Request to Attending Physician
BYEADSFAL
1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOBRRITBEDORRFROBHORBICLETIOT, HAESHALLET,
2. This form should be completed and signed by the attending physician.
CORKUIEHENTA L. IDOBELTIZE,

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

BRAZ L, FEAR - ARSI EICDE. OB 1 PR ETT,

Form B Itemized Receipt

B A AR BA M =

(1) Fee for Initial Office Visit a7 Z S $

(2) Fee for Follow-up Office Visit & 2 # $

(3) Fee for Home Visit =x Z # $

(4) Fee for Hospital Visit AR E 1B 8 $

(5) Hospitalization A 73 B $

(6) Consultation 2 = B $

(7) Operation F g =1 $

(8) Professional Nursing WO EHEME $

(9) X-Ray Examination X #% & ' B $

(10) Laboratory Tests* O ®R A OB
$ *Please fill in the content
$ of the Laboratory Tests.
$ HERBONSEILALT
$ T

(11) Medicines** E =4 =
$ **Please fill in the name the
$ amount of the prescription
$ of an individual medicine.
$ **075 LT84 DFEOATRE
$ BEEALUTTE.

(12) Surgical Dressing 2 " B $

(13) Anesthetics 723 28 = $

(14) Operating room Charge F W E B B $

(15)The Others(Specify) €t (TREHAEEE)
$
$
$
$

(16) Total a i $ Unit is

BEEA

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

=3 B HRIENE, SARICERBGRORVBDIEIBRVT TS,
Name and Address of Attending Physician
HHEEDZBIRUMERN

Name (%&#al) . Last({) First(4) Title(713)
Address ({FFf) : Office(JRbRET=ILILHIPR) Phone
Date (Bf¥) Signature(&4)

Reference Number of your Medical Record(if applicable) 2B DES)
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Request to Attending Physician
HYEADSH
1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOBRIIBEDRRRROBIIOPBICHETIODT, FEHZHAVLET .
2. This form should be completed and signed by the attending physician.
COBRIFHBLENTA L, BDBELTIEEN,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
RAZE, TR - AR ElCDE, OB 1 W ETY,

Form C Attending Dentist’s Statement

#h C ENZRASHAES

Name of Patient(Last,First) Date of Birth Sex OM [IF

BEA ££/8 . . R (B -

Date of first Diagnosis Date of Diagnosis Treatment

2 . ; ZRBH days

R Permanent Tooth KA LR Milky Tooth PL&&

(Upper) (Upper)
87654321'12345678 edcba|abcde
87654321’12345678 edcba abcde

(Lower) (Lower)

Type of Treatment SBEROIIE

Localization of Teeth Examined
Service(ZENE) Material (#1%}) Fee GARE)
® (FEHEEPAT) B

Initial Office Visit #JEZ2#

X-Ray Examination L-> N ARE

Dental Pulp Extirpation k#f

Operation il

Extraction ki

Filling &8

Inlay 1> L—

Metal Crown &£@ES

Post Crown #kf5tis

Jacket Crown v 4w @

Bridge Work JUw =

Plate Denture BFRZEH
Partial Denture Saf& s
Complete Denture ¥

Treatment of Pyorrhea Alveolaris
iR E

Medicine %38

The Others €1t

Total &3
Name and Address of Attending Physician 1BHEDZRIRUMERR
Name (&#1) : Last(i¥f) First($) Title(#15)
Address ({¥Ff) : Office(JRBRET= (328N Phone

Date (Bf3) . : : . Signature(E4)

Reference Number of your Medical Record(if applicable)(ZZHIRDES)
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Service (ZEANE)

Localization of Teeth Examined (B&EbiI)

Material (#4%})

Fee (CAHEB)
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