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Form A Request to Attending Physician
A HYE~OBFEN

1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORRATBE O RROKGAH OHEEIHLETTO T, dEHEZBBW L X7,

2. This form should be completed and signed by the attending physician.
CORUFHYEREFE, »oFHLTRS,

3. One form for each month,one form for hospitalization/outpatient and home visit.

KA, ABE « ABSIMEIZ D& Z OB 1 M BT,

Attending Physician's Statement

TRNERME
1 Name of patient(Last,First) Date of Birth Sex(Male * Female)
BEA AR A PRI (5 - %0)

2 Name of Illness or Injury preferably with Number of International Classification of Diseases
for the use of Social Insurance

T e U2 R 2 [E AR 20 H 3% 5

3 Date of First Diagnosis :
LIERE!

4 Days of Diagnosis and Treatment: days
U NEE

5 Type of Treatment
TRIE DS HE
(OHospitalization: From to ( days)
NS
JOut patient or Home Visit:
ABest

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

JER O 22

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

BTG FAfrE OO JLE O
8 Was the treatment required as a result of an accidental injury? Yes [ No [
BRITFRDOEGEICL DO TTH, TNz

9 Itemized amounts paid to Hospital and/or Attending physician : Form B
U e BB

Reference Number of your Medical Record(if applicable)
DIRERO T



Form A  Translation

BRA  E

2 Name of Illness or Injury preferably with Number of International Classification of Diseases
for the use of Social Insurance

B4 e O R PR 2 [ BB o0 B 75

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

SR O 2

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

WV, T Ofth O AL E DO RFEE

IR ON.




Form B
#%B
Itemized Receipt
FEIHME (R

Localization of Teeth %B{ir

Permanent Teeth 7k/A th Deciduous Teeth FLp

5432 1|1 2345 EDCBAlABC
54321|12345 EDCBAlABC

8§ 7 6 678L DEL
8 7 6 6 7 8 D E

1.Name of Illness &R 4
1.Dental Caries 2.Missing Teeth 3.Periodontal Diseases 4.The Others
9 fidiE KR 1 J55] 9P Z Dl

2.Dental Treatment Localization of Material Fee
W EHEE B, Teeth Examined |#1 B e

*Tnitial Office Visit #]32 £}

*X-Ray Examination Vv 7 ViR

*Dental Pulp Extirpation % #f

*Extraction $&

*Root Canal Treatment 18 & J5 &

*Root Canal Filling R & 72 18

*Filling F81H

*Inlay {/V—

*Metal Crown & J& it

*Post Crown HkfE

*Jacket Crown ¥ /v b5

*Bridge Work 7" )y~

* Abutment X &

*Plate Denture A f 7% T
Partial Denture /&% T
(design;clasp,bar etc)

Full Denture #2 3% th

*Treatment of 1 J& J/7 XL &
Periodontal Diseases

*Post Crown ke 5

*Jacket Crown ¥ /v b5

*The Others Z D1l

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

EE . SR ERERREICEERRDO 20 DIFRWNT TS,

Name and Address of Hospital or Clinic
BT E T IR AT DA R - AT

Name 4 #F : Last I First 4 Title 5
Address {¥FT : Home B Phone &3
Office JiBe/Z2 %P Phone Eif

Date Hft : Signature of Dentist 14 [E& 4, :




Form B Translation

®RAB B

* The Ohters
Z DAt

BHRRAE FE AR

(EAT

]
ol
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