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Request to Attending Physician
HYUE~DHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORKITBE ORERROBHOFFILETTOT, EHAEZBEVLET,

2. This form should be completed and signed by the attending physician.
CORITHEYEENTAL, »OBLLTLLES,

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

filled out. FAE, E7ARE - ABRSMEIC &, ZOKRKX I HBILETT,

Attending Physician's Statement
2 E R B B M &

Form A
KE=CA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEAL FEmAESERR) ) ) MR

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. )
B4 kR CRERRAERRFRYEES
( No. )

3. Date of first Diagné)sis
W2 H

4 . Days of Diagnosis and Treatment
TERAHK days
5. Type of Treatment
1BRDSHA
O Hospitalization From / / to / / ( days)
Bz B / / ES / / ( 1)

O Outpatient or Home Visit / / . / / ( days)
ABES / / ) / I Gt A)

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

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

WF . FHEDOMONEDHEE

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

BRITFEHOEEFIZL D BDOTT N,
9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREE, EITHEYEICKI-EREONR : HXBick 3
10 . Name and Address of Attending Physician
BYEDOLFTROER
Name Last(i%) First(4) Title(#5)
Address  Home(H %) Phone(&E:%)
Office (B L7 1T R2HAN Phone
Date(A 1) . . Signature(Z24,)

Attending Physician(8 24 [£)
Reference Number of your Medical Record(if applicable)

CREDES



A0007800452
四角形


BUA HER | IERIT RS A R AT

2. 154

6. R OMEEL

7. BTG | FATE OO JLE OREEE

IR
T (EA)

K4 (B%)



a0009200681
線

A0007800452
四角形


Form C

= C

RECEIPT (DENTAL)
( )

Request to Attending physician

1.Please fill in this form so that the patient may claim the National Health insurance benefit.
Z OFERUTBEERR OFEAT O FFEICSLEETT O T, FEHEZ BV L £,
2.This form should be completed and signed by the attending physician.

3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
1

Separate receipt required for prescriptions.

Baby teeth

Identify examined teeth : o
Cavity C missing teeth F stomatitis G
Phrrhes alveolaris P extraction needed Z ( )

Date of First Diagnosis( ) Currency paid
Days of Diagnosis and Treatment( ) day( )
Office Visit Fees( )
Examination Fees ( )
X-Ray Fee( )
Other( )

Services

Describe when gold or platinum was used(

Filling

Inlaying

Capping metal

Jacket capping

Capping connected

Chipped Teeth
Bridge

Partial artificial teeth

Total artificial teeth

Name of Hospital or Clinic Total

Signature of Doctor

Date
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B & & (Agreement of Authorization)

MR A SRR EHIC D D F R (RBITRAZIT T B, BT, RENET) %
MBI D70, HEEHEHORMEFEICL > T, WMETHZT LB ITREEZITV, Ui
MNHZDORENEICHOWTHEREMZZ T 5 Z LICFABELET,
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