Request to Attending Physician

HLEEADHFEL

1.Please fill in this form so that the patient may claim the social insurance benefit.
COBRRFIURIROEHBBIRETTOT, AAZEEOLET.

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

COBRXFELHENEE, M OFRL TS,
3.0ne form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
& A&, A- ABRRNEICOE, COBRR1BABETT.

Attending

Physician's Statement

2% P
ZERNTHHE
Form A (#=A)
1. Name of Patient (Last, First) Age (Date of Birth) ( ) Sex (Male, Female)
B2 & 2 Fi(EFEAR) %Rl (B-%)
2. Name of lliness
' & &
3. Date of First Diagnosis : , , 20
7 % B8 H A F
4. Days of Diagnosis and Treatment: days
2B B ¥ BFE
5.  Type of Treatment
2 E O E
[0 Hospitalization: From , 20 to , 20 ( days)
A bR 8 ES H &
[0 Outpatient or Home Visit From , 20 to , 20 ( days)
A I 4 From , 20 to , 20 ( days)
6. Nature and Condition of lliness or Injury ( in brief )
fE K 0 8 B
7.  Prescription, operation and any other treatments ( in brief )
WA FiZDthONEDRE
8.  Was the treatment required as a result of an accidental injury? Yes O No O
BEEBEROEEICKDIEDTI M, &Ly ARV
9. Itemized Amounts paid to Hospital and / or Attending Physician. : Fill in Form C
EHEBAEEE B CIzkd
10. Name and Address of Attending Physician
EHEDZRIH IR
Name #&RiI : Last # First 4 Title #5
Address {£Ff : Home BE Phone E&E
Office Rk E = ILZ BT Phone E5&
Date B ft Signature €4

Attending physician B%E

Reference Number of your Medical Report ( if applicable)

PRENES




Request to the Dental Surgeon

R EMANDOEFEL

1.Please fill in this form so that the patient may claim the social insurance benefit.

COHR LR EBROKRAM BB LETTOT, iAZEELILET,
2.This form should be completed and signed by the Dental Surgeon.
COHBRFELELNEE, M OFLELTESL,
3.0ne form for each month should be filled out.
FAZLICCOBER 1 BARETT,
4.1f not in dollars, please specify the unit used.
FILUADOREDBE K. TOEEBEESL,

Itemized receipt (Dental)

FHUNEAME (85 F)
Form B (#=B)
Name of Patient (Last, First) Age (Date of Birth) ( ) Sex (Male, Female)
B F & Fkv(£EFEAR) %5 (B-%)
Date of First Diagnosis , , Days of Diagnosis and Treatment days
#1 % 8 PERAN B
Localization of Teeth &34z
Permanent Teeth (K A1) Deciduous Teeth (ZL8)

87654321]12345678

R. L. R.

edcba | abcde

87654321|12345678

edcba | abcde

I. Name of lliness {&55%

1. Dental Caries S8H4E 2. Missing Teeth &8 3. Pyorrhea Alveolar E#Ef2i/® 4. The Others ZM/fth

I. Dental Treatment #f}ask |localization :I@Iri;th Examined Material #1 % Fee A E
1.initial Office Visit ~ #)2# $
2.X-Ray Examination X{g#&#& $
3.Dental Pulp Extirpation i & $
4.Extraction R $
5.Filling FiETE $
6.Inlay A L— $
7.Metal Crown/resin  £ER=E $
8.Post Crown HrfriE $
9.Jacket Crown Sxiryhd $
10.Bridge Work Ty $
11.Plate Denture BEREH

Partial Denture ISEIEE $

Complete Denture  #& i
12.Treatment of Pyorrhea Alveolar s

HIERRAR
13.Medicine B $
14.The Others( ) $
Z0H (
15.Total A5t (Unitis h=g: 3T $
Name and Address of the Dental Surgeon &%} EROD 4§ - X
Name #8®1 : Last First Title 55
Address {£Ff : Home BE Phone E&:E
Office ®HIERE Phone &5

Date Bt Signature %

KEBFET. LERORBDFMEMERL TS,



Request to the Attending Physician or Superintendent of Hospital / Clinic
BYHEF-IREEBRADOSHEL

1.Please fill in this form so that the patient may claim the social insurance benefit.
COHR AR RBROKMABBIRETTOT, iEAZESEILET.

2.This form should be completed and signed by either the attending physician or the superintendent of
a hospital / clinic.
CORXGBHEF-RFEROEHRNEE, M OFEL TS,

3.0ne form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
& A&, AR AN FICOE, COBX1BABETT,

4.1f not in dollars, please specify the unit used.

FILRADREDIFEEIL. TDBEBRAELLEIL,

Itemized Receipt

FEUNEAHE
Form C (#zXC)
(1) Fee for Initial Office Visit RS o) $
(2) Fee for Follow-up Office Visit BiH $
(3) Fee for Home Visit T2 $
(4) Fee for Hospital Visit ABREEH $
(5) Hospitalization N $
(6) Consultation PEE $
(7) Operation FhE $
(8) Professional Nursing BEEERE $
(9) X-Ray Examinations XigREE $
(10) Laboratory Tests HREE $
(11) Medicines EEH $
(12) Surgical Dressing awE $
(13) Anaethetics B E $
(14) Operating Room Charge FHEER $ $
(15) Others(Specify) ZDfth (IEB AR $ $
(16) Total a5t $ unit is
BB

Important: Exclude the amount irrelevant to the treatment, i.e. , payment for a luxurious room charge.
ER EREMNEARICERBREVDOEROTIZIN,
Name and Address of Attending Physician / Superintendent of Hospital or Clinic
BHEF-IREEHROBAE SRR

Name #®] : Last # First 4 Title # 5
Address f£FT : Home B=E Phone &E:&
Office fRkTET=ILZHERT Phone &E:&

Date Bt Signature %




