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This form is used for claiming the health insurance benefit

ORI RO O B I S E T,
Attending Physician’s Statement

2R NEHMEF

()

Name of Patient Date of Birth Sex M OF
B4 EFEA A R 5 LS
Diagnosis Symptoms

Prescription, operation and any other treatments(in brief)

S5 FAfiZ O DAL E O GEHRNEA)

O Sick ¥

[0 Preventive care TEHRYRZIE
[0 Pregnancy in nomal condition

1B R DT YR
Description of Services Fee Description of Services Fee
PIENR B PIENE Bk
1. Outpatient 4tk 7. Inpatient A%
Date of services X2 from .20 to . .20
[ Initial Visit #J2 . .20 (Admission AB#) (Discharge 3EBz)
[0 Subsequent Visit . .20 Total &t Days H
2 . .20 Doctor’s Fee  APgEREFE
.20 Room =¥}
[ Home Visit .20 Food e
(6% 8. Operation FiF
Total A&t Visits [A]
2. Medication #3K O ves [ no Fixation [EE
Kind of medicine Z£A|DFELH Dressing Vb
Other Procedure (specify) “FDMDILE
3. [ Injection [ IV Treatment 9. Anesthesia JFRE}E
BT il PR OO0 Local [ Spinal [ General
4. Laboratory (specify) %5 JRIEB HHE B
O Urine JR 10. Operation/Emergency room
O Blood IfLi% FhfeE BRAawE
O 11. Radiology  H{&Z2Kr
O ECG(EKG) X 0 X-ray LNV glh
O Ultrasound % H# 0 CT arta—4—kEiney
O O
O
O 12. Others (specify) D1t
O
5. Physiotherapy times [H] O
PRPRRE O
6. Medical supplies O
=) ] Medical Certificate ZWrE

Name and Address of Physician , Hospital, Clinic, Office
ERORA R OERT T JRbE. 2FET 04 MKk OFTTE

Total Fee

a8t

Date
RN} . . RO E4

FHRRAE (EPT - R4

Physician’s Signature

Reference Number of your

Medical Record (if applicable)

PRGOS

(R6.12)




This form is used for claiming the health insurance benefit (B #HH)
ZORRUITERRBROFG T O HEE IS ET,

Attending Dentist’s Statement
WA PZEAZEHME

Name of Patient Date of Birth Sex OM OF
BHEAL EHEAH . . el 5 L8
Date of Services
% H From ) .20 to . .20 Total A3f Visits [A]
Tooth Number &=
Permanent Tooth  7K/AMH Milky Tooth ¥Li&
#1 #2 #3 #4 #5 #6 #7T #8 |H9 H10 11 #12 #13 #14 #15 #16 #A #B #C #D HE|#F #G #H #I1 #)
R8765432112345678L REDCBAABCDEL
8 76 543 2 1|1 2 3 456 738 EDCBAIABCDE
#32 %31 #30 £29 #28 $27 #26 #25|%24 £23 #22 #21 H20 #19 F18 #17 £T #S #R £Q #P|#0 #N #M £L #K
Name of illness (k%)
Dental caries HfitiE Missing teeth KiE Pyorrhea alveolaris Mt &R The others FDfth
| | | |
Dental treatment Date of Services|] Tooth No. Se}’vices/Material Fee
(R RHEE) (aEH) (BRI TIENE B k)
1. Initial Office Visit #JZ2F}
2. X-Ray Examination VUM VIRES
3. Dental Pulp Extirpation $&#§
4. Extraction #kth
Material
5. Filling FoiE
Material
6. Inlay/Onlay AYV—<TvL—
Material
7. Metal Crown 4Jg 5 (777)
. Material
8. Post Crown ket Gk 1)
. Material
9. Jacket Crown ¥ 'v/rybst
. . Material
10. Bridge Work 7y’
e Material
11. Plate Denture A KT
. e Material
Partial Denture  JRjilFE 1 t
G s Material
Complete Denture fa75%th
12. Treatment of Pyorrhea Alveolaris
T e AL
13. Medicine $&%K
14. Prophylaxis,Cleaning a7
Fluoride 7v{b#y%:Ai
Root Planing
VY i) A e YA =
15. Others (specify) D1,
Name and Address of Dentist / Office Total Fee
HRHERTO KA R OMERT U [EREDL4 FR K OETE M AEl
FERE LT - R4
Date Dentist’s Signature
EERY . . WEHEROE S
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