10.

. Date of First Diagnosis : D
H

Attending Physiciard s Statement

w2 B PN &= BA Ml F

. Name of Patient (Last , First) Age (Date of Birth) Sex{(Male - Female)

BEA i (EFAB) 3 (% - &)

. Name of Illness or Injury preferably with Number of International Classification of

diseases for the use National Health Insurance (See the other side of this form)

Gra R UERBRRRABRRASEES

L M /Y / /
GIEAE] /S B /O / /

. Duration of Treatment : days

PEAR S -

. Type of Treatment

BRODE
CHospitalization : From / / , to / /7 ( days)
N ] / ya , 2B / ( H D
OOut patient or Home Visit : / / / /
ABest / / / /

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

FEIRDBEEE

. Prescription , Operation and Any other treatments (in brief)

5. FNEOMONE DFEE

. Was the treatment required as a result of an accidental injury ? Yes[d Noll

BEREEEOEFICLEHDOTTD, Iy vz
. Ttemized Amounts paid to Hospital and/or Attending Physician : Form B

BRER HAB

Name and Address of Attending Physician

HYEOCLAIEUER
Name 4al  :Last & First 4 Title #&
Address EFT : Home B phone E:E

Office bR ISR phone E3

Date B : Signature 4

Attending Physician fBY4[E
Reference Number of your Medical Record (if applicable)

DREDEE




RECEIPT (DENTAL)
BN AEEEFD

Request to Attending physician
BYE~BE,
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
ZoFENEEEOERBERROKBMAOBPHFBIZLETIOT, SHAZBEVLET,
2.This form should be completed and signed by the attending physician.
CORRNEHESESTAL, EALTIESWY,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
SAE. AR - ABRAMEIL, ZOFER 1 ERBETT,
Separate receipt reguired for preseriptions.

Eptialic A FEzRd0Z &,

Permanent (BEROAFR L UEEALD) Baby teeth (3LtH)
87654321 | 12345678 VvEDI | 1nmmvy
87654321 | 12345678 VVELI | IDHVY
Identify examined teeth : (Y3 22O CHABLE DT H)
- Cavity (C) (&) - missing teeth (F) (X#§) - stomatitis (@) (OA%)
- Phrrhes alveolaris (P) (#518/RIR) - exiraction needed (Z) (ZEikih)
Date of First Diagnosis (f122 H) Currency paid
Days of Diagnosis and Treatment (Z2R&T-%%0%) day (B D) (XIhBER)
Office Visit Fees (28D

Examination Fees (RZEH))
X-Ray Fee(L > N7 V)
Other (Z Ofh)

Services (JAHEE L7288 O & IHEREOEE)

Describe when gold or platinum was used (EEHMEHI S, B&Z2ERALE
EXRBERLTLIESY)

-Filling ((ETA)

“Inlaying (/> V—XiZ7> 1 —)

-Capping (metal) (&B®)

-Jacket capping (V% 7 v i)

- Capping connected (3§E#kGeta)

Chipped Teeth (REH LB LGS T O L TEER)
*Bridge (7'V v )

-Partial artificial teeth (EE8z5iE)

Total artificial teeth (RZE1H)

Name of Hospital or Clinie (BB XIZ2EFAH) Total (B})

Signature of Doctor (AMUEZEA)

Date (Bf)




