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1. This form is used for claiming the social insurance benefit.
ZoFITHSRROBHORFICERA S E T,

2. This form should be completed and signed by the attending physician.
ZOBRTHEEREE, HOBALTIEE,

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

FHE, ABE - ABAMEICR Z OB 1 B LE T,

Form A (X A)
Attending Physician’s Statement
PRASIME (—R)
1. Name of patient (Last, First) Age(Date of Birth) Sex(Male - Female)
BEAL ESEERR) PERIE - %)

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

of Social Insurance

ER%
3. Date of First Diagnosis : , 20
# 2 H
4. Day of Diagnosis and Treatment : days
Ak
5. Type of Treatment
RO
[0 Hospitalization : From . 20 to , 20 ( days)
N B = ( A )
O Out patient or Home Visit: ;20 to , 20
ABesh , 20 to , 20

6. Nature and Condition of Illness or Injury (in brief)
AER DOHLE
7. Prescription, operation and any other treatments (in brief)

7. FHEDMOLEDOHEE

8. Was the treatment required as a result of an accidental injury ? Yes O No O
BRITFHDEZTIZL D LD TTh, =N INAYE
9. Itemized amounts paid to Hospital and/or Attending Physician : Form B
RREE %= B
10. Name and Address of Attending Physician
H Y D4 R R OMERT
Name 4 : Last # First %
Address {EFT : Home B Phone
Office Jil% XU E2HFT Phone
Date Hft Signature E4

Attending Physician H¥E



1. This form is wused for claiming the social insurance benefit.
ZORKITHSRROBAORFICERAEINLET,
2. This form should be completed and signed by the eitherattending physician.or the
superintendent of a hospital/clinic
ZORRFUTHEENLZE, »OFBA LTI,
3. One form for each month, one form for hospitalization cutpatient and home visit.

HHE, ABE - ABESZ L iofT Z oK 1 RS E T,

Form B (= B)
Itemized Receipt
HIH N &

(1) Fee for Initial Office Visit mo2

(2) Fee for Follow-up Office Visit B 7 #

(3) Fee for Home Visit T #Z H

(4) Fee for Hospital Visit A B & B K

(5) Hospitalization A R O#

(6) Consultation 2 % %

(D) Operation F W &

(8) Professional Nursing WEELERE

(99 X-Ray Examinations XmER

(10) Laboratory Tests B - ¢

(11) medicines E X %

(12) Surgical Dressing IR < ¢

(13) Anaethetics OB B

(14) Operating Room Charge F ilFE H

(15) The Others (Specify) FOft(FFREE X)

(16) Total & &t

Important : Exclude the amount irrelevant to treatment, i. e, payment for luxurious room charge.
E E  aREEFRRICEZEBRROLZVHOBRNTIE SN,

Name and Addres of Attending physician / Superintendent of Hospital or Clinic

EEEX IR FEE R OL BT R OMER

Name 4@ : Last f First % Title
Address f{¥Fr : Home B Phone
Office fFEPe X2 HET Phone

Date Hft Signature E4,
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1. This form is used for claiming the social insurance benefit.
ZOFKAITHESRROBHORFHIERENET,

2. This form should be completed and signed by the attending physician.
ZOHRFHREELRTE, POBEA LTSN,

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

®AE, ABL - ABESHEIC M Z o1 SR E T,

Form AGKR= A)
Attending Physician’s Statement
TRARTIME ()
1. Name of patient (Last, First) Age(Date of Birth) Sex(Male - Female)
BEL EXEERB) #5158 - &)

2. Name of Illness or Injury preferably with Number of International Classification of Diseases for the use
of Social Insurance
B4
3. Date of First Diagnosis : , 20
##H
4. Day of Diagnosis and Treatment : days
PRAE
5. Type of Treatment
B OYE
[0 Hospitalization : From , 20 to . 20 ( days)
Abz B = ( A )
0 Out patient or Home Visit: , 20 to , 20
ABest , 20 to , 20

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

75, FrE OMOLE DOHEE

8. Was the treatment required as a result of an accidental injury ? Yes OO No O
BRITEROBEEI LD D TTH, = INAY 4
9. Itemized amounts paid to Hospital and/or Attending Physician : Form B
G EE %X B
10. Name and Address of Attending Physician
624 B 0 & BT R OMERT
Name ##7 : Last ¥ First 4
Address fEFT : Home B Phone
Office JHBT X IXEMEAT Phone
Date HfT Signature E4

Attending Physician fHY4[E



RECEIPT (DENTAL) Form B (#=B)
FINAME (ER)

Request to Attending physician
HAYE~BE
1. This form is used for claiming the social insurance benefit.
ZORKNIBHEFRROMBAORFICERENE T,
2. This form should be completed and signed by the attending physician.
ZOHRKITBEENRTEAL, BLH LTS,
3. One form for each month, one form for hospitalization outpatient and home visit.
BAE, ABE - ABRSMEIZA Z o 1 ST TT,
Separate receipt required for prescriptions.

EMEHIBNCR FEERMGDZ &,

Permanent (9% D% s L UERAL) Baby teeth (ZL#)
87654321 | 12345678 VVIOI |1 0mWy v
87654321 | 12345678 VNI OI [ ION V
Identify examined teeth : (X% 3 2% % O THARL E 2T 3)
- Cavity (C) (1) - missing teeth (F) (K®) - stomatitis (G) (DA%K)

« Phrrhes alveolaris (P) ({5H&1E) - extraction needed (Z) (k)

Date of First Diagnosis (#1372 H)

Days of Diagnosis and Treatment (AT~ EAH) day (B R

Office Visit Fees (ZMWrEl)

Examination Fees (BZSEH)

X-Ray Fee (L > h4'V)

Other (Fofh)

Service (B L7 DMAL & IERDOTELR)

Describe when gold or platinum was used

(BFMEHZE., BeEERA L L ZRSFEL T EEW)

* Filling (32 TA)

« Inlaying (o > L —X X7 L —)

- Capping (metal) (£&BE7)

« Jacket capping (v 4 v +)

- Capping connected (& /& 1E)

Chipped Teeth (KiB# % itk L-5E&F OEML & EE)
- Bridge (7'V » )

- Partial artificial teeth (BN

- Total artificial teeth (¥82%H)

Name of Hospital or Clinic (JEksX (1525774 1) -
Total ()

Signat f Doctor (HHYEZE4) Currency paid
ignature of Doctor il

Date (HfT)
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