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This form is used for claiming the health insurance benefit (EFH)
ZORRUTIERERROFG AT O PFFIE I ET,
Attending Physician’s Statement
Y 3 %
ZRAEXBH ME

Name of Patient Date of Birth Sex OM OF
BEL AR eyl ) LS
Diagnosis Symptoms
Prescription, operation and any other treatments(in brief) O Sick 95

AT, FAE DOMDILE DBEE (BIRNE)

[0 Preventive care TPHRYRZ)

NEZETEMMTOSERIE, REICHWERELALTTSL,

[0 Pregnancy in nomal condition

E R D IR
Description of Services Fee Description of Services Fee
PIENE Bhx PRNA Bhx
1. Outpatient 4} 7. Inpatient APE
Date of services %2 H oL .20 to . .20
[0 Initial Visit #J2 . .20 (Admission AJ5z) (Discharge iBf5¢)
[0 Subsequent Visit . .20 Total A&F Days H
B2 20 Doctor’s Fee ABzZHFE &L
[%E@E’EEE]&L'C-‘BEﬁ [20 Room ZE#}
J
[0 Home Visit . .20 Food R
*2 8. Operation FAif
Total A&t Visits
2. Medication &3 O I;;es O no
Kind of medicine ZADFE%E

Em Eaire ing
@- er Pr&c u&sicify) Z D ALE

ENMBFEIh TIN5, E
FlaERBALTESS

3. [ Injection [ IV Treatment
BT - ik F

4. Laboratory (specify) s
[0 Urine JR
0 Blood Ifii&
O

9. Anesthesia FRi}E
[J Local
Jail

[ Spinal
HHE

[J General
£

10. Operation/Emergency room

FifrE

0 ECG(EKG) LE[X
[0 Ultrasound #&E B

11. Radiology
O X-ray V> hFU2lWr
0O CT arta—a—WEtRe

s

O O
O
O 12. Others (specify) DAt
O
5. Physiotherapy times O
PR O
6. Medical supplies O
[t [J Medical Certificate ZWr#

Name and Address of Physician ,~ Hospital, Clinic, Office
RO KA B OMERT XU J6BE, AT D4 Fr e OVFTEHE

Total Fee

ot

—' JLMTHLFESTHRVERA I

Date
EED)

ERTDFEEAR

R (LT - K4

NEFETENNTLDERIE. TOESD
REIZHRERER) ZERALTTSLY,
CHEOMRTIEVELA,

[ Bifi D44

KEMICEA-FBALTVWEEGTGNoEE

Physician’s Signature

Reference Number of your

Medical Record(if applicable)

EEDH 1 .

KEWRENRETEAT ., CORASESEREO KDY LShIEE

CELDRBEAIC. LTFDIEEZSELALTTELY,
DOERENFEITINGEMST-EHA

(f5]: BAMAZ (CEBEAL THL == FEWNELA R ITINE A DT=)
QEENDFEINL =B DH A X IET LI (Paid, CashZ)

(R8.05)
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This form is used for claiming the health insurance benefit (#F-H)
ORI R R OGO P EEICE RS ET,
. . 9y
Attending Dentist' s Statement
wWEEZERERANAEBHME
ame of Patient Date of Birth Sex OM OF
BHEA4 AFERR TR 5 LS
Date of Services SHLAEZIALTLSS =N = &
D - ( % h . ] rotal Al ERABERALTHSS |
Tooth Number #H=
Permanent Tooth 7K/t Milky Tooth L
#1 #2 #3 #4 #5 #6 HT #H8 |#9 HI10 #11 H12 #13 #14 #15 #16 #A #B #C #D #E|#F #G #H #I #]
R8765432112345678L REDCBAABCDEL
8 76 54 3 2 1|1 2 3 45 6 78 EDCBAIABCDE
#32 #31 #30 #29 #28 #27 #26 #25|#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P|#0 #N #M #L #K
Name of _illness (B %)
Dental caries HfififiE Missing teeth VGi-! Pyorrhea alveolaris AR The others Z i
( BEIMEERALTESS
Dental treatment Date of Services] Tooth No. Services,” Material Fee
(PEHRR) (5% H ) (JEHEERAT) (AN EHED k)
1. [Initial Office Visit #J2#t
2. X-Ray Examination VM2 —] —
[ ] 3. Dental Pulp Extirpation #%f# B
4. Extraction Kt
Material
5. Filling FIE [
E Material
Efi 6. Inlay/Onlay AYV—+TVL—
(_: /\):“?( 17 N Material
H 7. Metal Crown )@ (777
)LE gty Gk ;mﬂﬁa«—oum L ztz\ Material
8. Post C Mkt Gk MY JI= :
b ost Crown e (K HORBASBEELY T,
Ed) = BHEEE. 2BISCHLAS. Material
5 9. Jacket Crown ¥'¥/7ybih TS53vo R—ELo LY,
5 77)bﬁj_\ HE Material
10. Bridge Work 77y’ \_ Y,
11. Plate Denture HIRFE R Maert
Partial Denture  JRJ&BFE Materil
Complete Denture #3F5H \ Material
12. Treatment of Pyorrhea Alveolaris
o Y L
13. Medicine #3#&
14. Prophylaxis,Cleaning HHikRE
Fluoride 7v{t#)&Afi
Root Planing
A=Yy N=pI V==
15. Others (specify) D1t
Name and Address of Dentist / Office Total Fee
HRHERTD K4 B OERT T EBEO4FR & OFTFEH ARt
JLHNTHLFESTLELEEA I — —
{ I B (- 4
Dat ~ Dentist’s Si t %EEE‘C_%?&\*L‘CL‘%;%FEI& ZDEH D
| Emomme s S Slenatire EFDY A2 RACHR BT ERALTTAL,
B A R RERIE E CHEOHBRTHEVNEL A,
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	記入例（療養費支給申請書)
	見本（診療内容明細書・医科)
	見本（診療内容明細書・歯科）

