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From A
Attending Physician’s Statement

) S I G i

1 Name of Patient (Last , First)  Age (Date of Birth) Sex (Male * Female)
BEL Ty (EFAR) PR (5 - %)

2 Name of Illness or Injury preferably with Number of International Classification of
diseases for the use National Health Insurance (See the other side of this form)

T4 N OVE B R ORI R BP0 HE 3% 5

3 Date of First Diagnosis : D/ M/ Y / /
Wz A H [/ H | / /
4 Duration of Treatment : days
R A
5 Type of Treatment
TRIR DSy HE
[JHospitalization : From / / , to / / ( days)
N H / / , B / / ( A )
[JOut patient or Home Visit : / / / /
At / / / /

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

JiER DR 22

7 Prescription , Operation and Any other treatments(in brief)

WV, FAE Ot AL E DR

8 Was the treatment required as a result of an accidental injury? Yesd Noll

BRITACOEFEICL DO T EANRANAY-4
9 Itemized Amounts paid to Hospital and/or Attending Physician : From B
= ¢ £k B
10 Name and Address of Attending Physician
Y EO4 i R OMERT
Name 4 A :Last I First £ Title #r7
Address ¥/ : Home HE phone FEEE
Office JRPE XIF 2T phone 3
Date Hf¥ : Signature &4

Attending Physician $HX4[E

Reference Number of your Medical Record (if applicable)
RGO




From B
Itemized receipt

oI B M F

(1)  Fee for initial office visit IECZES $

(2)  Fee for follow-up office visit 2k $

(8)  Fee for home visit TEZ2E $

(4)  Fee for hospital visit AT BE 3

(5)  Hospitalization NG ¢ 3

(6) Consultation DR $
(7)  Operation FIfrE $

(8) X-ray examination X it 3

(99 Medication [ HE $

(10) Anesthetics SR s
(11) Operating room charge FilrEEH $ $
(12) Others (specify) Zoftt CREAFED) $
(13) Total At $

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a bad.

s B AR AEE R ICEEBR R W b DR T E W

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y = SUTIRBE S & O 4 Al K OMERT

Name : Last First Title

£ i W £ e
Address: Home HZFE Phone E:
FAT Office JpPE X2 HEPT Phone E:
Date : Signature

HAF B4



Receipt ( Dental)
o oM EFE O B )

Request to Attending Physician (84 E~JSHEV )

1 Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORI ERE O EREFRRBR OGN O FFFIILETT O TREH Z BV L £,

2 This form should be completed signed by the attending physician.
ZORRKITHYERFEAL, BLAEZ LTSN,

3 One form for each mouth and one for hospitalization/outpatient(home visit)should be filled out.
FAE AR - ABShZEiC, 2ok BT,
Separate receipt required for prescriptions.

M EHIBNC AL T 2 o Z L,

Permanent (D4 FE I OEIML) Baby teeth (FLi#)
87654321 | 12345678 VIVII II T
87654321 | 12345678 VIVII T T

Identify examined teeth : (%247 27 & O CHApI4 221 D)

+ Cavity (C) (Hi) - missing teeth (F) (/K#) - stomatitis (G) (AN%)
- Phrrhes alveolaris (P) (Hf#liRIF) - extraction needed (Z) (Zk )

Il T MMIVV
I I Irmv v

Date of First Diagnosis (#Ji2 H) Currency paid
Days of Diagnosis and Treatment (2W&41T->723ZA%) _ days (Hf#) ()
Office Visit Fees (ZWrk})
Examination Fees (FZTE})
X« Ray Fee (L K7 V)
Other (& 0fth)

Services (R L 7=t DAL & 1R OFEIH)

Describe when gold or platinum was used

(REMEHC A, BeaA Lz SRR L TEE W)

- Filling (38 TA)

» Inlaying (/> L—XII7 > L—)

- Capping(metal) (& &)

- Jacket capping (¥« 7 v i)

- Capping connected (& fk#e th)

Chipped Teeth (KB Zifk L7355 % OEHAL & FiH)
* Bridge (7'V v )

« Partial artificial teeth (/B H)

A
73

+ Total artificial teeth (¥

)
(\

TRBE ST A4 1) Total (1)

Name of Hospital or Clinic

Signature of Doctor (#14[E%4)

Date (HfF)
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