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This form is used for claiming the health insurance benefit

ZORRIIERRR O T O HFSICHE S ET,

Attending Physician’s Statement

2R NEHMZF

(ERH)

RLS7 | FolTE O AL TE OBEEE G2 HRENE)

Name of Patient Date of Birth Sex OM OF
BEL EEAH 451 5 S
Diagnosis Symptoms

Prescription, operation and any other treatments(in brief) O Sick 9%

[0 Preventive care TPBHRYZIE

[J Pregnancy in nomal condition

B R D IR
Description of Services Fee Description of Services Fee
PN Bhé 2N Bhé
1. Outpatient %} 7. Inpatient APE
Date of services a2 H from .20 to .20
O Initial Visit #J&2 .20 (Admission AJ5%) (Discharge iRFt)
0 Subsequent Visit .20 Total &&FF Days H
2 .20 Doctor’s Fee APBEWfEFEH
.20 Room =¥}
[J Home Visit 20 Food i
£ 8. Operation Fi7
Total & Visits [A]
2. Medication #3K 0 yves [ no Fixation [&E
Kind of medicine ZAIDOFEFH Dressing VG
Other Procedure (specify) ZOfthdALE
3. O Injection [ IV Treatment 9. Anesthesia BRI
R - ik KL [0 Local [ Spinal [ General
4. Laboratory (specify) H%H& Rl FHE e
J Urine JR 10. Operation/Emergency room
[0 Blood ik TR BOIRRE
N 11. Radiology  Hifg 2
O ECG(EKG) [&EX (0 X-ray Lo Nro2ir
O Ultrasound & HHRAE O CT avta—2—WEiny
O O
O
0 12. Others (specify) FD1
O
5. Physiotherapy times [A] O
PEARRIA O
6. Medical supplies ]
PE AL (0 Medical Certificate ZWiE
Name and Address of Physician  Hospital, Clinic, Office Total Fee
EROKA R OFERT XL R, 2H T 04 B & OV e o3

Date Physician’
H [ Fifi > B4
FERE P - KA

Reference Number of your

s Signature

IRER D

Medical Record (if applicable)

(R7C.05)




This form is used for claiming the health insurance benefit

Z ORERIT BB RR O ORI S ET,
. . bl
Attending Dentist' s Statement

wREZRANEHME

CHF )

Name of Patient Date of Birth Sex O M O F
B4 EEH A P51 5 L8
Date of Services
%2 From .20 to .20 Total &3t Visits [A]
Tooth Number Ttz
Permanent Tooth 7K/AME Milky Tooth H.#
#1 #2 #3 #4 #5 #6 HT #8 |#9 H10 H11 H12 #13 #14 #15 #16 #A #B #C #D HE|#F #G #H #I #J]
R8765432112345678L REDCBAABCDEL
8 76 543 2 1|11 2 3 456 738 EDCBA|ABCDE
#32 #31 #30 #29 #28 #27 #26 #25|#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P|#O #N #M #L #K
Name of illness ({&%544)
Dental caries HfJE Missing teeth K48 Pyorrhea alveolaris i IE R The others ZOft
| | |
Dental treatment Date of Services] Tooth No. Se}’vices Material Fee
(REHRE) (&% H) (BHEEBAL) (BRNEHED (CBH4)
1. Initial Office Visit #Ji2#}
2. X-Ray Examination VUM U/
3. Dental Pulp Extirpation #k##
4. Extraction KM
Material
5. Filling Foi&
Material
6. Inlay/Onlay A V—+T -
Material
7. Metal Crown &)@t (777)
Material
8. Post Crown fk#oeth (kX th)
. Material
9. Jacket Crown ¥ '¥/yhit
R . Material
10. Bridge Work 77y’
e Material
11. Plate Denture BIXFEH
Material
Partial Denture  JREFETE '
e Material
Complete Denture #2835 th
12. Treatment of Pyorrhea Alveolaris
A58 MR L
13. Medicine 3k
14. Prophylaxis,Cleaning #¥5lRZ
Fluoride 7v{t#p&Asi
Root Planing
A=V N=bI V== )
15. Others (specify) &1,
Name and Address of Dentist , Office Total Fee
HREMO KA K OMERT UL EFEOLAFR & OFTTEH ait
BT - Fo
Date Dentist’s Signature
Hf+ WEHERMOE A

(RJE.05)
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