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This form is used for claiming the health insurance benefit

ZORFIHERIRROMN ORI EH SN E T,
ATTENDING PHYSICIAN' S STATEMENT

ZEANAEZHMEE (A-EBFH

Name of Patient Date of Birth Sex [OM [OF

& EHEAH B &
Diagnosis / Symptoms O Sick R B

2 SN [J Preventive care T2t

[J Pregnancy in nomal condition IEHEGBOER
Description of Services Fee Description of Services Fee
ZEAE Bl ZERAE Rl

1 Outpatient 7§
Date of Services %ZH
Initial Visit (in this case) 4{0¥ZH

Subsequent Visit HZ

Total &&t Visits [g]

6 Inpatient AlE

From to
(Admission AB7)

Total &5t Days H

(Discharge 1ERm)

Doctor’ s Fee ALJREZERE
Room, Food, etc. =} EEisE

7 Operation Ffft
Fixation [EE

[Cyes [Cno

2 Medication

R

Dressing PG
Other Procedure (specify) ZDiiDYLE

3 [Olnjection [JIV treatment

8 Anesthesia FRE

B2 - =t}
[JLocal [OSpinal  [General
S it 25
4 Laboratory / Clinical Exam (specify) &
9 Operation / Emergency Room
O Urine B FiT= BEGBEE
[ Blood [ 1 O Radiology [Hif§2ikT
O O X-ray byMvals
O CT avk-)slEiR
[ ECG (EKG) OEX -
[ Ultrasound FBESRERES
0 1 1 Others (specify) Zitli
O O
Od
5 Physiotherapy times )
R &l [ Medical Certificate ZiiZ
Name and Address of Physician / Hospital, Clinic, Office Total Fee
EMORERCER XdRlt. 2RO R UFTER &t

Reference Number of your
Medical Record (if applicable)

Date
=[h

Physician’' s Signature

BEEfOE

ZREOES




This form is used for claiming the health insurance benefit

CORIMEREROG T ORI I N E T,
ATTENDING DENTIST S STATEMENT

BRI 2 E NS BE M E(BmEH
Name of Patient Date of Birth Sex [OM OF
B HEERH izl 5 &
Date of Services B
%%2H From to Total &% Visits [H
X Tooth Number & X
Permanent Tooth 7K Milky Tooth H i
#1 82 #3 #4 #5 #6 £7 #8 %9 #10811812813414#15%16 #A %B #C #D $E #F 3G #H #1 #J
8 7665 43 21 1 23 45 6 7 8 EDCBA A B CDE
R L. R L
8§ 76543 2 1' 1234656738 EDCB A IA BCODE
#32831430429528427526425 | #24423522821420419418517 #T #S #R #Q &P #0 #N #M #L #K
Services Tooth No. Fee Services Tooth No. Fee
ZENA E3520 Bl ZENE T Bl
1 Examination 2% 8 Filling Amal. 1 surf.
TS TINAA
2 X-ray Bite-wings IRER X 2 surf.
VM ‘
Periapical fE#ER] X 3 surf.
Panoramic N)77KTEHES ComAp. 1 surf.
3 Medication &% Oyes  [no WE‘; 2 surf.
4 Prophylaxis, Cleaning EZiEl&s: 3 s%'f.
Fluoride 79{t¥e&sm 9 Inlay / Onlay
A= P~
5 Root Planing
K=Y W=b V-2 1 0 Amal./ Comp. Build-up
TEYIN IS a5%E
Gingival Curettage Post & Core AZNay
EaERyy MEe
11 Crown &
Perio-operation
BAEIAEE Porcelain/Gold #-tby-4
6 Extraction Silver Alloy $#RA&%E
tREa
Other #0fth
Other Operation
Toft0FH
1 2 Bridge Work 7Y w ¥
7 Pulp Cap
ERTE S Abutment T&HG
Pul potomy Pontic  #v74v7
Root Canal Therapy 1 3 Denture RS
(=
1 canal Repair ZEHIEH
2 canal
1 4 Other (specify) %oftf
3 canal B
Medical Certificate i
Name and Address of Dentist / Office Total Fee
ERIEMORGERUER X3 EROZHRUTREH] &5

Dentist' s Signature
EEfinE

Date
B




