1. This form is wused for claiming the social insurance benefit.
Z OFERTHAERBEOKBAA OBFEIHEN S ET,

2. This form should be completed and signed by the attending physician.
ZORRRITHYENFEE, hOBAL LTI IEZIN,

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

FHE, ABE - ABESMEISAT Z O LT,

Form A(H:=X A)
Attending Physician’s Statement
TRAAAME (R
1. Name of patient (Last, First) Age(Date of Birth) Sex(Male + Female)
BEL EAVEFEAR) PERICE - &)

2. Name of Illness or Injury preferably with Number of International Classification of Diseases for the use

of Social Insurance

iz
3. Date of First Diagnosis : , 20
I
4. Day of Diagnosis and Treatment : days
AR S
5. Type of Treatment
18R DIHE
O Hospitalization : From , 20 to , 20 ( days)
B H £ ( H [#)
[0 Out patient or Home Visit: , 20 to , 20
N4 , 20 to , 20

6. Nature and Condition of Illness or Injury (in brief)
JE PR DR B
7. Prescription, operation and any other treatments (in brief)

AR TP OO ML E DR

8. Was the treatment required as a result of an accidental injury ? Yes O No [
BRITFROEEFEIZL D2 DT (E4 Ay
9. Itemized amounts paid to Hospital and/or Attending Physician : Form B
TR EH £k B
10. Name and Address of Attending Physician
824 = > 44 Bit B OMEFT
Name 4 A : Last ¥ First 4
Address {EFT : Home HE Phone
Office JpbE I T Phone
Date Hf¥ Signature &4

Attending Physician H4[%



RECEIPT (DENTAL) Form B (HUB)
FUEARME (R

Request to Attending physician
Y A~
1. This form is used for claiming the social insurance benefit.
Z ORI SRR OGO BRFFIE S E T,
2. This form should be completed and signed by the attending physician.
CORRRIFHYENTAL, BAHLTIZS N,
3. One form for each month, one form for hospitalization outpatient and home visit.
K HmE, ABT - ABSSMEICAT Z O 1 B3 BT,
Separate receipt required for prescriptions.

S EHIBIC L Z R O = &,

Permanent (R D4 Frds K ONEBAL) Baby teeth (FLtH)
87654321 | 12345678 VIO I | 1 0mN v
87654321 ‘ 12345678 VIVII I I ‘ I T miv Vv
Identify examined teeth : (%47 247 2 O TR A4 & DT 5)
- Cavity (C) (Hith) - missing teeth (F) (X#) - stomatitis (G) (%K)

+ Phrrhes alveolaris (P) (HiiEiE7R) - extraction needed (Z) (FHH)

Date of First Diagnosis (#]Z2H)

Days of Diagnosis and Treatment (2% 17> 7% H%0) day (HMH)

Office Visit Fees (ZWrk})

Examination Fees (1A%}

X-Ray Fee (L2 R7)

Other (Z DAth)

Service (B LT DI & IR OFESH)

Describe when gold or platinum was used

R ENC e, A Lz TR LTI ZEW)

+ Filling (8 TA)

» Inlaying (/> L —Xx7 > L—)

+ Capping (metal) (&J8)

- Jacket capping (v 7 v bii)

« Capping connected (ke i)

Chipped Teeth (KiHth % fififk L7=35H % OEBAL & FiSH)
- Bridge (7'V v¥)

- Partial artificial teeth (JREBz%H)

- Total artificial teeth (FAZ&tH)

Name of Hospital or Clinic (7Fi X (X244 ) .
Total (&)

Signature of Doctor (4% %E4) Currency paid
(CHhimes)

Date (HAY)






