Request to Attending Physician
HLEADHFEL
1. Please fill in this form so that the patient may claim the social insurance benefit.
COHRIBEOHERIROBHADHRFEICLETT DT, AAZHEBOILFT.
2. This form should be completed and signed by the attending physician.
C OHRIFEIENEE . HDFERL TTFELY,
3. One form for each month and one form for hospitalization / outpatient ( home
visit ) should be filled out.
£AE. AlR- ARNEIZOE . 2 OHKK1 KARETT,

Attending Physician’s Stantement
2 R A E B @S

Form A

#®=X A

1. Name of Patient (Last , First) Age (Date of Birth) Sex (Male- Female)
BEL Fip( £FEAA) SR B %K)

2. Name of IlIness or Injury preferably with the number of International Classification of Diseases for
the use of Social Insurance (Please refer the table attached to this form).
BRARUVHESRRAERERFEIEES (FKSER)

(No. )

3. Date of First Diagnosis :
IEAE
4. Days of Diagnosis and Treatment : days
A=K A fE
5. Type of Treatment
REDDEE
O Hospitalization : From , to , ( days)
A B 8 S ( H )
O Outpatient or , to
Home Visit
A B st
6. Nature and Condition of Iliness or Injury (in brief)
FEAR DR E

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

8. Was the treatment required as a result of an accidental injury ? Yes [O No O

AERIIEHOEZIZEDELDOTITH, (=4 (AYAY-4
9. Itemized amounts paid to Hospital and ,~ or Attending Physician : Fill in Form B

EHEAAEEE #BEXBIZLD
10. Name and Address of Attending Physician

Y EOL K OMERT
Name  &HI: Lasti First £ Title /75
Address {£ff: Home B=E Phone &
Office fRIE X (X2 H&EFT Phone &%
Date H 1+ Signature &4

Attending Physician $B%E
Reference Number of your Medical Record (ifapplicable)
RBEDES




Request to Attending Physician or Superintendent of Hospital ,/~ Clinic
ELHEXIREEHRADEREL

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

2. This form should be completed and signed by either the attending physician or
the superintendent of hospital / clinic.
COHAKFEHERIIHEREHFRNEE ., M"DOFBRAL TFELY,

3. One form for each month and one form for hospitalization / outpatient ( home
visit ) should be filled out.
£RE. AR AlRSEIZOE, ZOHKK1 KABLETT,

4. If not in dollars, please specify the unit used.
FILUSNDEEDZEIFZDEEENTTIL,

ITEMIZED RECEIPT

fH I B E
Form B
#%=X B
(1) Fee for Initial Office Visit CIEZ $
(2) Fee for Follow-up Office Visit B $
(3) Fee for Home Visit F2H $
(4) Fee for Hospital Visit Al E N $
(5) Hospitalization N3 $
(6) Consultation PEE $
(7) Operation Fifr & $
(8) Professional Nursing BEXEERE $
(9) X-Ray Examinations X RREE $
(10) Laboratory Tests HREE $
(11) Medicines EXE $
(12) Surgical Dressing aEE $
(13) Anaethetics WEE $
(14) Operating Room Charge Fi=ER $
(15) Others (Specify) Z 0 ( IEEBAR) $ $
$ $
Unit is
(16) Total & &t $ EHEEL

Important : Exclude the amount irrelevant to the treatment, i. e., payment for a luxurious room charge.
R EREHFARICEREROGVD OIKBROLDTTEL,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
BEHEXIHEREEBROBRIR TR

Name 4 |7 : Last itE First £ Title #r 5
Address {£FT : Home B Phone & &f
Office 5[ SUIXR2 T Phone &3

Date Hf¥ Signateure E4




This form is used for claiming the social insurance benefit.
C OHFRIIHERROMBTDRFIFERSNET,

ITEMIZED RECEIPT (DENTAL)
8 X BH M & (sEF)
Name of Patient Age (Date of Birth) Sex (Male - Female)
R0E4 F45( £FEAH) SR B %)

Date of First Diagnosis Days of Diagnosis and Treatment
¥R ZEAH days

Localization of Teeth  &R4iL

1=

Permanent Teeth K ABE Deciduous Teeth ELB&

|
| S

R87 1|12345678I Redcba|abcde
8 7 1 o ‘e d ¢ a|abcde

w|w

2
2

Bl

6 5
6 5

1. Name of lllness 5%

1. Dental Caries 2. Missing Teeth 3. Pyorrhea Alveolaris 4. The Others
pliigng KAE Rt Z i

Localization of

|=ERramaidiva i My NN
Teeth Examined R AL Material #1%} Fee J4UE%

2 . Dental Treatment BHIAE

*|nitial Office Visit #)Z%t

*X-Ray Examination L >k 5V &%

*Dental Pulp Extirpation $x8#

*Extraction iR

*Filling Fi&E

*Inlay 41> L —

*Metal Crown £ER

*Post Crown k5 5

*Jacket Crown ¥ 4y b &

*Bridge Work 1w ¥

*Plate Denture BRZHE
Partial Denture fBEM &
A e
FL

Complete Denture  #2ZH

*Treatment of HERERRLE

Pyorrhea Alveolaris

*Medicine 3

*The Others =M1

Total A7t

Name of Dental Surgeon Signature
EETD K% E4

Name and Address of Dentist's Office
WEERO B RV AER

Date
A AT




PRATHAME( B\55) BR

1. BE4: EEAH: H A H PERI

2. R4
BRARUHEREAERRRSEES:

3. ¥z H: . A H
4. A H

5. 1RO HA

A B &£ A H ~ &£ A A ( H )
NP &£ A H ~ &£ A A ( H )
6. JEIR O

7. WJ5 . FHF Ot ML E O

8. IBIFITHMOEEICLDLOTTMN? VAR AR

9. IR EE BB

10. HH4 [E D4 AT K OB U2 PTEFT

% BT 2

F Fr:

A

11. BHFRAE D4 i K OMEFT

£ il

F A

i
il




FRUERME ( i@s5) BER

L @ #Z #H
2 B # #H
@ # #Z #H
@)  ARREEH
G5 A KR &
6 #Z T &
o F M £E

@) BEXEHEGE
9) X ®RBREE
(100 HBREE
(1) B
12) & =
(13 m B &

(14) FHEEH

(15) Zofth( IEBEHAR)

=

i

£l

-+

(16) & S

4 RO A Ji M ORI T2 HR P AT

4 BT %

F Fr:

A

THRRE D4 Bl f OMEFT

£ il

F Fr:

i
il
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