Request to Attending Physician or Superintendent of Hospital / Clinic
HEY R LT3R R RN D B
1.Please fill in this form so that the patient may claim the National Health Insurance
COMMIE, BEOERBFERROMGHHFEICLETTOT, HZ BN LET,
2.This form should be completed and signed by either the attending physician or the

superintendent of the hospital / clinic.

COMMIE, HYEXZBHEDOFHBENEES, DOBEXEZLTLILEE L,
3.0ne form for each month and one form for hospitalization / outpatient (home visit)
should be filled out. COMMIE. AT L. ABi. ABNT LI E—KpETT,
4.If not in dollars please specify the unit used. K)VUANDBEEDOHE AR, TOFZHENTIZEL

Form B

Itemized Receipt
(I YO UE I -

(1) Fee for Initial Office Visit Ik L s $

(2) Fee for Follow-up Office Visit FHazH} $

(3) Fee for Home Visit (aa s $

(4) Fee for Hospital Visit AR Bk $

(5) Hospitalization AR # $

(6) Consultation L5 $

(7 ) Operation FirE $

(8) X-ray Examinations X MRt $

(9) Laboratory Tests e $

(10) Medication < 5K 2 $

(11) Anesthetics JRR I B $

(12) Operating room charge Fir=EH $

(13) Others (specify) Zoftt CEEHMHZ  $

(14) Total & FF $
Unit is
BB HAL

Important: Exclude the amount irrelevant to the treatment in payment for a luxurious room
FE charge. @ERERFRBICEZEBROGLVEDIE. BRWTTFEL,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y R AR B % = D Fa i d & OE T

Name#%wi : Last &% First % Title #%5
Address: Home HE Phone &
{EFT Office JRBE XX E2 e Phone &%

Date H1y: Signature E#




RECEIPT (DENTAL)
( )

Request to Attending physician
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
2.This form should be completed and signed by the attending physician.
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.

1
Separate receipt required for prescriptions.

Permanent Baby teeth

Identify examined teeth : o
Cavity C missing teeth F stomatitis G
Phrrhes alveolaris P extraction needed Z ( )

Date of First Diagnosis( ) Currency paid
Days of Diagnosis and Treatment( ) day( )
Office Visit Fees( )
Examination Fees ( )
X-Ray Fee( )
Other( )

Services

Describe when gold or platinum was used(

Filling

Inlaying

Capping metal

Jacket capping

Capping connected

Chipped Teeth
Bridge

Partial artificial teeth

Total artificial teeth

Name of Hospital or Clinic Total

Signature of Doctor

Date




