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1. This form is used for claiming the social insurance benefit.
ORI S RBROBHOREICERENET,

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

3. One form for each month, one form for hospitalization / outpatient and home visit.
&R & Al ARSI OREB IRBETT,

Form A

BL A Attending Physician’s Statement

BRAESE

1. Name of Patient(Last, First) Age(Date of Birth) Sex(MaleFemale)

BEA F@h(EERAR) Rl (B-%)
2. Name of Illness

B4
3. Date of First Diagnosis: 20

FIEAS!
4. Days of Diagnosis and Treatment: days

DEAEK B
5. Type of Treatment

TRROHIE

[0 Hospitalization: From , 20 to , 20 ( days)

PN = EX) (' BM)

O Outpatient of Home Visit- , 20 , 20

PN
6. Nature and Condition of Illness or Injury (in brief)
FEROBLE
7. Prescription, operation and any other treatments (in brief

.5, FHFEOMOLEDOEE

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

BRITBEROBEEICLZDDTIN? [EUN A4
9. Itemized amounts paid to Hospital and/ or Attending Physician: Form B
TRREE #xX B
10. Name and Address of Attending Physician
Y E D4 BT KR CMERT
Name #81: Last # First & Tittle #5
Address {£F7: Home B Phone EiE
Office R XITET Phone &3S
Date Hf{ Signature 24

Attending Physician 234 E
Reference Number of your Medical Record (if applicable)
BRGEDOES




1. This form is used for claiming the social insurance benefit.
OB LRROBTORFITERAINET,
2. This form should be completed and signed by the attending physician.
IOBRIIBYENEE, HOBALTTEN,
3. One form for each month, one form for hospitalization / outpatient and home visit.
&R &8 AR B OB IS ETY,
4. If not in dollars, please specify the unit used.
FAUSDEEDBERTN EEENTIZEV,

Form B
®wX B
Itemized Receipt
DG
(1) Fee for Initial Office Visit Wikt $
(2) Fee for Follow-up Office Visit B2k $
(3) Fee for Home Visit Ek $
(4) Fee for Hospital Visit AR §
(5) Hospitalization NG $
(6) Consultation DEE $
(7) Operation FHR $
(8) Professional Nursing EEHERE §
(9) X-Ray Examinations XiFHEE §
(10) Laboratory Tests EREE $
(11) Medicines EXER $
(12) Surgical Dressing AEE $
(13) Anesthesia FRELE $
(14) Operating Room Charge FINEER §
(15) Others({Specify) Zof #EFREX) § $
$ $
(16) Total &5t $
Unit is
HHEEAL

Important: Exclude the amount irrelevant to the treatment, i.e., and payment for luxurious room charge.
a3 B BRENSERICEBEBRORVBOEERNTTSN,

Name and Address of Attending Physician  Superintendent of Hospital or Clinic
Y ETFERES ROLATR CER

Name #8i: Last ¥ First £ Tittle Fr &
Address {£77: Home BFE Phone EIZ
Office R XL Phone EEE

Date BT Signature 4




Request to Attending Physician
BHEE~DOHBREL
1. Please fill in this form so that the patient may claim the health insurance benefit.
I OBRREIBEORERBROBMOBFMBETTOCT, AALBHRNLET,
2 . This form should be completed and signed by the attending physician.
ZOBIIHRYENTAL, HOBLLTIEEV,
Form C 3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
S5 filledout. £ A&, E-AR - ABRAEICS&, ZOBRK1IEPBLETT,

Attending Dentist's Statement
PR A B BHME

1. Name of Patient(Last, First) Age(Date of birth) ' Sex (Male - Female)
BEAL E(ESEA R) . . HERBY
2 . Date of first Diagnosis 3 . Days of Diagnosis and Treatment 4. Nome of lllness  fuindy
1=8 . X PEBEE days
Permanent tooth l Primary tooth
_WARAAN AAARA P s eA0A A
(Ueper) : 'Ayaoaua omwg ek agga aéggg g
E EOEEEeEe @ReEeEk T ™ 3E  aroRey | BERTE 3
Goved = WWINTTUUTTTY T WWW = Y | iyl

Type of Treatment {AED N

Dental Treatment Localization of Teeth Examined Date Fee
HEHAR BHEEML MO.DA.| YR. BRE

Tinitial Office Visit  #I75%}

X —Ray Examination VUM URE
Dental Pulp Extirpation 18§
Operation  Fff

Extraction 1K

Filling i

Inlay AolL—

Metal Crown &BE

Post Crown  Hf#tts

Jacket Crown Px 7 yhi
Bridge Work Vv

Plate Denture  HHREH
Partial Denture R¥sEHE

Complete Denture  #Z1H
Treatment of Pyorrhea Alveolaris

HHERRLE
Medicine I
The Others FOfh
Total A&
Name and Address of Attending Physician
HYEDOL B CER
Name  Last(%) First(£) Title(#r5)
Address Home(B%) Phone(EzE)
Office(RIEEI- X2 IR ‘ Phone
Date(H ) } . Signature(E4)

Attending Physician(FE ¥ &)
Reference Number of your Medical Record(if applicable)

LREOES
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