Form A

Attending Physician’ s Statement

2 S O LI

1. Name of Patient(Last, First) Ave(Date of Birth) Sex{(Male+Female) .
BEA Fim(EEHR) _ B (B £0) '

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)

S B OV AR R B BRI 0 &

3. Date of First Diagnosis: - D, M, /Y S /
##2H H /. R /% S /
4. Duration of Treatment: | days
BRAY H
5. Type of Treatment
HRO4E _ _ X
() Hospitaliza’tion: From™ .~ yd , to S S ( days)
N B S 7 £ / / (  BHD
0 Out patient or Home Visit: e /S / 4
-ABest : s S e /
6.. Nature and Condition of Illness or Injury (in brief)
FER O ‘ '
7. Prescription Operation and Any other treatments -(in brief)
LT FHE O MOMEOBIE
8. Was the treatment required as a result of an accidental injury ? Yes O No O
RIS OEFIL LSO TT - E INZ
9. Itemized Amoﬁnts paid to Hospital and,“or Attending Physician : Form B
IR | Bt B
10.Name and Address of Attending Physician
B Y EOA R R OERT : :
Name K4 : Lasthf First$ TitleFr B
Address {EFF : HomeB % phone®&aH
' office EERMITRRHERT phoneBEE
Date B fT: Signature® 4

Attending Physician ¥ E

Reference Number of your Medical Record (if applicable)
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Form B

Itemized receipt

OB WM

(1) Fee for initial office visit Wk

-
(2) Fee for follow—up office visit maekt $
(3} Fee for home visit o HERH $
' (4) Fee for hospital visit | ABLE HEH $ )
{5) Hospitalization | NE % $
(6) Consultation ' W 3 -
(7) Operation . FiiE $
(8) X—ray examination XithEt $
(9) Medication B $
{10} Anesthetics ' R 3
11 Operating room charge _ THF=EEH '$
(12) Others(specify) : FOMOEEAR) 3 | $
(13) Total & $

Important:Exclude the amount irrelevant to the treatment, I—e, extra charge for a bed.
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Nanjae and Address of Attending Physician,”Superintendent of Hospital or Clinic
hY N B .
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Name -

ARl : Last ~ First : Title
Address Horhex B l . Phone Ei&
fERr Office JRBEIIXBIRET Phone %EiE
Date : . Signature
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Reqguest to Attending Physician
HYEADHRHN

1. Please fill in thls form so that the pahent may claim the health insurance benefit.
ZOBRIAE ORERROBHONFEILETTOT, EREBRAVLET,
2 . This form should -be completed and signed by the attending physician
TOBHRBHLSENRRAL, HoBALTLEIN,
Form C 3 . One form for each month and one form for hospitalization/ outpatlent (home visit) should be

ST e filled out. & BE. FASE - ARSI o&, ZOA IHAKRETT,

Attending Dentist's Statement
O 2 OB RN A WM E

1. Name of Patier;t(Last, Fivst) Age(Date of birth) . " Sex (Male - Female)
BEA “ ‘ HER(EFA B) . . “?*JE_'E'J
2 . Date of first Diagnosis 3 . Days of Diagnosis and Treatment
iz A ) , ) BEAR - days
Permanent tooth ) _ - |Primary tootil
N '
AR AR AL - oA Al
150 omaeeggg uA A g
. 5 mw@ 9 w%@@@ww 38 aggew SRR 3
(Lower) " ”” '""“ '"““

Type of Treatment JHDOSIH i
Dengal Treatment - Localization of Teéth Examined Date Fee

‘ R TR AL MO/DA.] YR. e/ Y
Tinitial Office Visit  #)52%t ; .

X —Ray Examination L3/} R
Dental Pulp Extivpation 88

Operation FF

Extraction

Filling i

Infay Ab—

Metal Crown ©EZE

Post Crown  HEFRH

Jacket Crown V¥ ouhid

Bridge Work 7w’

Plate Denture BEREHE

Partial Denture JHERESWH

Complete Denture - 2351

Treatment of Pyorrhea Alveolaris
HIERERLE

Medicine 3K

The Others FOfill

Total &5t
" Name and Address of Attending Physician
BN E DL TR OMER
Name  Last(d) First(42) " Title(#5)
Address Home(f15) . ' Phone(fE %)
Office (R EioiiR iR Phone
Date(H ) . . - Bignature(FE4)

_ Attending Physician(JH¥5 %)
Reference Number of your Medical Record(if applicable)
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