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Request to Attending Physician
PR~ FSFE

1. Please fill in this form so that the patient md *ZORFPNAUHIE IHHIERN ZFUAL Thb->TIZE
ZOERIZBEOLRBEROMBHO R FHICLE] - FNEIIEORNRN A NSO ZEEZEN

2. This should be completed and signed by | *ZPHREEIYNERE CROBSHUCODEAIE, /)‘iEQTED OFEFTIFRRIEE,
clinic. oA EF-IFEROEEE FCANIDIFN A ZREAZS W, BFRED AL TTRIAIZE Y,

3. One form for each month and one form for| ~ CATOARFHGTY)
fEAZE, ABE ABEAAZ EIfT &, 2o TR

Attending Physician’s Statement #@ramimm®

1. Name of Patient(Last ,First) m#4 [CHIRO KEMPO éﬂg){% R —HS

2. Name of lliness or Injury preferably with the number of International Classification of Diseases for the use of

Social Insurance (Please refer the table attached to this form).

B4 K O PR E R 8% (R OSSR SR ’ ‘-“ll\ﬂ%ﬁ‘—‘ #UE
Name of lliness or Injury ACUTE UPPER RESPIRATORY TRACT INFECTION | Number 7003
3. Date of First Diagnosis ##n : D/MY, £-8H 2016 2 7
4. Date of Treatment/Days of diagnosis or treatment (Z#EH/BHEAR) === ====- ®
Date of Hospitalization Ap: : From to , (days)
Date of Outpatient or Home Visit 43 7-712-:2016 , 2-712-:2016 , 2 (days)

5. Nature and Condition of lliness or Injury (in brief) sk

FEVER . coveH  FEA HE

6. Priescription, operation and any other treatments (in brief ) 47, Fifiz oo gL o4
CONSULTATION . LABORATORY TEST &MEDICATION ONLY | i2%5% TRIAAE, K

7. Was the treatment required as a result of an accidental injury ? Yes O No Vﬁ
AREEIBEROGEICLDLOTIAN? [FL ARV
8. Itemized Receipt #EiIv B Currency paid Gz idEg) 5%
Service ZEAE Fee ##£ Service ZEAE Fee %
Fee for Initial office visit wiZ# X-Ray examinations X#tp#E %
Fee for follow-up office visit ¥t Laboratory tests stz $87-6
Fee for home visit #2% Medicines E#k# $720-00
Hospitalization Apz# Anesthetics Rk
Consultation 2% $70-00 Operating room charge Fifr=%
Operation F4fi# Others (Specify) Zofi (8 H W) GST7% $ 284
Professional nursing % #fil %
Total fikrrerr==rr $300-00

Important: Exclude the amount irrelevant to the treatment, such as, extra charge for a bed.
EE AR RS TR ICEEEBAFR D72 N D DITERNTZE W,

9. Name and address of attending physician 2% Eo4 i & OMERT

Name and address of office =Rz 4 Frk OFHEHE

ABC CLINIC 00O, Singapore 123NN

Name of attending physician Efii% JULIAN

Date pfl 2-712-2076 Signature (Attending physician) %4 LTS
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1. Name of Patient(Last ,First) 4 ICHIRO KEMPO
. Symptom| 4 GINGIVITIS IS

Request to Attending Dentist
P EE A~ FSFE

. Please fill in this form so that the patient may claim the social insurance benefit.

ZORERILEE DR RROBI OB VE] o I BT 2N Ch oo T2

. This should be completed and signed by eil «#ENAIRIEDSIARI LYY 2 AT EELTE X0

ZORRNTE L EFIHBEO FHERDEES B AR WNERECIoHS QO D5AE /y;ngng lisEe s INIEEN

. One form for each month and one form for | ZE AHPDOHRIN ZEIEREG- T 20ALTZ S0, BEREOD RAL I TT3EALT S,

EAZE ABE ABEAZ LIt E 2RI (CIFOFRRS )

{

Attending Dentist’s Statement ZmiamimE

FIRRAE R —HIS

B

[11101 Dental caries >fit
U 1102 Gingivitis and periodontal disease ##1s & O & 1% &
(11103 Other diseases of teeth and supporting structures = oo & O 3Rt

3. Date of First Diagnosis ##n : D/M/Y, £#/8-8 2016 2 7
4. Date of Treatment/Days of diagnosis or treatment (GZ#EH/BHRAL) x=wrmnr=- ®

Date of Hospitalization Ap: : From to \ (days)

Date of Outpatient or Home Visit 43k : 7-12-2076 , 7 (days)
5. Nature and Condition of lliness or Injury (in brief) sEikogEs: e

GINGIVITIS PP,

6. Was the treatment required as a result of an accidental injury ? Yes O No M

ARIIBEROGEICEHEOTTN? (&L (AIAV-2
7. Brief summary of dental care o

Tooth No | Permanent G7P54321 |12345678 | | Baby teeth EDCBA |ABCDE

L& I 87654321 |12345678 Lk R EDCBA |ABCDE
8. ltemized Receipt fEix AHmE: Currency paid sz vt 5%
Service ZHNE Tooth No #=X Material #45t Fee %4

U Inlay r1—
[ Filing i
L[] Crown i
L] Extraction #ih
[] Root canal treatment #4465
(] Denture Ahi
[1 Bridge 7vvv
[1 X—Ray Lo v
\/l1 Examination Fees ikt XXX $80-00
1 Medicine #3
W others zom Xxx $80-00
Total &zfeerensnss $760-00

9.

Important: Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
fENES R EE R TR IR D22 b DI RN TLIEE W,
Name and address of attending dentist 84 % o4 fi & OE:FR
Name and address of office [ERin4 Frlk OFHEH
ABC DENTAL CUNIC 00O, Singapore 345/

Name of attending dentist Effi4  Dr-Julian
Date pft 7-72:2016 Signature (Attending dentist) 24 Julicuv




