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Request to Attending Physician
HHAEADESFEL

BINEEE 2/5

1. Please fill in this form so that the patient may claim the social insurance benefit

Z ORISR O FBICMLETTOT, iEHEZBBVLET,
2. This form should be completed and signed by the attending physician.
COFRITHYENEFEE, NOBALLTIEIN,

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

FHE, ABt « ABSMEICOE, 2O B BETT,

Attending Phys Lgian’s Statement
2 B N B B M OE

Form A (&= A)

1.

10.

. Type of Treatment

[N |

Name of Patient (Last, First) Age (Date of Birth) Sex Male+Female)

soOF 4 i (A H) PR (5 - %2)

. Name of Illness
% w4

. Date of First Diagnosis : , , 20
w2 A A A &

. Days of Diagnosis and Treatment : days
7R B K H M

. Itemized Amounts paid to Hospital and / or Attending Physician. : Fill in Form C

HH BRI BRACIlzk s

Name and Address of Attending Physician

(JHospitalization : From , , 20 to , , 20 (
A 7 H = (
JOutpatient or Home Visit : From , , 20 to , , 20 (
NS4S From , , 20 to , , 20 (
. Nature and Condition of Illness or Injury (in brief)
SiE K o
. Prescription , operation and any other treatments (in brief)
LT T Ot D RLE O EEEE
. Was the treatment required as a result of an accidental injury? Yes [ No [
IR FROGEEICL DD TTh, (=4 VAV

Y E DA TR K OMEERT
Name A4 B : Last I First & Title ¥ 7mr
Address {FfT : Home H S Phone &k
: Office Jibe & 72 132 HRPT Phone ik
Date Hft Signature & 4

Attending Physician 8 ¥ [E
Reference Number of your Medical Report (if applicable)

2 K B o F &

days)
H )
days)
days)



Request to the Dental Surgeon BARER 35

R ERA~DESFEL

1. Please fill in from so that the patient may claim the social insurance benefit.
COBRXFUSRROBARFILETIDOT, AEAZHSBOLFET,
2. This form should be completed and signed by the Dental Surgeon.
ORI, EREMNEALBALTLLESELY,
3. One form for each month should be filled out.
BRAZEIZZOBRA—HHARETT,
4. If not in dollars, please specify the unit used.
FILLUASADEBDIGEEIE. TOEZEHECESLY,
[temized receipt (Dental)
2 N B & (| ®D
Form B (#%=.B)
Name of Patient(last , first) Age (Date of Birth) ( ) Sex (Male ,
BEA Tl (EFAH) R (5, &)
Date of First Diagnosis Day of Diagnosis and Treatment days
I DHE K A i)
Localization of Teeth E{fir
Permanent Teeth (Fk/AH) Deciduous Teeth (¥LTH)
R 87654321|12345678L R edcba | abcde
787654321 12345678 “edcba| abcde L.

I. Name of Illness JER%

1.Dental Caries 9 #fiiE  2.Missing Teeth K18 3. Pyorrhea Alveolar HiFfE 4. The Others % Dfih

Localization of Teeth Examined

II. Dental Treatment HFHER [ Material #4 ¥} Fee 1AWE
l.initial Office Visit  ®Ii2kt $
2. X-Ray Examination X BRAR AT $
3.Dental Pulp Extirpation #kf## $
4. Extraction b $
5.Filling Fei $
6. Inlay A= $
7.Metal Crown / resin & B $
8. Post Crown Hikor th $
9. Jacket Crown v vy N $
10. Bridge Work 7 )9y $
11.Plate Denture BIRFEH

Partial Denture Jry i 3% $
Complete Denture /"S%Ezfihl

12. Treatment of Pyorr}}hea Alyeglar $
B Tl IR TR TR IR

13. Medicine B 3K $

14. The Others ( ) $
Z0ff ( )
15. Total & (Unit is ) BWEH( $
Name and address of the Dental Surgeon EHEDZH + AT

Name %7 Last First Title #5
Address {¥Ft Home BE Phone &

0ffice BHER Phone &

Date Bft Signature £4
MHEFEEK, LEEORROEMEMIRLTLLESLY,




BHNEEE 45

Request to Attending Physician or Superintendent of Hospital / Clinic
BEHEEFHIIRREEHFERADESFEL

1. Please fill in this form so that the patient may claim the social insurance benefit.

COHEXSHERROBMARFLETIOT, AZHBLLET,

2. This form should be completed and signed by either the attending physician or the superintendent of

a hospital / clinic.

COHRFELEFERROEHFRNEE. MOEBAL TS,

3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled
out. ZFHAE. AR ABRRAEBIZDZE, COHEKX1HRHABETT,

4. If not in dollars, please specify the unit used.

FILLADEBDZEEFZDEZZNTLEEL,

[temized Receipt

A
5 I BB MM =
Form C (#3XC)
(1) Fee for Initial Office Visit VIR 3
(2) Fee for Follow—up Office Visit P2 $
(3) Fee for Home Visit T2k 3
(4) Fee for Hospital Visit AP Bk $
(5) Hospitalization N ¢ $
(6) Consultation LR $
(7) Operation T $
(8) Professional Nursing Tk EE T e $
(9) X-Ray Examinations X R $
(10) Laboratory Tests eI $
(11) Medicines EE ey $
(12) Surgical Dressing T $
(13) Anaethetics R I $
(14) Operating Room Charge FiFr=EE M $ $
(15) Others (Specify) O (T H BAFEL) 3 $
(16) Total & it 3 Unit is
15 BLAT
Important : Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.
pES B @R ER BRI E SRR RN S DIIBRW TS 7230,
Name and Address of Attending Physician / Superintendent of Hospital or Clinic
YR F 72T E O 4R L OMFERT
Name 44 Hij : Last tf First £ Title Frar
Addres { Ff: Home H = Phone &k
Office JRBEE IS Phone &l

Date : H

Signature & 4
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