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Form A

#KX A
Attending Physician's Statement
2 BE N 5 B M 2
Name of patient(Last,First) Age(Date of Birth) Sex (Male * Female) 43I

B B (A H
4 (B4R ) R

Name of Iliness or Injury preferably with Number of International Classification of
Diseases for the use of Social Insurance (See the attached paper)
SRARUVHERREZZERAERERSEES GIESE)

(No. )

Date of First Diagnosis
W2 A

Days of Diagnosis and Treatment
4=k days

Type of Treatment
BEONE
W Hospitalization
NS From §©
to = . . ( days )

W Out patient or Home Visit
N

Nature and Condition of Illness or Injury ( in brief )
ERDBRE

Prescription, operation and any other treatments ( in brief )
WA, FHzOMmOLEDHRE

Was the treatment required as a result of an accidental injury ? Yes 1 No [O
BEIEROEEICLDILOTTH (A (AAVS

Itemized amounts paid to Hospital and.” or Attending physician From B
AERE #xX B

Name and Address of Attending Physician
HEEOLBIRUMER

Name %u1 . Last# First &

Address {Eft : Home B=E Phone

Office E RS Phone

Date Bt . . Signature ££

Attending Physician 84 E
Reference Number of your Medical Record ( if applicable )
CEEOES

O This form is used for claiming the health insurance benefit.
COHBKIIBEREOBFBRBIERINES

O This form should be completed and signed by the attending physician.
COHKIFEEENTEAL, BRZLTZEW

O One form for each month and one form for hospitalization / outpatient.
RAZTE. AR AN ELIZDE, CO¥RIPIRDETT



Form B

#xX B
Itemized Receipt
8 IX B9 M £

(1)  Fee for Initial Office Visit I

(2) Fee for Follow -up Office Visit BigH

(3) Fee for Home Visit w2

(4) Fee for Hospital Visit AR B

(5)  Hospitalization N

(6) Consultation PERE

(7)  Operation FE

(8) Professional Nursing BERERE

(9)  X-Ray Examinations XigREE
(10)  Laboratory Tests HBREE
(11)  Medicines EEE
(12)  Surgical Dressing aFE
(13)  Anesthetics MEE
(14)  Operating Room Charge FHEER
(15)  The Others (Specify) DM (FREE L)
(16)  Total & 5 __ Unitis

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

EREMFLARICEEBROLGVEDIRRNTIZSLY

Name and Address of Attending physician / Superintendent of Hospital or Clinic
HHEXTFEREFROBRRTERR

Name %u1 . Last # First & Title #&
Address {Eft : Home B=E Phone

Office EfE#LRE Phone
Date Bt . . Signature ££

Attending Physician 84 E
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1 BFEAS (8 - &)

£€RH £ A H

2 BRARVHERREREREREARSEES

(No. )
3 #¥EZH g A =
4 ZEBH A fE
5 BEDONE
m ABE&L7=H
3 B B ~ F B =] BRE
m S\ EREZH
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F B = F )= =}
6 JERDBE
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Form C

#=xX C
Attending Dentist's Statement
HEHEZENRRES
g%m%e of Patient(Last,First) giﬁfgﬁ% g )Birth) Sex (Male * Female)
T i
. HH (B - &)
Date of First Diagnosis Days of Diagnosis and Treatment
=A . . ZRAY days BHF4
Tooth Number &=
Permanent Tooth k& Milky Tooth 3li&
#1 #2 #3 #4 #5 #6 #7 #8|#9 #10#11#12 #13 #14 #15#16 #A #B #C #D HE|#F #G #H #1 #J
R8765432112345678L EDCBAABCDEL
'8 7 6 5 4 3 2 1|1 2 3 4 5 6 7 8 "E D C B A|[A B C D E
#32 #31 #30 #29 #28 #27 #26 #25|#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P|#0 #N #M #L #K
Tooth No. Dental Treatment Date Fee
I ERAR MO.| DA.| YR BERE
linitial Office Visit IS
X-Ray Examination LUNFUBE
Dental Pulp Extirpation Rk
Operation Fily
Extraction R
Filling FEiE
Inlay AL—
Metal Crown ol )
Post Crown e
Jacket Crown DAl
Bridge Work PP
Plate Denture ARERE
Partial Denture ISEIESE
Complete Denture HWERE
Treatment of Pyorrhea Alveolaris
WERRLE
Medicine RE
The Others Z Dt
Unit is B& 8 Total &:t

Name and Address of Attending Physician

HUED BRI RGER

Name %77 : Last # First &

Address {Efi : Home B=E Phone
Office E&HE Phone

Date Bt : . . Signature £%

Attending Physician 84=
Reference Number of your Medical Record ( if applicable )
PEREOES

O This form is used for claiming the health insurance benefit.
COHRKIIEBERBROBMARBICERINET

O This form should be completed and signed by the attending physician.
COBRKIFHEIENRBAL. BLELTZEL

O One form for each month and one form for hospitalization / outpatient.
BHEZE AR ARNZEIZDE, COBRRPIBBETT
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