Request to Attending Physician
HBYE~DOBEW

1.Please fill in this form so that the patient may claim the National Health Insurance
benefit. ORI, BT oERBERKROBIHFAETTOT, TWEZBEVLET,

2.This form should be completed and signed by the attending physician.
TRk, HYMEMAES, A OBLALTIEIN,

3.0ne form for each month and one form for hospitalization / outpatient (home visit) should be filled

out. TORME, AL, AR, ABRSAZ I E -HUETT,
Form A Attending Physician’ s Statement
2z ®E A A B A F
1. Name of Patient (Last, First) Age (Date of Birth) Sex ( MaleFemale )
BEL £y (£4HA) 5 (5 - )
2. Name of Illness or Injury preferably with the Number of International Classification

4.

10.

of diseases for the wuse of National Health Insurance (See the attached paper )
1504 R UERERFRAEREESEHES QIHSR)

Date of First Diagnosis: D/ M Y
EIFERE| 5| A F
Days of Diagnosis and Treatment : days
BEEE H
Type of Treatment
BEOHE
[l Hospitalization: From yd yd , to yd yd ( days)
A Z] ) ( B [H)
[J Out patient or Home Visit: pd s yd
ARzt / / yd i

Nature and Condition of Illness or Injury (in brief)
SRR DL

Prescription, Operation and Any other treatments (in brief}

A7, FHrE OB oPEE

Was the treatment required as a result of an accidental injury? Yes[ No(O
BREIEROHEFICIZLOTT i AT 3
Itemized Amounts paid" to Hospital and or Attending Physician : Fill in Form B.
R e E #HIABIZEA
Name and Address of Attending Physician
HYEOLFIRUHER
Name 477 : Last # First % Title FF
Address {EIr : Home H% __phone #EEE
Office B R IX2EEFRT phone THES
Date 0 {7 : Signature #4

Attending Physician #H¥|E
Reference Number of your Medical Record (Gf applicable)
DEBEOEE
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1.

2.

Request to Attending Physician
BHE~DHRFEL

Please fill in this form so that the patient may claim the health insurance benefit.
ZOBRNITREORERROKAOPEIILETTOT, EAZBEAVLET,
This form should be completed and signed by the attending physician.
ZOHRNITHEYENRTLAL, »OBLHLTLES Y,

Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
gEC filled out. FAE., AR - ARRAEIZ2E, ZOFBX1EBLETT,
Attending Dentist's Statement
B OH 2 R RN BF B M B
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEA FEh(EER R) 51
2 . Date of first Diagnosis 3 . Days of Diagnosis and Treatment
Mz e TR days
Permanent tooth Primary tooth
NMARALN AAARA @ q
(UpperJA ““ = \"u‘.. ‘ ‘a‘,”
% © B 38'00'0'a'00 088 ey &3S % 0600 B-c‘aau‘a- £
o~ =] =
Cowen & ﬁmuwwe (2@ T 52 ErnRen | DR 2
wer,
WIA TV U (RWS D0 | DUl
Type of Treatment 7&H#D47HH
Dental Treatment Localization of Teeth Examined Date Fee
EEEE BERAL MO.DA.| YR. A E
Tinitial Office Visit ~ #& %
X —Ray Examination L 7o
Dental Pulp Extirpation #£#f
Operation  Filf
Extraction ik
Filling JEhR
Inlay A»l—
Metal Crown &J&7
{Post Crown  #iFEts
Jacket Crown ¥ vhig
Bridge Work 7w
Plate Denture AR
Partial Denture /A&l
Complete Denture #&HE
Treatment of Pyorrhea Alveolaris
R AE
Medicine %%
The Others F0ih
Total A&t
Name and Address of Attending Physician
HYEOL IR UER
Name  Last(#f) First(4£) Title(Fr5)
Address Home(H %) Phone (%)
Office (Efr 7= IX 2 HEAN) _ Phone
Date(E ) Signature(£4)
Attending Physician(ff 2 =)

Reference Number of your Medical Record(if applicable)
PREOES
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