KEEREREHEE [c]
Request to Attending Physician
HEEANEFRL
1. Please fill in this form so that the patient may claim the health insurance benefit.
COBRKIBEORERROBMAOBRBILHETTOT, SBAZHELLET,
2. This form should be completed and signed by the attending physician.
COHXIFHEHBENGEAL. M DOEBRL T,
3. One form for each month and one form for hospitalization/outpatient{home visit)should be filled out.
ZAE. T - AR ARAEICOE, CORX1MABRETT,
Attending Dentist's Statement
W2 RNBHEE
1. Name of Patient(Last,First) Age Sex ( Male * Female )
BEA F#n 431
2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
#EH . EEAN days
Permanent tooth 7K AH Primary tooth  ZLB&
(Upper) T 1 2 3 4 5 6 7 8|9 10111213141516|Z ABCDE|[FGH 1 JF
(Lower) g 32 31 30 29 28 27 26 25|24 23 22 21 20 19 1817:_3' g TS RAQ P|O N ML Kg
Type of Treatment BED DA
Dental Treatment Locallization of Teeth Examined Date Fee
(05 e BB AR fL MO. | DA. | YR BRE
linital Office Visit  #)22&F
X-Ray Examination LM UBRE
Dental Pulp Extirpastion x84
Operation  ZFflf '
Extraction $RBg
Filing 3ciE
Inlay A2L—
Metal Crown ®ER
Post Crown  f#{r B
Jacket Crown v/ yha
Bridge Work J1)w<
Plate Denture HFKZEH
Partial Denture BE&HHE
Complete Denture fAFR
Treatment of Pyorrhea Alveolaris
HiERROLE
Medicine B e
* Name of medicine ZEMDHZA]
The Others ZDfth
Total &E&T
Name and Address of Attending Physician $EHEDRZBIH SUERT
Name Last(#¥) First(£) Title(F73-5")
Address Home(H E) Phone(EE%)
Office(E R #EET) Phone
Date(H 1) ) Signature(E 4)

Attending Physicuan(#8 4 [E) |
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REZERERIRES

[ B ]
Request to Attending Physician
HYE~ASHEL

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

2. This form should be completed and signed by the attending physician.
ZOBRKITHEIENREAL, HDERL TS,

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

&RE., F-AR- ABRSNEICOE, COKRK1BABETT,

Itemized Receipt

R OUX BA M E

1. Name of Patient(Last,First) Age Sex ( Male = Female )
BEL Fin 5

2. Date of first Diagnosis

3. Days of Diagnosis and Treatment

A= FEREHN days

(1) Fee for linital Office Visit 1 2

(2) Fee for Folloe~up Office Visit B 2 b o

(3) Fee for Home Visit * 2 #

(4) Fee for Hospital Visit A & 2 K

(5) Hospitalization A =

(6) Consultation 2 = =

(7) Operation F it g

(8) Professional Nursing BEEEME

(9) X-Ray Examination XEBREE

(10) Laboratory Tests * B R E B * Please fill in the content of
the Laborotory Tests.

* HREOABTERALTE
=&

(11) Medicines %+ E X £ #* Please fill in the name and
the amount of the prescription
of an individual medicine.
wok MAL=ELDEDLFR
EEFERALTESLY,

(12) Surgical Dressing 2 W Z

(13) Anesthetics 773 25 g

(14) Operating room Charge FIMEEMA

(15) The Others(Specify) TR E K)

(16) Total a8 &t Unit is

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

EE . BIERSECARICERBRAVEDRBRLTLZEL,

Name and Address of Attending Physician $BLYEDZRTIH LUERRT

Name Last(#4) First(4) Title(F55)

Address Home(HE) Phone(EE5E)
Office(EEEHEET) Phone

Date(H 1) . Signature(F4)

Attending Physicuan(}8 H[E)
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