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This form is used for claiming the health insurance benefit

ZORHIERNGOMN ORRRCEH SN & T,
ATTENDING PHYSICIAN S STATEMENT

ZREANAEHES

Name of Patient Date of Birth Sex [OM [OF
BEZ HEE£HH M B &
Diagnosis / Symptoms O Sick &R _
2 fEIR [ Preventive care FPHfKEZHE
O Pregnancy in nomal condition IERESROITR
Description of Services Fee Description of Services Fee
TENE B TRENA =

1 Qutpatient #k
Date of Services &2 H
Initial Visit (in this case) HHO¥FEZH

Subsequent Visit HZ

6 Inpatient AR

From to
{Admission AR

Total &3 Days H

{Discharge 1558

Doctor' s Fee ABRIRHEESEFH
Room, Food, etc. Z=5f}-AEEes

Total &%t Visits [
2 Medigtion Cyes [no

7 Operation FHi7
Fixation [EE
Dressing ¥
Other Procedure (specify) %DMIOYLE

3 []Injectigp [JIV treatment
BT -BhiE f=¢7-]

4 Laboratory / Clinical Exam (specify) &
[ Urine B
[J Blood [
O

O ECG (FKG) (X

O Ultrasound FEESHIRE
O

O

8 Anesthesia ¥
[JLocal [JSpinal
B

(2351

[General
25

9 Operation / Emergency Room
HE= AT

1 O Radiology [Ef%ZHT
[ X-ray Miveehi
O CT Ik-r-WrEi
O

5 Physiotherapy times
TR

11 Others (specify) %t
O
O
[ Medical Certificate 2

Name and Address of Physician /_Hospital; Clinic, Office
EMORBRGERN Rtk 2RO R UTHTER]

Total Fee

—Ter

Reference Number of your

Date Physician’ s Signature
B EOEZ

Medical Record (if applicable)
ZHEEORS




the health insurance benefit

This form is used for cl
hal/)) 5N 7 Mﬁﬁm%ﬁd)mkﬁﬁﬁﬁénit
ATTENDING DENTIST S STATEMENT

B EZRAAAEES
Name of Patient Date of Birth Sex [OM OF
KRR oz B 4
Date of Services
22 From to Total &% Visits [
) Tooth Number ®=®
Permanent Tooth k8 Milky Tooth P8
#1 82 #3 #4 #5 #6 #7 #8 | #9 H10#11#128138144#15416 H#A #B #C #D 4E #F #G #H #I #J
8 765 43 21 1 23 456 78 EDCBA B CDE
R L R L
8 7665 4321 1 23 4561738 EDC A CDE
$32831#30429428427H#26425 | #24#23422421420419418417 #T #S #R #Q 4P #0 #N M HL #K
Services Tooth No. Fee Services Tooth No Fee
2 555 e SRNE He
1 Examination 2% 8 Filling Amal. 1 surf.
FSH  TIMA
2 X-ray Bite-wings BRI X 2 surf.
VoMY
Periapical BEXE] X 3 surf.
Panoramic NIiEERY . 1 surf.
K2
3 Medication € Oyes [no Vs 2 surf.
4 Prophylaxis, Cleaning HAVERRE 3 surf.
Fluoride 79{L¥REM 9 Inlay / Onlay
A= - T~
5 Root Planing
Yo VB Sy e

Gingival Curettage
HRERy M

Perio-operation
RAREER
Extraction
7.2}
Other Operation
toftoFH
Pulp Cap
tiafha
Pulpotomy
HafbEt
Root Canal Therapy
TRERR
1 canal

2 canal

3 canal

10 Amal./ Comp. Build-up
FHRISTETGE

Post & Core AMay
Crown &
Porcelain/Gold #-tby-&
Silver Alloy $HAS
Other %ofth

11

1 2 Bridge Work 7Y v ¥
Abutment TEHR

Pontic  &/74v)

1 3 Denture FHEE5HA

Repair ZEAREETH

1 4 Other (specify) toftls

Medical Certificate 2

Name and Address of Dentist / Office
BRERMORERUEF Xt BERrof#RUREf

Total Fee

Date

Dentist’ s Signature
B BB




