Form A

Attending Physician’s Statement

PERNAEHMEE

1. Name of Patient (Last , First) Age (Date of Birth) Sex(Male - Female)
BEL il (BAFHR) PRI (5 - o)

2. 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)

155974 B V] AR RRE ORI [T B9 0 5

3. Date of First Diagnosis: D /' M /Y S/
W72 H H A /%
4 . Duration of Treatment : days
AR S H
5. Type of Treatment
1B D5 HA
OHospitalization : From / / , to J/ / ( days)
NG H , £ ( H 1)
OOut patient or Home Visit : / / / /
N2 / / / /
6 . Nature and Condition of Illness or Injury (in brief)
JiE PR DL

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

TG, FAlZ Ot o> AL E O 2

8. Was the treatment required as a result of an accidental injury ?  Yes[] Nol[]

FRIFFEHOEEICL 2 D TT D, EOANRAIAY-d
9. Itemized Amounts paid to Hospital and/or Attending Physician : Form B
TR EE B
10. Name and Address of Attending Physician
Y E O A FIT K OMERT
Name 4 : Last First 4 Title #7
Address fEfT : Home HE phone EiE
Office AP XILR2HPT phone #EiE
Date HfJ : Signature &4

Attending Physician H4[E
Reference Number of your Medical Record Gf applicable)
PIRGEDOF




Form C RECEIPT(DENTAL) #EHIXEAMIE (HFRL)

Request to Attending physician (¥ E~BFE)
1. Please fill in this form so that the patient may claim the National Health insurance benefit.
Z OFRITAE OERMEFERROEMHOBRFEICHKLETTOT, iEAZBEWLET,
2. This form should be completed and signed by the attending physician.
ZORRRITHYENTA L, BALTIEIN,
3. One form for each month and one for hospitalization/outpatient(home visit)should be filled out.
KA, ABE « ABSMEIZ Z O 1 DB LE T,
4. Separate receipt required for prescriptions. FHFIEHIBNM LT EZ IR DO &,
5. Please specify material, for items marked 3%. XFIOHBIZOWTIME HHR LTS X,

Name of Patient Date of Birth Sex M OF
BEA EFEHARA 1) % LS
Date of First Diagnosis Duration of Treatment days
W2 H PR A
Permanent Teeth (Gk/AtH) Baby Teeth AL #7)
R87654321|12345678L REDCBAlABCDEL
8 76 543211 123456 7 8 EDCBAIJ| ABCDE
Identify examined teeth(3%4 9 2 i 2 O CHHANFS 2 21F )
+ Cavity(C)(Hh #) * missing teeth(F)(X #) - stomatitis(G) (I PN %%)
« Pyorrhea alveolaris(P) (i i) - extraction needed(Z)(ZE# 1)
Services Tooth No. Fee Services Tooth No. Fee
IR = B PCIFENE LIEEN Bk
1. Examination P2k Comp.EA LY 1. Serf
2. Xray L A UBWr 2. Serf
Bite-wings  WEA X 3. Serf
Periapical = fEHER X $Other(Material)
Panoramic 3/ 7~ X Z DAt
Models A% T 4 €TV %9. Inlay/Onlay(Material)
3. Medication [lyes [Ino AV —=IT L —
3 10. Amal./Comp.Build-up
4. Prophylaxes T[5 TNT L FE VUL X DX B
Scaling WA FRZE Post c Core A& =a7
Fluoride 7 v b#yiAi 3% Other (Material)
5. Extraction fkth D
6. Periodontal Scaling/ 11. Crown
Root planing Porcelain/Gold R—t& L - 4
AR A RS - AR AR Silver alloy 444
Gingival Curettage 3 Other(material)
EFEREE ZOfh
7. Pulp Cap Hiffiss $12. Bridge Work 7'V v ¥
Pulpotomy e BEEINT - HiBE Abut (material)
Root Canal Therapy XA
REVREE  lcanal R
2canal Pontic (material)
3canal 2 —
8. Filling FEiH %13. Plate Denture (material)
Amal. 7~ /V W A 1. Serf M HIRFEH
2. Serf #%14. Other(Material)
3. Serf ZDfh
Total Fee A&t

Name and Address of Dentist Office  t8+EFifi O K4 B OMEFT E 72 1388 BHE R D4 #5 B OV 7E

Date Signature

H AT 4

HEEBA O~ RHBOWVTWAAFIZEMOELALR S DEEITLT <BE > ICHER 221 TLEE W,
MEOBEITEARCED L DR b DR L TLEEE N,




