Form A

Request to Attending Physician

L EABFA
1. Please fill in this form so that the patient may claim the National Health Insurance benefit.
O, EEOERIEFRGROMGHHEFEICNETIOT, HEBFENLET.
2. This form should be completed and signed by the attending physician.
COMMET. HEEMDEE, NDOBHAL TSN,
3. One form for each month and one form hospitalizaition / outpatient (home visit) be filled out.
ZOmRNL. SATE. ABL ARSI EAUBETT,
~ !II i H . . L] s gl [
Z BN A WO
1. Name of Patient (Last, First) Age (Date of DBirth) Sex ( Male:Female )
BEA iEiy (EEAR) TER (5B - )
2. Name of Illness or Injury preferably with Number of International Classification of  diseases
for the wuse of National Health Insurance.
{59940 R ONE] Al et 2 i IS s o e
3. Date of First Diagnosis #Ji2H : ey M Y
4. Duration of Treatment ZFEHE : days
5. Type of Treatment AR
OHospitalization : From D/ M y, to DA o v(  days)
N B £} (  HE)
[JOut patient or Home Visit: D/ w Y D/~ S Y
ABest D/ M/ Y D M/ X
6. Nature and Condition of Illness or Injury (in brief) JEROE
7. Prescription, Operation and Any other treatments (in brief) U5, FHF-EOMOULE OREE
8. Was the treatment required as a result of an accidental injury? YesTd  No[J
BRI IENDEEFEICL5HDOTIN, W3y WA
9. Ttemized Amounts paid to Hospital and. or Attending Physician: Fill in Form B
TH DGR HABIZA
10. Name and Address of Attending Physician
P EED A B O FT
Name %] : Last It First % Title Fre&
Address {37r  : Home HE phone 5%
Office Jile X I 72T phone 5z
Date Hf : Signature #4

Attending Physician fH4[%
Reference Number of your Medical Record (f applicable)
RO
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Form B

Request to Attending Physician or Superintendent of Hospital / Clinic

HYEXZITWHEFHEADOBREN

1. Please fill in this form so that the patient may claim the National Health Insurance

benefit.

oMM, BEOERBRAROGMAGFICLETIOT, dHEBENWLET.

2. This form should be completed and signed by either the attending physician or the

superintendent of the hospital / clinic.

CORMIE, BEEXRZBMEOEHFRENEE, NDOBEAZLTIES W,

3. One form for each month and one form for hospitalization / outpatient(home visit) should

be filled out.

ZORMIT. HFAHITE. AR, ABRA LI E—HBETT,

Itemized receipt

O B M

(1) Fee for initial office visit
(2) Fee for follow—up office visit
(3) Fee for home visit

(4) Fee for hospital visit

(5) Hospitalization

(6) Consultation

(7) Operation

(8) X—ray examination

(9) Medication

(10) Anesthetics

(11) Operating room charge

(12)  Others (specify)

==

=
(GZ4him 1)
(Payment currency is

CE 2

M2 E

EZ2k

AR B

N A

F R

Tl

X R A 1

IR S 2

R 2

F 17 5 1% 1

T O (IHHWED)

3 3
(13) Total o at
Important : Exclude the amount irrelevant to the treatment, i-e, extra charge
for a bed.
T B D EACER R ICEEAR O VWD DI W T FE 0,

Name and Address of Attending Physician/ Superintendent of Hospital or Clinic

48 4 P2 343 e 3 5 £ O £ il B OV T

Name :  Last First Title

£ il fik £ PR
Address : Home H%E Phone i3k
L Office i Be X 13 & %k it Phone 7
Date : Signature

B £t 4
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Form B-2 RECEIPT (DENTAL)
MU B (R

Request to Attending physician
Y EAD B
1. Please fill in this form so that the patient may claim the National Health Insurance benefit.
ZOHMIE, BEFOERBERROMGMN B ICHETTOT, GEHEBENLET,
1. This form should be completed and signed by the attending physician.
COWMRTHEEENTAL, BALTES L,
2. One form for each month and one for hospitalization / outpatient(home visit)should be filled out.
HFHE. Abt - ABsMEIC, 208K 1 BPSBETT,
Separate receipt required for prescriptions.

ARG ERRH O L,

Permanent (S5 D53 L OFEBAL) Baby teeth (1)
87654321 ’12345678 VVIIT I [ MMV
87654321 ‘12345678 VIVILL I ‘ I TINVV

Identify examined teeth: (R4 T ML ZOTHANIHZEDIT D)

» Cavity (C) (H1t) - missing teeth (F) (Rf) + stomatitis (G) (ON%)

+ Pyorrhea alveolaris (P) (S - extraction needed (Z) (ZEikif)
Date of First Diagnosis (#]ZH) Currency paid
Days of Diagnosis and Treatment (Z#i%1{7-7=%£H%) day( [ [) (ZfhEtE

Office Visit Fees (EZWrkl)

Examination Fees (#75F})

X-Ray Fee (L' > 45 2)
Other (ZMft)

Services ({&#2 L 7=t OEL & B FEOFiEE)

Describe when gold or platinum was used

(EHRMEHZ R, BRZ@EA LA EEIIHFELTIEIW)

- Filling (z8TA)

* Inlaying (-1 > L —XI37 > L-—)

- Capping(metal) (&JF5)

« Jacket capping (¥ + 7w b7if)

+ Capping connected (Hiefik#iE)

Chipped Teeth (RIEH% #lif U /=355 2 O AL & )
* Bridge (7' v )

- Total artificial teeth (F23%1H7)

Name of Hospital or Clinic (g X V37281 % ) Total (5f)

Signature of Doctor (H%4[%544)

Date (Hf)
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