1.This form is used for claiming the social insurance benefit.
Z ORI RBROMBT OBFFEIEN SN E T,
2.This form should be completed and signed by either the attending physician or the
Form A superintendent of a hospital / clinic.
ZORRKIFHYENEEZ, OBA L TIIZEN,

#RL A 3. One form for each month , One form for hospitalization / outpatient and home visit.
EHiE, ABE - ABEMEIZ S, Z o1 KB SETT,
Attending Physician’s Statement
R P 0
1. Name of patient(Last , First) Age(Date of Birth) Sex(Male-Female)
m#4_Hanako Kanbe i eEAR) 20 (1 9 2006)  wEml (B - k)

2. Name of Illness or Injury preferably with Number of International Classification of Disease for the use of
Social Insurance

IR A M OVFE 2 Ol T E BRI S0 JE 2 7 eczeme (No.1202)
3. Date of First Diagnosis:
M D(H)./MU})/Y(E) 10 ~ 10 2024
4. Days of Diagnosis and Treatment:
AR 4 days
5. Type of Treatment
1R D5 SE
0 Hospitalization: From / / to / / ( days)
A B H E2)
7 Out patient or Home Visit: 10 / 10 /2024 25 / 10 /2024
A B 4k / / / /

6. Nature and Condition of Illness or Injury(in brief)
JEIR DR
The patients ear were swelling because of insect bit its and
allergy Add there were much eczema on her body.
7 Prescription,operation and any other treatments(in brief)

WVH . FARTE O DAL E DR

8. Was treatment required as a result of an accidental injury? Yes [ No#f
RIFRITFRDEFEICL DD TT D,
9. Itemized amounts paid to Hospital and / or Attending Physician :Form B
HiEp =S =Y R B
10. Name and Address of Attending Physician
FH24 £ D44 il R OMERT
Name 447 : Last #E Collins First & Daniel Title #15

Address f£7T: Home HE Phone
Office JEke iz Family Health Care Phone 001-222-3344

Date H fi 20 ~ 11 2024 Signature 24, Daniel Collins

Attending Physician 124 [
Reference Number of your Medial Record(f applicable)
PIRERDEF




1.This form is used for claiming the social insurance benefit.
Z ORI RBROMBT OBFFEIEN SN E T,
2.This form should be completed and signed by either the attending physician or the
Form B superintendent of a hospital / clinic.
%= B ZORRIFHYENEE, OBL LTSN,
3.0ne form for each month , One form for hospitalization / outpatient and home visit.

FH M. ABE - ABpShEIc &, 2RI BB ETT,

Itemized Receipt
I B F

(1) Fee for Initial Office Visit %) E4 £t $ 39
(2) Fee for Follow-up Office Visit B2 £t $ 70 ($10.40. 20)

(3) Fee for Home Visit A B W $

(4) Fee for Hospital Visit NI

(5) Hospitalization A Ot % 86.25 ($60. 11.25.15)
(6) Consultation B £ 7

(7)  Operation F ity %

(8) Professional Nursing T ¥ FEME

(99 X-Ray Examinations X # B A&

(10) Laboratory Tests oM &

(11) Medicines

BRI
it

@
e
a3

(12) Surgical Dressing

b
lr A KR A R R R R R KR &R R |

(13) Anesthetics Jpk 28 %

(14) Operating Room Charge F W E B A

(15) The Others(Specify) Z O (FFFt F1H) $
$

(16) Total = s $ 191.25

Important : Exclude the amount irrelevant to the treatment , I-e , extra charge for luxurious room
charge.
R R RIRICEZERER RV S DRV TIZ S0,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
PH 2 5= IR SRS IR D44 Al OMERT

Name 487 :Last # Collins First4  Daniel Title # £
Address {£F7: Home HE Phone
Office #3227 Fami |y Health Care Phone 001-222-3344

Date B+ 20 11 2024 Signature 24, Daniel Gollins




Form C
¥=cC

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

Z ORI RBROMBAT O FFFIEN S ET,

2.This form should be completed and signed by either the attending dentist or the superintendent of a hospital / clinic.

ZOMRITHYEREES, OBHLH LTSN,
3.0ne form for each month.

KA., O 1 EBRBETT,

Attending Dentist’ s Statement

B2 N2 D

Name of patient Age(Date of Birth) Sex Female )
BE Taro Kobe Sl (EEH B) 20 C 1 /9 /2006 )¢5 (F-%)
Date of First Diagnosis C 10 710/ 2024) ( / /)
WiZA
Days of Diagnosis and Treatment 3 days
BB
Tooth Number ([ 2<)
Permanent Tooth 7K/A Milky Tooth S
#8 #7 #6 #5 #4 #3 #2 #1 | #9 H#10 HI11 H#12 #13 #14 #15 #16 #A #B #C #D #E|#F #G #H #I 4#]
R,876543 112345678L R'EDCBAABCDEL.
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 E D C B A]J]A B C D E
#32 #31 #30 H#29 H#28 H#27 #26 H#25|H24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P|#O #N #M #L #K
Services iZRNE Tooth NO. iz Fee B4 Services ZHRNRE Tooth NO. iz Fee Bh4x
1. Examination $40 | 8. Filling Amal. 1 surf.
P R TV 9 surf,
2. X-ray Bite—wings X $20 A 3 surf.
Y/;VT/ I3 Comp. 1 surf.
- Periapical X Ha 2 surf.
PR i 3 surf.
Panoramic X i
RIT~ 9. Inlay/Onlay
Models A= T —
ASTAET IV 10. Amal./Comp. Build-up
3. Medication |:|yes no TNH DGV AL KB R
B Post ¢ Core
4. Prophylazies $10 AZNAT
o 11. Crown Porcelain/Gold
Fluoride P A=l 4
7 AR EEAR Silver Alloy
5. Extraction WEe
ik Other
6. Periodontal Scaling / Root planing Zofh
P B A R s - AR T 12. Bridge Work Abut
TV X
Gingival Curettage
BRI
7. Pulp Cap
Rl Pontic
Pulpotomy FI—
R - 1 13. Plate Denture
Root Canal Therapy AR
A TRIR
1 canal 14. Other
2 canal Ot
3 canal
R

Name and Address of dentist / Office
WRHERMO KA R OMERT T2 #RHERL O 4 Fr & OV EH

Total Fee A&t

$1/0

Brown Dental Office

Date
RS}

10 / 11/ 2024 Signature

Eh

Chris Brown
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