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Form A Attending Physician’ s Statement

2R W OB W oM EF

1. Name of Patient (Last, First) Age(Date of Birth) Sex (Male * female)
BEY s (A H) PRI - %)

2.Name of Illness or Injury preferably with Number of International Classification of
diseases for the use National Health Insurance (See the other side of this form)

iz K OVE BRI E i i 5 GRS

3.Date of First Diagnosis: D / M /Y / / /
Wiz A H ~ H /% J L/
4. Duration of Treatment: days
PRAK : H
5. Type of Treatment:
1RO
(JHospitalization: Form / / / , to / / / ( days)
UNIGE H J L/ , ® S S/ ( B
(JOut patient or Home Visit: /S S/ /S /7
NS J L/ J L/

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

FEPR O
7. Prescription, Operation and Any other treatments (in brief)
5, FARE DA OAE DREEE
8.Was the treatment required as a result of an accidental injury ? Yes[] No[J

BRI FEROEEIC LSO TTN VAT 4

9. Ttemized Amounts paid to Hospital and /or Attending Physician : Form B
1RIRFH = B

10. Name and Address of Attending Physician

Y EDLFTL OERT
Name 44 Hij :Last Itf First 4 Title Frar
Address {¥Ff :Home HE Phone
Office JFle I T Phone
Date Hf}: Signature

Attending Physician $H24FE
Reference Number of your Medical Record (if applicable) k&=




Form B (=%}) Itemized receipt
HOIX B oA E

(1) Fee for initial office visit IRz $
(2) Fee for follow-up office visit H2kk $
(3) Fee for home visit ek $
(4) Fee for hospital visit PNt $
(5) Hospitalization N $
(6) Consultation PR 3
(7) Operation FhirEy $
(8) X-ray examination Xty $
(9) Medication =y 3
(10) Anesthetics JERIE by
(11) Operating room charge T2 H $
(12) Others (specify) ZOMOEEHAR)  $ $
(13)Total &t $

Important:Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.

* B AR CERERR RN b DIFDZENT T &Y,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
FHYE S IIRPE RS =R DA R R O

Name

AR . Last First Title
e 4 Frig

Address : Home HFE Phone &k

ERT Office e ITFEIAT Phone &z

Date : Signature

At EEgd



Form B () RECEIPT (DENTAL)
O WA F R

Request to attending physician FH24EE~DIFAE
1.Please fill in this form so that the patient may claim the National insurance benefit.
Z ORI TR DIEEAEFELRROAG T O HFEIMEETT O T, EHZ BV LE T,
2. This form should be completed and signed by the attending physician.
ZORRNITHEEREE, 1 OBAL L TREVY,
3. One form for each month and one for hospitalization/outpatient (home visit)should be filled
out. AHME, ABE, ABSVEICSTE Z O L W EI T,
Separate receipt required for prescriptions. CERAMEHIBNZTE LA RO Z &)

Permanent (BIRDAFRES L OO Baby teeth (ZLi#)
87654321 | 12345678 VIVIIII I | THOHIVV
87654321 | 12345678 VIVIII I | [ IIIVV
Tdentify examination teeth (%49 AEMra O CHHAIFL Z2iT 5)
Cavity(C) (FeL#) missing teeth(F) (KH) stomatitis(G) (ONZK)
Phrrhes alveolaris(P)  (HEFHER) extraction needed(Z) (k)
Date of First Diagnosis Days of Diagnosis and treatment Currency paid
R H) BIEATT- AR days (Cefhists)
Office Visit Fees Examination Fees X-rays Fee
W (b W)
Other
(ZDfth)

Services (B L7-ma DAL & IRROTRIE)

Describe when gold or platinum was used
(RN ZE, BeZMH LAk LT 7EawY
‘Filling (FJECA)

‘Inlaying (f > L —XJE7 1L —)

-Capping (metal) (&)@

- Jacket capping (¥4 v ki)

Capping connected (Th

PR TEE L)

Chipped Teeth (KB AR L7 35E% OFL & FE)
‘Bridge (Z'V v¥)

‘Partial artificial teeth (Easte

‘Total artificial teeth (FaFEph

Name of Hospital or Clinic(Flsa XA Total (2

Signature of Doctor (fHX4[EE4)

Date (Hf)




