacket Crown ¥ vhyhNE

* Bridge Work JUw=

* Plate Denture HKREH
Partial Denture FEPEE

Complete Denture ##iE

* Treatment of Pyorrhea Alveolaris tei&lER

* Medicine &%

* The Others(Specify) Zdfh (12t k)

Receipt day $BUNH

Mo. DA. YR. Total &&f

Name of Attending Physician/Address of Hospital or Clinic

BHEDOZBIR RS AEPR

Attending physician Name &#J : Last &

First &

Name of Hospital or Clinic &btz (32 BPTEHR

Address of Hospital or Clinic f&Rbr 7= (S22 BPRHERT :

Date Hf¥

Signature E%
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