Request to Attending Physician
Y EA~D I
1.Please fill in this form so that the patient may claim the social insurance benefit.
ZOBRITRE O RBROHFEICLETTOT, iFHEBECLET,
2.This form should be completed and signed by the attending physician.
ZORRRITHYENTAL, BALALTEFIV,
3.0ne form for each month and one form for hospitalization / outpatient should be filled out.

H R ABE « ABEAMEICAT Z O L KRN b 2T,

FormA £k A
Attending Physician's Statement
7N A WM E

1.Name of Patient(Last, First) Age(Date of Birth) Gender(Male - Female)
BEL B (EEAR) PR (5 - Z0)

2.Name of Illness &% 4

3.Date of First Diagnosis : , _20 Wz H St (2 A H
4.Days of Diagnosis and Treatment: days 2 B H
5.Type of Treatment  JRIED/3H
[IHospitalization : From ,_20 to ,_20 ( days)
A B B &M 4 H H = Sf F A H ( H i)
[JOutpatient or Home Visit: , 20 , 20
NS af A H afm A H

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

EIR DA 2

7 Prescription, operation and any other treatments (in brief)

W5 T O DAL E DRSS

8.Was the treatment required as a result of an accidental injury? Yes[] Nol[]

BRITFERDOEEFICL 2D TT R (E4A ARV
9.Itemized amounts paid to Hospital and ,“or Attending Physician :Fill in Form B

[E S ¢ HEABICLD
10.Name and Address of Attending Physician 84 D K4 M OMEAF

Name K4 :Last 0 First 4 Title

Address (377 :Home H=E Phone

Office iz XTI T Phone
Date Hft Signature Z4

Attending Physician 134 [%
Reference Number of your Medical Record (if applicable)
PR OF S

HAGE | £ pr
WZHIER
L=E | K 4 )




Request to Attending Physician or Superintendent of Hospital/Clinic
YR F 72 1R SRR~ DB
1.Please fill in this form so that the patient may claim the social insurance benefit.
ZORRRITBE OHESRROBFHEICHMETTOT, SEAZBENLET,
2.This form should be completed and signed by the attending physician.
ZORKITHYENTAL, BALTFEV,

3.0ne form for each month and one form for hospitalization / outpatient should be filled out.

H R, APt - ABEAMEIZA Z O 1 s 3T,
4.If not in dollars, please specify unit used.
RV DO B DG EIZEDFEEEFENTHIFI,

Itemized Receipt (DENTAL)
aE U B A E (R

Permanent (I D4 iR M ONEAL) Baby teeth (FL#)
87654321 |87654321

VIVHIHI|VIVI]IHI

12345678 ’12345678
Identify examined teeth: (%43 %% O CHHAR4A % DT %)

+ Cavity (C) (H#) * missing teeth (F) (K#) + stomatitis (G)
- Phrrhes alveolaris (P) (HiH8ER) - extraction needed (Z) (ZEHkH)

IIIIIIIVV‘IIIIIIIVV

(mN

R

)

Date of First Diagnosis (#Ji2 H)

Days of Diagnosis and Treatment (2% 17- 725 H%0) day (H[#)

Office Visit Fees (Z2Wrkl)

Examinations Fees (fa#5#})

X—ray Fees (L' K7 V)

Others (& Dft)

Services (V¥ L7t OFEL & IGE OFEEE)

Describe when gold or platinum was used

JaRMEHC e, Az LRI L TFEW)

- Filling (F8TA)

+ Inlaying (1 > L —XII7 > L —)

« Capping(metal) (&g 5)

- Jacket capping (¥ 7 v i)

- Capping connected (8 7l i)

Chipped Teeth (KB & fiifk L 72356 OFAL & FEEH)
* Bridge (7'V v )

- Partial artificial teeth (RERFEM)

- Total artificial teeth (FAFEH)

Name and Address of Attending physician / Superintendent of Hospital or Clinic
Y = SULIRBE 55 5= D Fodn e OMEFT

Name K4 :Last ¥ First 4 Title
Address £F7 :Home HFE Phone
Office JiPE XX 2T Phone

Date Hf Signature &4




