—

BIMERBEERIEDC

(ERERARREDIEICLW2016F4F1BHS)

=N

AEHEREZRFRROBRREDIITRE DBAEMPICHTCITNIC IV LT EF TR DRE
RETRRERIITZEE. FEEICHEESREZREV CGERHOSND & IO TZEFRED—NAL
RUENE T, 72720, AFEE BRICBANEMIN S R EXHRTERVWEREHUET,

XIS NDEH

HATORRER D
(BRMIHZETDREZNDH)

XIS NV \SEE

£y
BT AR SRR BB IE
DRI E DS

RERDE DR, ZBNY R

RBEEHCTANREL=EITAY
NETRICERT HEICITH

(

BNMREBDTIERARMR \

BNEEE(CRDFIEFRKRERNIE
ATVWBI NS BBANEEEDARIE
AR REFICDWVWTICER 25 F12
B 6 Bff BEEHEARREEERE
FRARMREER@EN) [CEDE. FEHS
XERZEBIEUEREL TULET,
THAERERICHEBROBEREEITE,
SBEENDENEM -

REBBEEHARENCEEL TV S F

(ﬁ%ﬁt@%%ﬁb“aib)ia'o |

o RMDANERRRTRIZUIEE

FhFIE

O EAREE
OENEAHE
=Z0ON HP THs

DEASHMEE

OENEAHE
EUITHEFRT D,

WEER

T EDENE (F3E0)

CECASNONCGRCNONSNS)

AAEICETIREE(2 %)

O EFRHETEHEXLVS
DRNEZED,
QBRI & (AB- #43€51)
O FEARAE
OEREHE
EERICEEALTE D,

O BEEEAECEHRY S,
@ pEEEERsL. ROT
HET 5.

/

RELET

XZHFRIC DOV T BRESRERFENT CATEEZTHV BFRER
TEEKDGERZ UIDISEICRDIRRESRDERAN TIHRER I ZHEL.

>R RIRICKIL TR ERESTRISHEN BV ET,
KHIMRER. HFEDH O OEAHIRYRAHLET,

FEEXIMHERS (HRRICROTEHUTVWIE<ERTY)
2EABIHMEEFormA]DRA (EREEDEMMNECEHLIZED)
FAUXBRHEE [FormBIDRA(EFEHE DAL & 5T D)
BN D EFRERCEEaRE T L S IERAINEDRE
WMIEEED BAGEEER BERBE OFFr - K& - B ZEH L T<ET W)

HEED@ER KEFEUNDOOEZRLEDSZEIE. HHEENSDEERNBETT,
INRIR—b ZESFE DD BINEMUZERIHER TS SZENDEL

WEICIHU T LEUAMMIERERDDENDHUET,



Form A

Request to Attending Physician (FHM4E~DORBRE)
1. Please fill in this form so that the patient may claim the national health

insurance benefit

Z ORI DOERAERARR O OHFHILETTOT,

AEA 2 B L £,

/

10.

Name of Patient (Last, First) Age (Date of Birth)

HBEL i EFAR)

Name of Illness

Sex (Male*Female)

PRI (5 - 240

or Injury preferably with Number of International Classification

2. This form should be completed and signed by the attending physician
ZORATHYER TS, OFA LTRSSV,
3. One form for each month and one form for hospitalization /outpatient (home visit)
should be filled out. KHE, ABE - ABSMEICOE, ORI NETT,
Attending Physician’s  Statement
ZoR N oA B oM E

of diseases for the wuse of National Health Insurance (Please refer to the table attached

to this form)

R4 e OV RAERRCR R [E B0 73 483 5 (RIS )

(NO. )
Date of First Diagnosis : D / M /Y / /
WZH H ~ A / #
Duration of Treatment : days
R A
Type of Treatment
1B D S FE
OHospitalization :  From / / , to / / (  days)
N B = ( H )
OOut patient or Home Visit : / / / /
ABEst
Nature and Condition of Illness or Injury (in detail)
FER OB GEL R L T 7Z&EW)
Prescription, Operation and Any other treatments (in detail)
W5, FAE OMOREDOHE GELFEE#HL T 7ZEW)
Was the treatment required as a result of an accidental injury? Yes [INo
BRIIFEROEEICL D DT, AN AN AY-4
Itemized Amounts paid to Hospital and or Attending Physician: form B
TR FRBIZ XD
Name and Address of Attending Physician
824 = D44 i S OMERT
Name#4 #ii : Lastlf First4: Title 5
AddressfEfT : HomeHE phone®E&f
OfficefFil XIS B2 IEPT phone#i i
DateH £} : Signature&4

Reference Number of your

IR

Attending Physicianff 4
Medical Record (f applicable)




Form B

-

1.

N

Request to Attending Physician or Superintendent of Hospital/ Clinic \
HHY = S IRPE R AR~ DRFEN

Please fill in this form so that the patient may claim the mnational health insurance
benefit
Z ORI OFE REBFAR OB OHRFEIZNETTOT, EHEZBENLET,
This form should be completed and signed by either the attending physician or the
superintendent of a hospital/ clinic
ORI EEXIIFRROFERENEE, OBA L TTIV,
One form for each month and one form for hospitalization/outpatient (home visit) should be
filled out. &AME, APL - ABSIMEICOE, ZORRADPLETT,
If not in dollars, please specify the unit wused

RSSO DEAITZ D EH BN TL &0, J/

Itemized receipt

[ I

(1) Fee for initial office visit W2 EL $
(2) Fee for follow—up office visit B2k $
(3) Fee for home visit TERZ $
(4) Fee for hospital visit PN $
(5) Hospitalization N4 $
(6) Consultation DR $
(7) Operation Fili $
(8) X-—ray examination X M $
(9) Medication A $
(10)  Anesthetics VAR $
(11)  Operating room charge FiT=EE A $
(12)  Others(specify)Z D1t (T8 B BHFD) $ $
(13)  Total & & $
Important : Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
TR R E R R ICEERR O RN DIFFRVT TSV,
Name of Patient
BEL Last First 4
Name and Address of Attending Physician,Superintendent of Hospital or Clinic

TG UL SR = O 40 il OMERT

Name il : Last #f First 4 Title #5
Address fEFT : Home HE Phone i

Office JFle I3 a2H Phone 7%
Date HAff : Signature &4




Form C RECEIPT(DENTAL) EIXHIME (SEF)

Request to Attending physician (F84E~BFE)
1. Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORRITABRE OE RBEFERBR OB OHFEICLETTOT, iEHEZBEVLET,
2. This form should be completed and signed by the attending physician.
ZORRUTHEERTA L, BALTIEIV,
3. One form for each month and one for hospitalization/outpatient(home visit)should be filled out.

& A fE, ABE - ABESMEIZ Z ORI EE T,

4. Separate receipt required for prescriptions.

FAPEHIBNC AT E R RGO Z &,

5. Please specify material, for items marked . NEIOHEBIZOWTIIME HHEL L T 7Z S0,

Name of Patient Date of Birth Sex M OF
B4 EAEAH P % L8
Date of First Diagnosis Duration of Treatment days
W2 A RS H ]

Permanent Teeth (7K /A Bh) Baby Teeth(L.%)
R87654321|12345678L REDCBAlABCDEL
87654321'12345678 EDCBA'ABCDE

Identify examined teeth(G% X4 3" % i & O CHHAIH A4 & DT 5)
+ Cavity(C)(H ) + missing teeth(F)(X th) - stomatitis(G)(H PN %%)
« Pyorrhea alveolaris(P)(th i i) + extraction needed(Z) (E th)
Services Tooth No. Fee Services Tooth No. Fee
I = B PN LIEN B
1. Examination 2 Comp. ALY 1. Serf
2. Xray LV 72 2. Serf
Bite-wings WA X 3. Serf
Periapical — #E#ERI X $%¢Other(Material)
Panoramic N/ 7+ X Z DA
Models A& 4 ET )L 9. Inlay/Onlay(Material)
3. Medication [yes [Ino A= ITL—
i 10. Amal./Comp.Build-up
4. Prophylaxes T T NA L EEVY T DR EgEE
Scaling ®AFRZE Postc Core A X/va7)
Fluoride 7 v {b#p¥Ahi % Other (Material)
5. Extraction gt Z DAt
6. Periodontal Scaling/ 11. Crown &
Root planing Porcelain/Gold R—& L > - 4
WP T AR S - R R Silver alloy &4
Gingival Curettage % Other(material)
EREREE Z Dt
7. Pulp Cap 7 $%12. Bridge Work 7' U v
Pulpotomy B HECINT - HiBE Abut (material)
Root Canal Therapy XA
REIRHE  lcanal R
2canal Pontic (material)
3canal 23—
8. Filling F#4 $13. Plate Denture (material)
Amal. 7~ /LA A 1. Serf M HIRF
2. Serf $%14. Other(Material)
3. Serf Z 0t
Total Fee &t

Name and Address of Dentist Office

B AN 0D FoAn B OMERT & 7o 13 R EEBE D40 F7 K ONFTE

Date
EER)

Signature
B4

HEEE DT~ XHBOWTWAIHEBICEMDOILAN D DHEEITST <> TR 2 21 T E &V,

MEOBAITEEICED L IR DMRL T ZE N,
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Agreement of Authorization

» Starting date of medication Year Month Day

* Insured (Patient)
(Name of the insured)

(Address)

(Date of birth)  Year Month Day

To: NAHA City Office
I (patient who has received treatment), and my head of house hold,

authorize the City Office or its staff, and its subcontractors, including

sub-subcontractors to refer and obtain any and all factual information related to an
overseas medical treatment benefit claim(s) filed or to be filed including date of the
treatment, place, and any treatment records and information from the medical
organization in order to verify by submitting the related application forms.

Also, I agree to submit a photocopy of my passport if it is necessary along verification
process written above.

Signature

Insured person who has received treatment shall sign one’s signature. However, in the
following case, guardian (insured person is under age), guardian of adult (insured person
is adult ward), heir (insured person is dead) shall sign one’s signature.

(Signature) Sl
(Address)
(Date) Year Month  Day
(Relation to the insured) : Self - Guardian - Heir + Other

2% This agreement of authorization expires six month after the signed date.

Also, we might ask you to fill out the formatted documents if countries or regions, and
medical institutions required submitting their format of agreement of authorization or
authorization letter.
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L REACISSE

REVIPI C1=E F___HA H

- BHRKGE () Insured (Patient)
(MR # 14  Name of the insured)

(£t Address)

(HA=HH# Date of birth) o H H
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Table of International Classification of Diseases for the use of National Health Insurance

ER@EARA BERERIER

I Certain infectious and parasitic diseases
R B U e

0101 Intestinal infectious diseases
e RLURE

0102 Tuberculosis
Atz

0103 Infections with a predominantly sexual mode

of transmission

E& L THERMRRESNE & DEEE

0104 Viral infections characterized by skin and
mucous membrane lesions

HBRUHSEOFEEENES 7 1 L AES

0105 Viral hepatitis
7 g AR

0106 Other wiral diseases
F DD T 1 - ATRE

0107 Mycoses
EHIE

0108 BSequelae of infectious and parasitic diseases
FIER OV RIEOES - HIBE

0109 Others
T OO0 EERE B TVE AR HURE

I Neoplasms
LW

0201 Malignant neoplasm of stomach
DEMEF S

0202 Malignant neoplasm of colon
FERR O AT

0203 Malignant neoplasm of rectosigmoid junction
and rectum

LS S BT R N G D B e

0204 Malignant neoplasm of liverand intrahepatic
bile ducts
FER OIF N AR oo e At

0205 Malignant neoplasm of trachea, bronchus and

lung

RE, RERROIOEMER £

0206 Malignant neoplasm of breast
EWF=lopk At st

0207 Malignant neoplasm of uterus
FEOBEMEHES

0208 Malignant lymphoma
B ) ojE

0209 Leukemia
=HiEE

0210 Other malignant neoplasms
OO 8

0211 Others
EPEET AR K TN O D A )

I Diseases of the blood and blood—forming
organs and certain disorders involving the
immune mechanism

MR PiEmBFOEBIL PCRERBDES

0301 Anemia
EHL

0302 Others
F e Mk R DS fLad e E R NS g 1B S

IV Endocrine, nutritional and metabolic disorders
AR, FERURES

0401 Disorders of thyroid gland
SN

0402 Diabetes mellitus
RS

0403 Others
F OO, FEEUERES

YV Mental and behavioural disorders
EHEUITHOES

0501 Vascular dementia and unspecified dementia

MM R ORI ER DELR

0502 Mental and behavioural disorders due to
psychoactive substance use

AR EHFIC L 2Bt R O TR ES

0503 BSchizophrenia, schizotypal and delusional
disorders
e, SRR EIEE R USiBEE

0504 Mood [affective] disorders
oy R BE (5 omEEie)

0505 Neurotic, stressrelated and somatoform
disorders

FREEMEIEE, 2 b AMEEERCSFEREES



0506 Mental retardation
e

0507 Others
F OO T FERR B U TR IS
VI Diseases of the nervous system

HEROER

0601 Parkinson's disease
2= VR

0602 Alzheimer's disease
TS oA TR

0603 Epilepsy
T A Ao

0604 Cercbral palsy and other paralytic syndromes

FRGVERRIE Ry TR D4 o0 BRIEVEE s

0605 Disorders of autonomic nervous system

B ERR D EE
0606 Others
F O OPE B
VI Diseases of the eye and adnexa

IRE U REBOES

0701 Conjunctivitis
FERER

0702 Cataract
=]l

0703 Disorders of refraction and accommodation

R R USEETDES

0704 Others
F OO RZ UM B RS

VI Diseases of the ear and mastoid process
BERUZFHFEROER

0801 Otitis externa
s+ Ee

0802 Other disorders of extarnal ear
F DO RS

0803 Otitis media
HE g

0804 Other diseases of middle ear and mastoid

T OO HE R CFLIRESEDER

0805 Disorders of vestibular function
A = m— LR

0806 Other diseases of inner ear

F MO EES

0807 Others
D FES

IX Diseases of the circulatory system
BReFOER

0901 Hypertensive diseases
EM R

0902 Ischaemic heart diseases
EErEE

0903 Other forms of heart disease
F O CER

0904 Subarachnoid haemorrhage
< BIET HIM

0905 Intracerebral haemorrhage
Jilztastiiil

0906 Occlusion of precerebral and cerebral arteries

FbTREE

0907 Cerebral atherosclerosis
JHEMREE( (FE)

0908 Other cerebrovascular diseases

F O K MR

0909 Atherosclerosis
FAREE L (E)

0910 Hemorrhoids
Sz

0911 Hypotension
AR AE

0912 Others
T OMDTEREFROER
X Diseases of the respiratory system

ik R &S

1001 Acute nasopharyngitis [common cold]
=MESETRR  [EFR]

1002 Acute pharyngitis and tonsillitis
SPEBIERR S R R Rk

1003 Other acute upper respiratory infections
F Do EME LR E R

1004 Pneumonia
fifihe

1005 Acute bronchitis and bronchiolitis
SMEREFEREUVEHEMEE R




1006

1007

1008

1009

1010

1011

1101

1102

1103

1104

1105

1106

1107

1108

1109

1110

1111

1112

X

Allergic rhinitis
T LR S

Chronic sinusitis

BIERIRIER

Bronchitis, not specified as acute or chronic

BETEE AT INRVRERR

Chronic obstructive pulmonary diseases
@ MERAZEMETTE S

Asthma
A

Others
F OO R ROER

Diseases of the digestive system
HIESHRFROEKER

Dental caries
5 fh
Gingivitis and periodontal disease

Other diseases of teeth and supporting
structures
T DA R U SR

Gastric and duodenal ulcer
BIBER O+ EIEE
Gastritis and duodenitis
BRE O TERER

Alcoholic liver disease

T o/ EER

Chronic hepatitis, not elsewhere classified
BEEAFR (T a— AL GER)

Liver cirrhosis

FEE (7 a—AEOL0EKE)

Other diseases of liver

TOMOITER

Cholelithiasis and
FEEER OVMED 5 %

cholecystitis

Diseases of pancreas

FEERRR

Others
FOMOIEEREROES

Diseases of the skin and subcutaneous tissue

EERUVETHEEDES

1201 Infections of the skin and subcutaneous
tissue

B R R UM TR D

Dermatitis and eczema

FIERINEE

1202

Others
F OO R B R U TR O RS

1203

Diseases of the musculoskeletal
connective tissue
BEEREUHESHREOER

X1 system and

1301 Inflammatory polyarthropathies

REEEHEEEES
1302 Arthrosis
REERTE

1303 Spondylopathies

FHEES (FHEELR )

Intervertebral disc disorders
HETIFRESE

1304

1305 Cervicobrachial syndrome

AR BEfERE

1306 Tow back pain and sciatica

e e UM Ao
1307 Other dorsopathies
FOoEHEESE
1308 Shoulder lesions
BoEs
1309

Disorders of bone density and structure

BOBERBIEOES

Others
FOMOFHEER RSB OER

1310

XIv Diseases of the Genitourinary system

FRERMESRFRDER

1401 Glomerular diseases

SER(EEE BN OB R E M E RS

Renal failure
e

Urolithiasis
FREEAEOTE

Other diseases of urinary system
T OMDIREEFROER

1405 Hyperplasia of prostate

AISLCR CEE)



XV

1501

1502

%1503 Single spontaneous

1504

XVI

1601

1602

Other disecases of male genital organs
T DD BIEMEZRORER

Menopausal and postmenopausal disorders

BEEE R URAREDHES

Other disorders of breast and female

genital organs

2B U OO Lot SR D E R

Pregnancy, childbirth and the puerperium
iR, SRRUEL &LL<

Abortion
TLEE

Edema, proteinuria and hypertensive
disorders in pregnancy, childbirth and
the puerperium

R RIE

delivery
G B #frih

Others
FOMOIER, FHREUEL £ <

Certain conditions originating
period
FBERCRE L 1R

in the perinatal

Disorders related to pregnancy and fetal
growth
HIRR CREIRIET I BET S EE

Others
F DA B ERIC S E LT ARE

Important : No.1503 with asterisk
National

1701

1702

XV

1800

XX

1901

1902

1903

1904

1905

XVl Congenital
chromosomal

Malformations, deformations and

abnormalities
RXITH. EREUVREBEER

Congenital anomalies of heart
LG RREN

Others
FOMOD LR, BRI AARET

Symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere classified
fER, HIERUERERRTR - EE2EMR THhIC
DEINGZLED

Symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere -classified
AR, BERCEESERME - EERERR T
SHEENRVLD

Injury, poisoning and certain other
consequences of external causes
Bifg. PERUFOMONEOREE

Fracture
GEil
Intracranial injury and injury to organs

FHZERRER CAEOIRE

Burns and corrosions

AERUBR

Poisoning
hE

Others
F Dh,

is not covered by the

Health Insurance.

1503 & (*HD (X, EREEGREROBERANTY.



