Form B

Request to Attending Physician or Superintendent of Hospital / Clinic
M E £ 72 I3 FHE~DO BV

1. Please fill in this form so that the patient may claim the National Health Insurance benefit.
ZoOMME., BEOERMEBERROGAHFICLHLETTOT, GEHZBBEWLET,
2. This form should be completed and signed by either the attending physician or the
superintendent of the hospital / clinic.
ZOMMIT, HEEELIIHRROFERNEES, hOBAEZ L TIEEN,
3. One form for each month and one form for hospitalization / outpatient(home visit) should
be filled out.
ZOMMIT, FH L. ABE. AR Z LI E T,

Itemized receipt
oI B M E
(CE/SG5))
(Payment currency is )
(1) Fee for initial office visit 2k
(2) Fee for follow—up office visit et
(3) Fee for home visit T2
(4) Fee for hospital visit A Be i BLR
(5) Hospitalization INIZE
(6) Consultation ¥
(7) Operation Tk
(8) X—ray examination X R A
(9) Medication e ¥y
(10) Anesthetics TR e
(11) Operating room charge FiF=EE A
(12) Others (specify) Zofth (HEHBR)
3 $
(13) Total a B
Important : Exclude the amount irrelevant to the treatment, i-e, extra charge
for a bed.
PES =3 D RRRERN IR ICEERR OV DIV T T IV,
Name and Address of Attending PhysicianSuperintendent of Hospital or Clinic
Y = 3R B 5 R O 4 Bl K OMEFT
Name Last First Title
4 i I 4 =
Address Home H=E Phone ik
(EFF Office J¥PE XL 22 T Phone #E&f
Date Signature
H f+ B4



B (X B Dfefk)

(12) = (3HHBE)

AR & o A M
ga
]
{ES
Ft
G




Form B-2 RECEIPT (DENTAL)
PRI B E ()

Request to Attending physician
Y EA~D B
1. Please fill in this form so that the patient may claim the National Health Insurance benefit.
ZORMIT. BEOERBRAROGAHFFICKHETTOT, EHZBECLET,
1. This form should be completed and signed by the attending physician.
ZOFRITHYENRTAL, BALTIESN,
2. One form for each month and one for hospitalization / outpatient(home visit)should be filled out.
FHHE, AP - ABSSMEIC, 2O BB BE T,
Separate receipt required for prescriptions.

SAVHAMIC L S 5 IR O = L,

Permanent (IR DA FRES K ONBAL) Baby teeth (¥L#)
87654321 ‘12345678 VIVIII I ‘ I DITIVV
87654321 ‘12345678 VIVIIT I ‘ [TIMIVV

Identify examined teeth: (%49 24 O CH A4 & DT 5)

« Cavity (C) (Hith) - missing teeth (F) (K#) - stomatitis (G) (HIN%)

« Pyorrhea alveolaris (P) (M%) - extraction needed (Z) (EHkH)
Date of First Diagnosis (#]72 H) Currency paid
Days of Diagnosis and Treatment (#4417~ 7-% H%) day(H &) (Chimg)

Office Visit Fees (ZZWrEh)
Examination Fees (##k})

X-Ray Fee (L'> ~7Y)
Other (ZDfih)

Services (IR L 7=t DL & IR OFESH)

Describe when gold or platinum was used

(aEMEHZ A, BeZfH L T IR L T<EaW)

- Filling (FETA)

« Inlaying (£ > L—XiI7 > L —)

- Capping(metal) (4JE7)

- Jacket capping (¥ 7 >~ Nie)

o A

+ Capping connected (& ke =)

Chipped Teeth (K{E#E % #fifk L 7= %56 % OFAL & FEEH)
* Bridge (7'U v )

- Total artificial teeth (FaFH)

Name of Hospital or Clinic (i[5 S IX2 T4 #1) Total ()

Signature of Doctor ($H4[EE4,)

Date (Hf})
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