Form A

(K A)

Attending Physician’s Statement Z2EBEARBHES

Request to Attending Physician 1BEADHFEL

O Please fill in this form so that the patient may claim the health insurance benefit.
CORRIERBOERFRROGTORBCHETIOT, SEAZHREVLET,

O This form should be completed and signed by the attending physician.
CORRVIEEENTEAL, MBALTZE,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
ZR8. FAR - ABENBICOE, 2o 1 WM ETY,

1. Name of Patient (Last, First) B&%&

Age (Date of birth) it (£FEAR) . . Sex Rl Male 8 - Female &

2. Name of Iliness 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.) SF&RMERFRAERERIEES

(No. )
3. Date of First Diagnosis #J:2
4. Days of Diagnosis and Treatment 2EH%X days
5. Type of Treatment ABEDDE
0 Hospitalization ABE From . . to . . ( days )
[0 Out patient or Home Visit AR+ Month A : Year £F :
Date Bft: 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

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

7. Prescription, Operation and any other Treatments (in brief) 75, FTEDMMONBEOEIE

8. Was the treatment required as a result of an accidental injury ? &EIEHOEEBCLZBDTIN,

Yes (&0 -

No LWz

9. Itemized amounts paid to Hospital and/or Attending Physician EZEHEEI X (F3BHE(CZI-EEBREDMNER

> Fillin Form B #®X B(CL?

10. Name and Address of Attending Physician 1BEOZ a1 RMMER

Name %#i

Last % First & Title #15

Office Address JRBEX(SEZEEFRO(EFR

Office R XI(IEZBEFTDZTR Phone &E:iE

Date H{¢

Signature &%

Reference Number of your Medical Record (if applicable) :2E&ROES
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Form B

(#KB)

Itemized Receipt 7EURBAHHZE

Request to Attending Physician 1BEADHFEL
O Please fill in this form so that the patient may claim the health insurance benefit.
CORRIERBOERFRROGTORBCHETIOT, SEAZHREVLET,

O This form should be completed and signed by the attending physician.

CORRFIBHEN AL NMDOBRUTIIE,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
A8, FAB - ABRSMB(COE, 2O 1 I ETT,

Name of Patient (Last, First) B&%&

Country E&

Currency unit EE&BEf]

Item (IEE) Amount (£%8)

1 | Fee for Initial Office Visit (#z2H1)
2 | Fee for Follow-up Office Visit (B\Zh)
3 | Fee for Home Visit (Ce=20))
4 | Fee for Hospital Visit (AIREER)
5 | Hospitalization (ABR&)
6 | Consultation (2RE8)
7 | Operation (FiE)
8 | Professional Nursing (HZEEERE)
9 | X-ray Examinations (X#REE)
10 | Laboratory Tests (GEREE)

Please fill in the content of the

Laboratory Tests.

ERBONBZECAL TS,
11 | Medicines (EZEEH)

Please fill in the name and the

amount of the prescription of an

individual medicine.

A5 UIEED2FRe 22 AL TS,
12 | Surgical Dressing (BFEH)
13 | Anesthetics (MAEAE)
14 | Operating Room Charge (Fiz=E )
15 | The Others (zoAth-4552)

(Specify)
Total &35t

% Important : Exclude the amount irrelevant to the treatment.i.e,payment for a luxurious room charge.
FRIERIE, ARICEEBEMRRVEDEBRVTIZEW,

Name and Address of Attending Physician 1BEOZFIRMMERN

Name #%@] Last ¥ First & Title #15
Office Address JRBEX(SEZEEFRO(ERR
Office R X(SELEFIDZFR Phone &

Date H{¢

Reference Number of your Medical Record (if applicable)

Signature &%

ZEBROES
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15. Zoft (#55c5B18)

R E
K %
£ AR

BEAES




Form C

(#HKC)

Attending Dentist’'s Statement ERZ2BRASIHHEE
(Itemized Receipt $EUXBAHIE)

Request to Attending Physician 1BEADHFEL

O Please fill in this form so that the patient may claim the health insurance benefit.
CORRIERBOERFRROGTORBCHETIOT, SEAZHREVLET,
O This form should be completed and signed by the attending physician.

CORRFIBHEN AL NMDOBRUTIIE,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
A8, FAB - ABRSMB(COE, 2O 1 I ETT,

1. Name of Patient (Last, First) &%

2. Age (Date of birth) s (FHH)

3. Sex %3 Male B

- Female %&

4. Date of First Diagnosis #J:2H 5. Days of Diagnosis and Treatment 2EHX days
6. Name of Iliness 45/8% [ Dental Caries 5845 [ Missing Teeth K38 [ Pyorrhea Alveolaris sEf&lER
[0 The Others ZoAth (
7. Localization of Teeth #BfI
Permanent Teeth kA primary teeth ZFLi&
87654321 ] edcba‘abcdeL
87654321 12 ' edcba abcde
8. Type of Treatment SAEDD4E ( Currency unit @EEf )

Dental Treatment (EEREEE)

Localization of Teeth Examined (SBi&EBAI)

Material (#4%}) Fee GHEZ)

Initial Office Visit (¥]2#})

X-Ray Examination (LM IARE)

Dental Pulp Extirpation (3k8#)

Extraction (ki)

Filling (F5t®)

Inlay (A>L—)

Metal Crown (£EH)

Post Crown (fi#zik)

Jacket Crown (Sv4vhiE)

Bridge Work (FUy>)

Plate Denture (BKFiE)
Partial Denture (fFZbzskE)

Complete Denture (¥a%sk)

Treatment of Pyorrhea Alveolaris
(EBRRALE)

Medicines (#%3%)

The Others (Z0fil1)

Total (&5t1)

9. Name and Address of Attending Physician 1BHEOZFIRMERN

Name #%@] Last ¥ First & Title #15
Office Address JRBEX(SEZEEFRO(EFR
Office AP X(SELEFTDZFR Phone &

Date H{¢

Signature &%

Reference Number of your Medical Record (if applicable) :2E&ROES
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