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Request to Attending Physician
HEE~DHREL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORRFUTESE ORFERR O O HFFFICHLETT O T, FEHEZ BBV L ET,

2 . This form should be completed and signed by the attending physician.
ZOERITHYENTA L, POBA L TIEIN,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be

filled out. 45 A%, £IZARE « ABeAMEICOE, ZORN TP BLETT,

Attending Physician's Statement
2 B N B B @ =

Form A
BERA
1. Name of Patient(Last, First) Age(Date of birth) Sex  (Male + Female)
BEL Fhp(EFEA H) : : el

2 . Name of Illness 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. )
15599340 B OMBRERE R H (= BRI 9 0 R 5
( No. )

3 . Date of first Diagnosis
W2 H

4 . Days of Diagnosis and Treatment
ek days
5. Type of Treatment
TRIE DIy HE
[0 Hospitalization From / / to / / ( days)
NG H / / ES / / ( H )

[J Outpatient or Home Visit / / . / /
ABest / / . / /

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

JiER DA

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

WS, T OMOUE O E

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

BRITEROEEICL DO TT Y,

9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
PERRERE . F TSRS S T ERE ONGR - BBl X D

10 . Name and Address of Attending Physician
549 & O 44 Fif f OME T
Name Last (i) First(£) Title(#r )
Address  Home(H=) Phone(7E75)
Office(filE 71 X2 AT Phone
Date(H 1) . - Signature(£4)

Attending Physician(1H 4 )
Reference Number of your Medical Record(f applicable)

PR
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Request to Aftending Physician
HEE~DOHBFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORRRITBE ORFERR OGO HFEICNETT O T, i Z BV L ET,

2 . This form should be completed and signed by the attending physician.
ZORRRIFHYEENTLAL, 2 OBEL L TLIEIN,

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be

filled out. 45 HfE. £ABL « ABSMEICoE, 2O B LETY,

lfemized Receipt
I B oM &

(1) Fee for Initial Office Visit % 7 k- $
(2) Fee for Follow-up Office Visit F B2 £t $
(3) Fee for Home Visit 1% B k- $
(4) Fee for Hospital Visit A Bt B OHE OB
(5) Hospitalization A 178 #$
(6) Consultation Z %= # $
(7) Operation F ity #$
(8) Professional Nursing W %X F # M &S
(9) X-Ray Examinations X # m & %3
(10 Laboratory Tests* CIE S ¢ * Please fill in the
$ content of the
$ Laboratory Tests.
$ FEERAEDONEEFLAL T
$ t={AN
1) Medicines** = ES 1t ** Please fill in the name
$ and the amount of the
$ prescription of an
$ individual medicine.
$ AL UTZ B 2 DIED L FR
$ EERETRALTESN,
(12 Surgical Dressing w H # $
(19 Anesthetics JBE 28 % $
(14 Operating room Charge T oW = & HS
(15 The Others(Specify) Z Ol (FFFEH X)
$
$
$
$
(16 Total = it $ Unit is
SN ==X VA

Important : Exclude the amount irrelevant to the treatment. 1. e, payment for a luxurious room charge.

HE D FEEE IRRICEZRERR VS DR TZS N,

Name and Address of Attending Physician

824 = O 4 Hi Kk OMERT
Name Last (i) First(£) Title(Fr =)
Address  Home(H %) Phone(&Ez5)
Office (Pt £7- X729 T) Phone
Date(H £7) . ) Signature(&4)

Attending Physician(H %4 [%)
Reference Number of your Medical Record(if applicable)

PRGR D
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Request to Attending Physician

HYE~DBFEN
1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORI BE OBERB ORI OHGFICMLETTOT, EHEBEWVLET,
2 . This form should be completed and signed by the attending physician.
ZOFERITHYENTAL, 22OBL LTI,
Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
A C filled out. %A, AR « ABAMEIZOE, ZOHKEK 1 KR KLETT,
Attending Dentist's Statement
R 2 R R X B M F
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BE4 FEmCEEAR) L1l
2 . Date of first Diagnosis 3 . Days of Diagnosis and Treatment
W2 H PR B days
Permanent tooth Primary tooth
q (n(\mre
(Upper) ~ = \"“ u
—~~ E‘ —~~
% )= EIEEE) (FEE00) &
= eS| eS|
= S (ErsReE SR S
(Lower) — ~ ”"%" "'““
Type of Treatment J&3 D433
Dental Treatment Localization of Teeth Examined Date Fee
EHRE BT MO. DA. YR. 1aRE
Tinitial Office Visit  #JZ2¥+
X —Ray Examination L N7 U
Dental Pulp Extirpation  $k#6
Operation  Fff
Extraction {kiH
Filling 78
Inlay A1 —
Metal Crown 48
Post Crown  f#i o
Jacket Crown Tv7vhi
Bridge Work ~7VUwv
Plate Denture BIR =
Partial Denture @izt
Complete Denture #RFH
Treatment of Pyorrhea Alveolaris
Medicine 3£
The Others ZDfth
Total &&F
Name and Address of Attending Physician
Y E O 4 a1 e OMEFT
Name  Last(ith) First(4) Title(F+5")
Address Home(H =) Phone(&Ef)
Office(JBRE == 1L HEAT Phone
Date(H ) Signature((544)

Attending Physician(#f 24 %)

Reference Number of your Medical Record(if applicable)
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