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Request to Attending Physician
HAEADHEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOBRIIBREORERROBITOBFBIILETTOT, HEEEHEVLET,
2 . This form should be completed and signed by the attending physician.
ZORREITHYEENTA L, »OBLHLTLEZN,
Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
BRC filled out. &K AE. TAR - ABSEIZ &, ZOFEK 1L BBALETT,

Attending Dentist's Statement
WP RN A B ME

1. Name of Patient(Last, First) Age(Date of birth) Sex (Male « Female)
BEA R (EEA R) . : TR
2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
w2 A . . A days
Permanent tooth Primary tooth
T (V NN
wmen & PPV AR ARARA e omf00 | Addm
e HS0IL00000 o@@@@nmg o2 Egega a‘aﬁg(g S
5 (RO XK EEE) GEEEE TN dE  mreRes | FEREE) o
owen = WWIA T T (VU] UUTI T (R W YO | WU
Type of Treatment {AIRD4TH
Dental Treatment Localization of Teeth Examined Date Fee
HRER ABEERAL MO.DA.| YR. 1R

linitial Office Visit 41t

X —Ray Examination VM UHRE
Dental Pulp Extirpation $k8#
Operation Fiff

Extraction

Filling g

Inlay (21—

Metal Crown &BE
Post Crown  #ik5eil
Jacket Crown vy
Bridge Work Vv

Plate Denture &R H
Partial Denture fRERENH
Complete Denture R
Treatment of Pyorrhea Alveolaris

SR RALE
Medicine #IK

The Others FOfils

Total &&t
Name and Address of Attending Physician
HAYEDEBMRTER
Name  Last(i#) First(4) Title #3)
Address Home(H %) Phone(%EzE)
Office (e E/= IR HRAN) Phone
Date(B f1) . . Signature(E4)

Attending Physician( 5 £)
Reference Number of your Medical Record(f applicable)
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Reqguest to Attending Physician
BEE~DOHFREL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOBKNITBREORBRROBNORFBIIMNETTOT, MAZBEVWLET,

2 . This form should be completed and signed by the attending physician.
ZOBARITHELEENRTAL, H»OBALTLLEIN,

3. One form for each month and one form for hospitalizatiorn/ outpatient (home visit) should be
filled out. &A%, FAR - ABRAEICOE, ZOFKN 1 KBBETT,

ltemized Receipt

O B oW E
Form B
¥A\B
(1) Fee for Initial Office Visit # 2 3
(2) Fee for Follow-up Office Visit & 2 £ 3
(3) Fee for Home Visit *® #Z LR I
(4) Fee for Hospital Visit AR E B B3
(5) Hospitalization A 174 # 3
(6) Consultation 2 # ZS
(7) Operation £ i %3
(8) Professional Nursing WX R MM ES
(9) X-Ray Examinations X # Hm &£ &S
{0 Laboratory Tests* wmoOom O # OB * Please fill in the
o $ content of the
$ Laboratory Tests.
$ T HBREONALRALT
- Ea,
(1) Medicines** = P S %= ** Please fill in the name
$ and the amount of the
3 prescription of an
$ individual medicine.
$ AL LT B 2 DIEDL T
$ EREFFRRALTTEEN,
{12 Surgical Dressing ) w® %3
{13 Anesthetics 723 28 %3
(14 Operating room Charge F W E B OAS
{15 The Others(Specify) Zofh(BEE )
$
$
$
$
(6 Total & 8 _ Unitis
WEEA

Important : Exclude the amount irrelevant to the treatment. i. e, payment for a luxurious room charge.

EE: RRERS BRICEEBRRVBDIIRN TSN,
Name and Address of Attending Physician

24 B D4 Bl R OMERT
Name Last(i4) First(4) Title(#5)
Address Home(B %) Phone(EEL)
Office (Pl £ - 1152 #AT) Phone
Date(B 1) . . Signature(Z&4,)

Attending Physician(#1 4 [£)
Reference Number of your Medical Record(if applicable)
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