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Attending Physician’s Statement

DRNETINE

Name of Patient (Last, First) HB#&4%
Name of Illness or Injury 545k 44
Date of First Diagnosis #J2 Days of Diagnosis and Treatment  #2¥ H 4%
days
Type of Treatment  JBED5FH
[] Hospitalization Az from to
(] Out Patient or Home Visit  APz4t from to
Nature and Condition of Illness or Injury (in brief)  fEIROAEEL
Prescription, Operation and any other Treatments (in brief) — #LJ5 « Fili7a & Wl OAY 3

Itemized Receipt

A=

Fee for Initial Office Visit IR e
Fee for Follow—up Office Visit Bk
Fee for Home Visit L2k}
Hospitalization NI
Consultation PEE
Operation T
X-ray Examinations Xipi A e
Laboratory Tests AR
Medicines =K
Others (Specify) Z DAt
Total Gri
Important : Exclude the amount irrelevant to the treatment, i.e.,payment for a luxurious room charge.

Name and Address of Attending Physician,/ Superintendent of Hospital or Clinic

FH2 I S e S5 & 044 il b OMERT

Name 44 il

Address FFr

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

ZORRFUTHEENTAL, 0B L TLTEENY,

O This form is used for claiming the social insurance benefit.

ZORAITHER RO AT BEFICH S ET,

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

A i ABt - ABRSMEIZZ ORI LEETT,

(EEFHH)




Attending Dentist’s Statement

WRRRNA S

Name of Patient (Last, First) HB#&4%
Name of Illness or Injury 545k 44
Date of First Diagnosis #J2 Days of Diagnosis and Treatment  #2¥ H 4%
days
Type of Treatment  JBED5FH
[] Hospitalization Az from to
[J Out Patient or Home Visit  APz4k from to
Nature and Condition of Illness or Injury (in brief)  fEIROAEEL
Prescription, Operation and any other Treatments (in brief) — #LJ5 « Fili7a & Wl OAY 3
Itemized Receipt (Dental)  FEUXEAMIE (B FL)
Dental Treatment (BiRHa#) |0 0L OL oD PRmined] Natorial (D | Fee (A7)
Examination 5
Extraction Pk
Filling FEIH
Inlay AL —
X-ray Examination XHR A
Crown st
Bridge Work A%
Plate Denture HIRFE o
Medicine B3R
Others (Specify) sl
Total &t -— -
Important : Exclude the amount irrelevant to the treatment, i.e.,payment for a luxurious room charge.

Name and Address of Dentist,” Office

B Bl oD 4% T M OMERT SUT R EBE 040 B S OVFT(E

Name PG|
Address FFT

O This form should be completed and signed by the attending physician.
ZORERITHEENRFTEAL, D OBALTLIESN,

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

ZORITRERRBROAR AT IS ET,

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

A i ABt - ABRSMEIZZ ORI LEETT,

(o)




