Request to Attending Physician or Superintendent of Hospital / Clinic
. HYEERERFERE~OBE
1.Please fill in this form so that the patient may claim the National Health Insurance
LORMEE. BECHERERROBRARFELETTOT, BLBEVLET,
2.This form should be completed and signed by either the attending physician or the

“superintendent of the hospital / clinic.
ZORSKE, AYEEELIRROTHEREATE, 2oBAEEFLTEEY,

3.0ne form for each month and one form for hospitalization / outpatient (home visit)
should be filled out. @&, #A T, A ABesh & ioft & —HuEcT, J
4.If not in dollars please specify the unit used. FABAOBEEOB AL, 2OSEFBWNT S S

Form B
' Itemized Receipt -
WO B\ A&
(1) Fee for Initial Office Visit Mk $
(2) Fee for Follow-up Office Visit H2¥ $
(8) Fee for Home Visit TE2E $
(4) Fee for Hospital Visit AbrgEg b
{ 5) Hospitalization N3y $
(6) Consultation BER 3
(7) Operation FHR $
(8) X-ray Examinations XBRER $
(9) Laboratory Tests RERER $
(10) Medication B 3
(11) Anesthetics L REE 3
(12) Operating room charge FilFERA $
(13) Others (specify) zol (FEWE) $
(14) Total , & # $
Unit is
TG

Important: Exclude the amount irrelevant to the treatment in ﬁayment for a luxurious room
TR charge. WREFFHRRCEEBZOZVHOE, BNTTEN,

Name and Address of Attending Physician'/ Superintendent of Hospital or Clinic
BUE R DHEHR 04 i L OER -

N"ameﬂﬁﬁ : Last ¥ First_# Title %5
Address: Home HE : Phone iEEE
&FT Office ¥Ry L ILL I Phone EiE

Date B4t Signature £4



#R (A BoOEH)

(12) ot (HEBAR)

MR A 0o E AW

= R

2w
B
gﬂ




RECEIPT (DENTAL) -
SRR AR

Request to Attending physician
SEME~E '
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
ZOHFARBEOERBRAIROBTORFICHNETTOT, THZBEV LSS,
2.This form should be completed and signed by the attending physician,
COBRAHBEERBAL, BELTLEE N,
8.0ne form for each month and one for hospitalization / cutpatient(home visit)should be filled out,
H#RE. AL - ABeEI, ZoRR LIEARETS,
Separate receipt required for preseriptions.

EHEISIC AT EE RN b,

Permanent (53504 TR LT Baby teeth (SLED)
' 87654321 | 12345678 VNI | 1omivy
87654321 |12345678 VVIE]I | I1nmEvY
Identify examined teeth : (44 58I OCHRAHEEEDITS)
- Cavity (C) (H11) - migsing teeth (F) (KH#) - - stomatitis (@) (RA%)
* Phrrhes alveolaris (P) (H{HSIRM) - extraction needed (2) (BibkiD) .
Date of First Diagnosis (#1322 8) ' Currency paid
Days of Diagnosis and Treatment @5 T =B day(BR) - i)
Office Visit Fees (287
Examination Fees (FA#sish
X-Ray Fee(L-» b #2)
Other (£ Dfh)

Services (JaH L 7ol DEBAL & IHFROFEEA)

Describe when gold or platinum was ueed (WM EHC &, ALEEAELE
EEIHRR LT ESYY)

*Filling (FETA)

Inlaying (f > L3 7 v b—)

*Capping (metal) (&BF)

-Jacket capping (% 7 v )

Capping connected (35 HEREHT)

Chipped Teeth (KW EHERE LIcBA2 05k L3R
*Bridge (7Y » %)

- Partial artificial teeth (B

«Total artificial teeth (FAFEHD

Name of Hospital or Clinic (J8EZ XI5 HL%5) Total ()

Signature of Doctor (LEEA)

Date (B4
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