Form A
%A A
1. 'This form is used for claiming the social insurance benefit.
Z ORI IRBROFG S O HFEIEH S E 7
2. This form should be completed and signed by either the attending physician or the superintendent
of a hospital/clinic.
ZOREIFHYE S L IR AEFEE, 20BA LTSy
3. One form for each month, one form for each hospitalization / outpatient and home visit.

KA, ABE - ABHMEC, 2O EE T,
Attending Physician’s Statement (Z & N & B # &)

. Name of Patient (Last, First) Age (Date of birth) Sex (Male * Female)
BEA il CEEA H) PRl G- &)

. Name of Illness or Injury preferably with Number of International Classification of Diseases for the use of
Social Insurance 74 & Ot R EIBSIR /0 JE08

. Date of First Diagnosis , 20
w2 A
. Days of Diagnosis and Treatment : days.
2R A
. Type of Treatment
TRROSHA
[J Hospitalization : From , 20 To , 20 ( Days)
NI H E= ( E155))
[J Out patient or Home visit : , 20 , 20
N4 , 20 , 20
. Nature and Condition of Illness or Injury (in brief)
FEPR OO

. Prescription, operation and any other of an treatments (in brief)

BTG« TFhTE OADORLE OREEL

. Was the treatment required as a result of an accidental injury ? Yes [ No [

BRI OEFEIZ LD D TT N

. Itemized amounts paid to Hospital and / or Attending physician : Form B

n W FE #X B
1 0. Name and Address of Attending Physician

TR EOA AT S O ERT

Name 4 : Last # First 4

Address {F7T :  Office

Date HfY : Reference Number of your Medical Record (if applicable)

IRDE

Signature &4




Form B
£k B
1. This form is used for claiming the social insurance benefit.
Z ORI IRBROFG S OHFRIEH S E 7
2. This form should be completed and signed by either the attending physician or the superintendent
of a hospital/clinic.
ZORRANFHAEE S L IIRRAE S, 20BA LTES0Y
3. One form for each month, one form for hospitalization / outpatient and home visit.

AR N - AFAMES, Ol E T,

Itemized Receipt @EIHIHIE)

Name of Patient ( )

(1) Fee for Initial Office Visit )
(2) Fee for Follow —up Office Visit B 2 W
(3) Fee for Home Visit Tt 2 H
(4) Fee for Hospital Visit A Bt & PR
(5) Hospitalization A B B
(6) Consultation 7 %5 %
(7) Operation F W &
(8) Professional Nursing TR Im e
(9) X-Ray Examinations X o A 2
(10) Laboratory Tests oA
(11) Medicines SR <
(12) Surgical Dressing (R
(13) Anesthetics BE B
(14) Operating Room Charge Fii=EZE M
(15) The Others (Specify) Z ot (Rt &)
(16) Total & &t

Important : Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.
T E o SREEEERRICEERRORN S DIEFFRN T IZE 0,

Name of Attending Physician

Y EOAHI
Name : Last First Title
EAHI] : 4
Date Signature

HAT 4



Form C

% X C
This form is used for claiming the social insurance benefit.
Z ORI FHERROFG T OHFEIE T S E 7
Itemized Receipt (Dental) FE{HAMEE (BEF})
Name of Patient( )
Localization of Teeth L
Permanent Teeth 7K /At Deciduous Teeth . th
87654321 |123456078 edcba |edcba
R 7654321 12345678 R abcde |[abcde =
1. Name of Illness 3%
(1) Dental Caries (2) Missing Teeth (3) Pyorrhea Alveolaris (4) The Others
) ﬁr‘i IiE /i~ | ﬁﬁﬂ%ﬂ? % © ﬁ*|l
| | | |
2. Dental Treatment Localization of Teeth Examined Material Fee
HRHA SRR Ok 1B
#
(1) Initial Office Visit #Jz2#t
(2) X—Ray Examination W /i
(3) Dental Pulp Extirpation /i
(4) Operation Fff
(5) Extraction ik
(6) Filling Febt
(D Inlay f/v-
(8 Metal Crown 4@
(9) Post Crown ittt
(10) Jacket Crown ¥ )y Mt
(11) Bridge Work 7'y’
(12) Plate Denture Az
Partial Denture Jaizet
Complete Denture fAzEH
(13) Treatment of Pyorrhea Alveolaris
PRI E
(14) Medicine £
(15) The Others ZDftt
(the currency unit 1EEFHAT) Total A7t
Name of Dental Surgeon [Effi4 Signature &4

Name and Address of Dentist’s Office #EHERD4 i At

Date Hff




