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Request to Attending Physician

FH Y [E A~ BFE

1. Please fill in this form so that patient may claim the socila insurance benefit.
ZORRIT BT O SRBOHORFEICKLETT O T, AEHZBEWLET,

2. This form should be completed and signed by the attending physician.
ZORERITH Y ENFTEAL, DOBLAL TR,
3. Please specify material,for items marked 3

KHIOEBIZOWTIMELBHFEL TSN,

4. If not in dollars,please specify the unit used.
R LIS OEEDSHAITZD EEENTFE,
5. Exclude the amount irrelevant to the treatment,i.e.,payment for a luxurious room charge.

R E R IR RIS E B BR R WVB DIIFRNT R,

Attending Physician's Statement

RN A ME (HEL)

Form B

Name of Patient Date of Birth Sex OM OFr
B4 EFEAH TR 5 8
Initial Office Visit Days of Services days
W2 H PR H [
Localization of Tooth AL
Permanent Tooth 7kK/AtE Deciduous Tooth FLif
R 87654321'12345678 L RE DCBA |ABCDE L
87654321|12345678 EDCBA ABCDE
Name of Illness B4
1. Dental Caries 2. Missing Tooth 3. Periodontal Diseases 4. The Others
D fiE | KR I o JE P | Z D1 I
Services Fee Services Fee
1. Examination 2% LComp  MAVIy  LSerf ..
2. Xoray VT e Z.oerf .
_______ Bitezwings | MBI X e 3Ser
_______ Periapical _ E#ERL > ¢ # Other(Material)
_______ Panoramic /377 X | Ot
Models ABTA4ET )L %9, Inlay / Onlay (Material)
3. Medication [yes O no A — Tl —

LSS 10. Amal./Comp.Build-up |
4., Prophylaxies /Scaling .| . TZzadsgerckakaseE
_______ WL BEBRE | Poste Core AT el

Fluoride 7 AL AT % Other (Material)

5. Extraction TR DAt
6. Perio—dontal Scaling 11. ¢rown @k 1
/Root planing —f Porcelain / Gold ___ Akl 1.
______ oy TdnbR A .. Silver alloy A& .
Gingival Curettage #% Other (Material)
EE g Z it
7...Pulp Cap . W] 12, Bridge Work 7V e
_______ Pulpotomy ___ #BEUIM-#BE | ... Abut i (Material) __________f ...
_______ Root. Canal Therapy . ... ...l SEW
_______ MBI Lcanal B L e
__________________________ dcanal | Pontic ‘ (Material)
3 canal A3~
8. Filling o8 A R % 13. Plate Denture (Material)
cAmal Twovara  LSerf ). AR
__________________________ 2serf A | % 14. Other (Material)
3.Serf ZDfth,
Unit is f= (1= va Total Fee &t

Name and Address of Dentist Office #FHERO K4 K OMEFTEZ ISt BHERL D2 Fr & OFT7EH

Signature

H A E5
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10.

11.

12.

13.

14.

AR (BERB OMEZIHRTHL)

FEHL - T DA

AV =T —

Ba=E S-LEalil

Jik e D,

TV

AR 2% o

Z O H PARD)

SN
%
fE Br
i

A DT~ 1 REIROWTWDIHRICEMOFEANHLS S 1 EOFRFRER I

VT FIERE DT T REWY,
2. HHLEMEIZEARIICE DI 72t O FRL TRV,
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(3l %)

A D 5 RS E

Agreement of Authorization

JEWEBHAR F e N H
-Starting date of medication Year Month Day

-

(BE4)

(D __

EER R £ A A\

-Patient
(Name of patient)
(Address)
(Date of birth) Year Month_ Day_

T AP —GEREREGES

R (R 2 32T T35, 3. 7 AP RERERBHE S O E XX 7 74—
PERIRBRA BN RFEL T H LD, MR B E B H IO L FE REIT A EIT oI H R, 5
AT, BRERNE) Z Mt 9 0720 HEEEHORME L > TURBITH LT 128 IR 2TV,
BEA OIS (TR MO AZ T HZLICFELEY, Fio, BRfEdicdhizn ]
AR —=bDAE =N BLE /2D AR N AR — a7 7 AP — RS IR R 0288
PFETRELET,

To: Pfizer Health Insurance Society
I( ) authorize Pfizer Health Insurance Society or its staff, and

its 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.



E4
Signature

BT ARIRE LT TEARANDM T TR E, 725 IROBEIL, BIHEE (R ADSARAEFED
S N R RNAN DAY R A DG E)IEEARNAADIE LT L THDLEE) 25 B4
LTFR&EVY,

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.

(Fe4)
GHED)

(B ) £ J_ A

wEropm  Oxa Q#ier Quwetisih Ozofil ]

X AREFEOAZMIRIZES B2D 6 4 HHTY,

(Signature)
(Address)
(Date) Year Month Day

(Relation to the insured): (QSelf (QGuardian () Heir (O)Other

* Thisagreementofauthorizationexpires 6 monthsafterthesigneddate.

7k ER I, ERREBI D ETE D RIE HEXEEIRRE 2RO DN G FTE D EHIT
PR THARLITESZENHV F T,

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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