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1. This form is used for claiming the social the insurance benefit
Z ORI TRBROART O HREFIEH S E T,

2. This form should be completed and signed by the attending physician.
ZORRAITHEEREFEE, OBA L TRV,

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

FHAE ABE « ABSMEICAT Z O L S B BT,

Attending Physician’ s Statement
EZY ) NS N
Z W O ox®x HO oM EF
1. Name of patient (Last, First) Age (Date of Birth) Sex(Male * Female)

BE 4 i (EHAA) PR (5B - &)
2. Name of Illness
% W 4

3. Date of First Diagnosis:

1% H

4. Days of Diagnosis and Treatment:

U

days

5. Type of Treatment
TRIE DS HE
[] Hospitalization: From to
A B H =
[J Outpatient or Home Visit:
A B 4t

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

SR O 2

, ( days)
=NE))

—~

]

] >

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

BTG, TFATE DML oD ALIE DA

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

TERITEFSOEEICL D LD TT D, T Y2

9. Itemized amounts paid to Hospital and/or Attending Physician.: Itemized Receipt
IR FEAY B

Reference Number of your Medicial Record(if applicable)

PRI

X Z OMMIEDIMERE TIER SN TV D & EiE, AARFEORIFRSC
(FHERE DA, (EFTELZRR#s LIcb D) 2R LT ZE 0,



[temized Receipt

O oM F

(1) Fee for Initial Office Visit ] 2 B 3

(2) Fee for Follow-up Office Visit P 2 Bk $

(3) Fee for Home Visit 1E P2 £t 3

(4) Fee for Hospital Visit N 3

(5) Hospitalization A e # $

(6) Consultation 4 £ ey $

(7) Operation F i iy $

(8) Professional Nursing Wk % F # w & $

(9) X-Ray Examinatations X M & & $

(10) Laboratory Tests E R A E $

(11) Medicines = 'S # $

(12) Surgical Dressing & i % $

(13) Anaethetics JBR [iz8 = $

(14) Operating Room Charge F oI = #H O H $ 3

(15) Other (Specify) Zofth (Fret ¥ &) $ $
$ $

(16) Total & CLI

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

FEE - kSRR I ERE MR 2 W b DIFERW T 7280,

Name and Address of Attending physician/Superintendent of Hospital or Clinic
FH24 [ IR BE S5 = O 44 it M OME T

Name . Last First Title

Al 45 gd

Office

JRBE ST 2R AT
Address

R

Date : Signature

H AT £Egd



1. This form is used for claiming the social the insurance benefit
Z ORI TRBROART O HREFIEH S E T,

2. This form should be completed and signed by the attending physician.
ZORRAITHEEREFEE, OBA L TRV,

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

FHAE ABE « ABSMEICAT Z O L S B BT,

Attending Physician’s Statement (Dental)

2o WNo® B M EF R

1. Name of patient (Last, First) Age (Date of Birth) Sex(Male * Female)

BE 4 i (EHAA) PR (5B - &)
2. Name of Illness
% W 4

3. Date of First Diagnosis:

1% H

4. Days of Diagnosis and Treatment:

U

days

5. Type of Treatment
1RIE D53 HE
[] Hospitalization: From to
A B H =
[J Outpatient or Home Visit:
A B Fb

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

IR O

, ( days)
=NE))

—~

]

£l ]

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

BTG, TFATE DML oD ALIE DA

8.Was the treatment required as a result of an accidental injury? Yes [ No O
BRITFEEDOEFICLD D TI D (=R AAY-4

9. Itemized amounts paid to Hospital and/or Attending Physician. : Itemized Receipt
=) ¢ (EUNEEREHE S

Reference Number of your Medicial Record(if applicable)

SRR D

X Z OMMIEDIMERE TIER SN TV D & EiE, AARFEORIFRSC
(FHERE DA, (EFTELZRR#s LIcb D) 2R LT ZE 0,



Itemized Receipt (Dental)
O B M FE (EFD

Localization of Teeth ¥

Permanent Teeth 7KK Deciduous Teeth ZLHH
R 8 7654321]128345678 pedcbalabede
87654321112345678 " edecbalabede

1. Name of Illness &4

1. Dental Caries 2. Missing Teeth 3. Pyorrhea Alverlaris 4. Other
9 fliE K8 P Z D1t
e s Localization of . i
2.Dental Treatment BEFHEE Teeth Examined HHEENT Material B Fee 15 & &

*Initial Office Visit 2kt

*X-Ray Examination LV h47 AT

*Dental Pulp Extirpation $k#f

*Extraction ¥

*Filling FoiH

*Inlay A > L—

*Metal Crown &85

*Post Crown HEBEHE

*Jacket Crown ¥+ 7 v M

*Bridge Work 7V v

*Plate Denture AIRFEH
Partial Denture JRiRzsi

UNE =R

Complete Denture FaZ%tH

*Treatment of BHFEERILE
Pyorrhea Alveolaris

#Medicine 3K

*0ther ZOfth

Total &&F

Name of Dental Surgeon

T NRZAi]
Name : Last First Title
Al I 4
Office :
SR S TR
Address
Epr
Date : Signhature

HAY B4
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