(7) Form A 2N EVME] (EARZEHLTIZEW)

Form A
Attending Physician’s Statement
2 R RN B B @ B
1. Name of Patient (Last , First) Age (Date of Birth) Sex(Male + Female)
BEX il (EFEHH) PERT (5« 40
2. Name of Illness or Injury preferably with Number of International Classification of

10.

diseases for the use National Health Insurance (See the other side of this form)

G4 S OV A R Or B (L B 53 83 75

. Date of First Diagnosis: D /' M /Y J J
#I2 H H A /% S/
. Duration of Treatment : days
AR H
. Type of Treatment
1BIR DA
[OHospitalization : From , to ( days)
At H / S B2/ / ( B
JOut patient or Home Visit : / / / /
N4 / / / /
. Nature and Condition of Illness or Injury (in brief)
i PR O 2
. Prescription , Operation and Any other treatments (in brief)
BT, FAlTZ O D ALE DR
. Was the treatment required as a result of an accidental injury ?  Yes[] No[]
BRITFHOEEICL 2D TT A, EUANENAAY-4
. Itemized Amounts paid to Hospital and/or Attending Physician : Form B
TG ER k=B
Name and Address of Attending Physician
Y = DA Fi K OMEFT
Name  4fi  : Last #k First 4 Title 75
Address fEfT : Home H¥E phone &E&E
Office JRE X IF2HEAT phone E#E
Date HfS : Signature &4

Attending Physician 134 [%
Reference Number of your Medical Record (if applicable)
LBk DT




(1) Form B MEIIAE | (FEAIRH L T 7ZEW)
T (5AR) 135dh > 7ol E TRAZBHV LTI ESW, BHA
MICHE T D0 ETH Y FHEA

Form B
Itemized receipt
iH I B M

(1) Fee for initial office visit IR s $
(2) Fee for follow—up office visit B2 $
(3) Fee for home visit w2 $
(4) Fee for hospital visit PN gyt $
(5) Hospitalization N $
(6) Consultation LR $
(7) Operation Fil $
(8) X-ray examination X AR A2 $
(9) Medication = Ky $
(10) Anesthetics JERITEY $
(11) Operating room charge Filr=2 H $
(12) Others (specify) ZOMEEMAL)  $ $
(13) Total A Ft $
(14)Currency unit HE AL $

Important : Exclude the amount irrelevant to the treatment, I—e, extra charge for a bed

TR SR RICEEBER RV B OEFERO TR &0,

Name and Address of Attending Physician,Superintendent of Hospital or Clinic
FH2Y 2 IR BE 5 1R O 44 Al i OMEPT

Name

£ R : Last First Title
o 4 iz

Address : Home HFE Phone &EEL

fERT Office JHPEXILZHEPT Phone Eif

Date : Signature

H AT B4



WH TR % 5 B s

(1) Form B THHUXHIAIE ) (EARZH LTI ZEW)
NI E (A 1354 - 72 @& TREAZ BREHVL L T
KIZ&vy, ARG 20 ETHY FHA)

RECEIPT(DENTAL) #EIXHAME (H#)

Request to Attending physician (1% E~JSFEV>)

1. Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORI TBE O FE REERERR OB O RFEHILETTOT, FEAEZBEV L ET,

2. This form should be completed and signed by the attending physician.
CORRTHEENTAL, BALTIEEN,

3. One form for each month and one for hospitalization/outpatient(home visit)should be filled out.
K H A, APt - ABEAMEIC Z O 1 KB CT,

4. Separate receipt required for prescriptions. FRAEHIBNA ST E ARG DO Z &,

5. Please specify material, for items marked 3¢. XEIOEBIZOWTIIME LA L T ZE W,

Permanent Teeth (5% D4 Fk J ONEAL) Baby Teeth(FLH#)
R87654321|12345678L VIVIHHIlIHHIIVV
87654321'12345678 VIVHIHI'IH]HIVV

Identify examined teeth(G% 243 % it & O TR A4 & D) 5)

- Cavity(C)(H1 1) - missing teeth(F)(K i) - stomatitis(G) (10 PN %)

- Pyorrhea alveolaris(P) (4 7%) - extraction needed(Z)GE# )
Date of First Diagnosis (2 H) Currency Paid
Days of Diagnosis and Treatment G2 &1T->7=EHE) days (A [#) Cethimes)

Office Visit Fees (G2l

Examination Fees (2%}

X-Ray Fees (L> k%)

Other (Z0fh)

Services((AHE L 7=t DL & 1RIE DO FREH)

Describe when gold or platinum was used (AWM ENZ 4, A&EHEA L
XL T EEY)

- Filling (&5 TA)

« Inlaying (AL —X{I7 L —)

+ Capping (metal) (&BF)

+ Jacket apping (¥ 7 v hi)

Chipped Teeth —(RIEH ZAlifE L 72356 € OEL & )

* Bridge (77U »¥)

 Partial arificial teeth (AElZEtH)

+ Total artificial teeth (HaFHHh)

Name ofHospital or Clinic (JRPE X ITX2IRATL TN Total (G

Signature of Doctor (FHYEZEH)

Date (HA)




(=) B ZHEAETME (FormA) Ofiflk (FARZH L T 7ZaW)

BN AN EHME (Form A) DAk

6 . SEIR OBEEL

7T ALT5 . FARE OO ALE OREE

MR EH o AWM

K4

(EAT

T ( )




() #ER BRAUB ofeit) URARRH L T2 EW)

FIER - (BR=C B Difsiik)

(1 2)Zofth G5 HHIFD)

MR EFHE O AWM

R4

EAT

Ter ( )




() B BB Ofeii iRl UFRASEH L T2 &Ew)

FIAR (BB ofif: th A}

Z Dfth,

M & o i AWl

R4

(EAT

Ter ( )




