Form A

9.

10.

Attending Physician’s Statement

2R N A R M E

. Name of Patient (Last, First) Age (Date of Birth) Sex ( Male*Female )
BEL i (A R) HHl (5 - &)

Name of Illness or Injury preferably with Number of International Classification of
diseases for the wuse of National Health Insurance (See the attached documents)

Bl OVE B RBR I ER R R 0 i 5 (SR

. Date of First Diagnosis : D / M /Y / /
W2 A R ~ A /% / /
Duration of Treatment : days
A H
Type of Treatment
1R D4A
[ IHospitalization : From / / , to / / ( days)
NI H / / E2) / / ( HE
[JOut patient or Home Visit : / / / /
N4 / / / /

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

Prescription, Operation and Any other treatments (in brief)
RT3, FE OMOE OB

Was the treatment required as a result of an accidental injury?  Yes[] Nol ]
BRI DOEEICL D LOTI ), EUANEERAAY-4

Itemized Amounts paid to Hospital andor Attending Physician : Form B

TRRFEE =B
Name and Address of Attending Physician
Y E DA FT R OERT
Name44 |1 : Lastif First4 Title #r7&
AddressfFT  : Home HE phoneZEZE
OfficefFile X I SE2IEFT phoneZE&%
Date B : SignatureZ&44

Attending Physician 14 %
Reference Number of your Medical Record (if applicable)
IR ODE




Form B
Itemized receipt

HOR B\ M E

(1) Fee for initial office visit W2 by
(2) Fee for follow-up office visit 2 Ek by
(3) Fee for home visit 2kt $
(4) Fee for hospital visit NI giia $
(5) Hospitalization NI $
(6) Consultation PERE $
(7) Operation FIfrE $
(8) X-ray examination X B EE $
(9) Medication FEgEEy $
(10) Anesthetics JRBEy $
(11) Operating room charge Filr==2 ] $
(12) Others (specify) o CEEAR) 3 $
(13) Total & Fh $

Important : Exclude the amount irrelevant to the treatment, 1-e, extra charge for a bed.
EE oREERRICEZRRO RN OIEFERN TSV,

Name and Address of Attending Physician, Superintendent of Hospital or Clinic
FHY = X e B R D4 BT R OMEFRT

Name
24| : Last First Title

G % =2
Address : Home HT Phone Eah
Fpr Office JARBE X IIRZIERT Phone FEaH
Date : Signature

EEp) E4



Request to Attending Dental Surgeon  IBEERIEADHFEL

1.Please fill in this form so that the patient may claim the National Health insurance benefit.
COHKITBFEDOERBEFRROWBMOBEIWHETTOT, SBHZHBELILET,

2.This form is to be completed and signed by the attending surgeon.
CORRRITBLYERENGEAL, BEL TSN,

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

E£AE. AR - ABsiElc, oK1 KARETY,

Form G (#=0)
RECEIPT (DENTAL) %E U BA #f & (#& #})

Name of Patient (Last, First) Age (Date of Birth) Sex (Male - Female)
ZLESR FHR T4
Date of First Diagnosis Days of Diagnosis And Treatment
WA PEERH days
Localization of Teeth ERfst
Permanent Teeth JkALE Deciduous Teeth FLi&
FH 87654321 123456738 QL F) edchba abcde()
87654321 12345678 edcba abocde
1.Name of Illness {&f&F%&
(1) Dental Caries (2) Missing Tooth (3) Pyorrhea Alveolaris
(4) Extraction Needed (5) The Others
el Zhith
2.Dental Treatment Local ization of Material Fee
Teeth Examined
EELAE SEHEER #7# AR E

) Initial Office Visit (#)&2%H)

) Office Visit Fees (Fa2¥h

(3) Days o f Diagnosis and Treatment (B2EEHZ)
)
)

Examination Fees (&7
X-Ray Examination (L b5 UBE)
dental - BEfRE. (12 or TIUAI)
panorama - /\/ S3imEl  (Z#Eor TIOAI)
) Dental Pulp Extirpation (3kE#)
(7) Operation (i)
) Extraction (ki)
9) Filling (B
(10) Inlaying (4> L—XIFF7 > L—)
(11) Metal Crown (2E®)
(12) Post Crown (ffsits)
(13) Jacket Crown (I v4rv ki)
(14) Bridge Work (FYw)
(15) Plate Denture (FHEKEHE)
(16) Partial Denture (BEp&EE)
(17) Complete Denture (¥iZxth)
(18) Treatment of Pyorrhea Alveolaris (SH#ERER)
(19) Medicine (13%%)
(20) The Others (FMith)

the currency unit GEEHEfI) Total (&FD)

Name of Dental Surgeon EEET
Name and Address of Dentist’ s Office
EEfDAFS - T

Date Bt




