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Request to attending physician
(BHYEENDBFELW)
1. Please fill in this form so that the patient may claim the social insurance benefit.
(CoOBAXIEZ BB O ERBROBMAORFICLETTOT EHZBHNLET,)

2. This form should be completed and signed by the attending physician.
(COMRUT HYBEDSHFEX 2OBARLTLEEN,)

3. One form for each month, one form for hospitalization / outpatient and home visit.
(% A AR ABRIMEIZOEZOMN I L ETY )

<FORM-A>

Attending physician’s statement
(ZERANBEHAMEE)

Name of patient (FB# %)

Age (4 fip

Sex (H:51)

Name of Illness or Injury with Number of
International Classification of Disease for
the use of social Insurance.

599 44 B O 2 PR B e o 0 B 7R

Date of First Diagnosis (#]ZH)

Days of Diagnosis and Treatment (Z5# H%)

Type of Treatment (iGHED 45 HH)
- Hospitalization (AB:) From , To , ( days)
- Out patient of Home Visit (A#kE) D , ©)

Nature and Condition of Illness or Injury GEROHEE)
MALEFETREMENTVAE AL, CELLTHARER ML T LB TL T T E,

Prescription, operation and other treatments (JLJ5, F4lr. Z DO E DOBEE)
MAMEFE CREEN TWDE A CELZTHAREREZ M A F/2I LR L TR S,

Was the treatment required as result of an accidental injury?
(BEIEHROREEICLE5DTT 2?)
Yes (ixw) /" No(wwz)

Name and Address of Attending Physician
($H Y & D £ i o OME A )

Name (%)

Address (f£77)

Date (A1)

Signiture (%4%4)




Request to attending physician
(BHEANDHFEWL)
1. Please fill in this form so that the patient may claim the social insurance benefit.
(oL BZEOHERBOMBA ORFICULETTOT EHEZBHNLET,)

2. This form should be completed and signed by the attending physician.
(ORI B EAFEZ 2D FEALTEEN,)

3. One form for each month, one form for hospitalization / outpatient and home visit.
(% A4 ABt ABAHBEIZDEZ ORI LT, )

<FORM-B-1>

Itemized Receipt

(PRI A &)
(1) Fee for Initial Office Visit (MZE)
(2) Fee for Follow-up Office Visit (FZ R
(3) Fee for Home Visit (1)
(4) Fee for Hospital Visit (A B4 2R
(5) Hospitalization (ABE#)
(6) Consultation (B EH)
(7) Operation (Fiki#)
(8) Professional Nursing (WEFREIREMN)
(9) X-Ray Examinations (XA )
(10) Laboratory Tests (FEMAT L)
(11) Medicines (R %)
(12) Surgical Dressing (@)
(13) Anesthesia CORR T #2)
(14) Operating Room Charge (T M)
(15) The Others(specify) (Zofb (Fed))
(16) TOTAL (Unit is ) REF (B AT )

#% INPORTANT : Exclude the amount irrelevant to the treatment, i. e,
Payment for luxurious Room charge.

(7% HOAREAFHERICEEMRZOIORBEVTT SV,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic.
(YR 7203, 5 B 8 & o 24 B OMERT)

Name (% i)

Address (fE:71)



<FORM-B-2>

Itemized Receipt (DENTAL)
(FAEUNEAME B|H)

Name of Patient ((E#4%) ‘ Age () ‘ ‘ Sex (1445)) ‘

Date of First Diagnosis(#1%H)

Day of Diagnosis and Treatment (Z# H%0)

Localization of Teeth (z4i)

Permanent Teeth (ZkAH) Deciduous Teeth (3L #)
87654321‘12345678LRedcba‘abcdeL
87605432 1/1 2345678 edcbal|abecde
1. | Name of Illness (B595%4)
1. Dental Caries 2. Missing Teeth 3. Pyorrhea Alveolaris 4. The Other
(9 fil e ) (KHH) Qesgiidl=31)) (Z D)
2. Denatl Treatment Localization of Material Fee
(B R R ) Teeth Examined CA#HAL) (%) (BHE)

Initial Office Visit (#1Z%h)

X-Ray Examination (L¥Mrot)

Dental Pulp Extirpation (3&#)

Extraction (P
Filling (FE3H)
Metal Crown Ao1—)
Post Crown (&g i)
Jacket Crown (TVxZrvyhit)
Bridge Work (FV2?)
Plate Denture (FIR )
Partial Denture (R e )
Complete Denture (o)

Treatment of Pyorrhea

Alveolaris (P A A Y AL 1)
Medeicine ($esk)
The Others (Z 1)

TOTAL

Name of Dental Surgeon (EEffiDK4)

Signature (%4)
Name and Address of Dentist's Office (B} B4 5 & OVE:FT)

Date (Hf¥)






