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Form A
¥ A

Request to Attending Physician BHRERROEED

1B M E~DRBEN

1. Please fill in this form so that the patient may claim the social insurance bensfit,
TR O SRR O ORFIOLICT 0w, IR RV LET,
2. This form should be completed and signed by the attending physician.
OSSR SERFEE S OFBALUTTEN,

3. One form for each month,one form for hospitalization/outpatient and home visit,

HA g, A ABAEE 0SB IS E T,

Attending Physician's Statement
RRANBIRMNE

1 MName of patient{Last,First) " Date of Birth Sex{Male*Famale)
BEE £4EAR, R (B 40)

2 Name of lliness or Injury preferably with Number of International Classification of Diseases for
the use of Social Insurance
ERA R UOaiREEERER o EES

3 Date of First Diagnosis :
E iR s

4 Days of Diagnosis and Treatment: days
BRH

5 Type of Traatment
TRIEOSIE
CIHospitafization:  Frem . ... to i days)
AR H . F A
[ Out patient or Home Visit:
ABES

6 Nature and Gondition of liness or Injury(in brief)

SER O

7 Prescription,operation and any other treatments(in brief)

Bl | FE Ofh oo MLE D
8 Was the treatment required as a result of an accidental injury? Yes [ No [
R HEEROBEILLDLO TR, = VR

9 Itemized amounts paid to Hospital and/or Attending physician : Form B
TERER et B

Refersnce Number of your Medical Record(if applicable)
BIREOBR S



AR (WD)

Form B
A B
Itemized Receipt
SHINEASAE (MR
Localization of Testh  ZR{%

Permanent Teeth 3K/AHS

Deciduous Teeth F.3

EDCBA|ABCDE

R876543
8765043

R

EDCBAMBCDEL

1.Name of lllness (BB A

1.Dental Caries

2 Missing Testh

3.Periodontal Diseases 4. The Others

SHEEE . ®E HE A S i) l
: N SR ; I
| | | |
2.Dental Treatment Localization of Material Fee
EELA BT Teath Examined |§$4 BEE

#Initial Office Visit 373544

.| ¥X~Ray Examination Ly V2T

#Dental Pulp Extirpation kil

*Extraction

*Root Canal Treatinent RSB

¥Root Canal Filling A& IE

¥Filling FEiE

#lalay 4vb—

*Metal Crown SRBE

#Post Grown HEGHT

*Jacket Crown ¥ yirobid

*Bridge Work 7zd"

#Abutment 5

#Plate Denture HIEER
Partial Denture Bl Hh(design;clasp bar ste)
Full Denture 85106

¥Treatment of I THELE

Periodontal Discases

#Medicine 35

Anesthesia FEE

*The Others TN

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

¥ B BRSSO T TSN,

Name and Address of Hospital or Clinic

Al e (BI04 B (R

Name

EA ]

Address

Phone

(ERT

Date

4

Signature of Dentist

HHERA

(ﬁﬁﬁ%ﬁﬁ%




