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National Health Insurance:
Protecting Your Right to
Health Care

1Chapter 
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When you fall ill, you should remember that the National 
Health Insurance (NHI) is there for you. Taiwan’s government 
launched the National Health Insurance program on March 1, 
1995, hoping to safeguard the right to health care for all of the 
country's residents.

What is National Health Insurance?
The National Health Insurance program is compulsory for 
all citizens from birth. It is built on the concept of mutual 
assistance and depends on the insured paying their premiums 
according to regulations. When people fall ill, the government 
uses the premiums it receives to help patients pay part of 
their medical and medication costs to contracted health 
care institutions. In this way, when we are ill, we can obtain 
appropriate medical care for a relatively small amount of 
money and make a faster recovery.
In other words, by paying your monthly National Health 
Insurance premiums on time, you are not only helping yourself 
but also receiving help from other premium payers. And when 
others become ill, they also receive help from you.
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Non-participants Subject to Fines
If you are eligible to participate in the program but are not 
enrolled, you will be fined between NT$3,000 and NT$15,000 
and be legally required to pay premiums dating back to the 
time you became qualified to enroll in the program, up to the 
previous five years.
Until you pay your fine and the back premiums, the National 
Health Insurance program will not cover your medical expenses. 
Those expenses, however, can be claimed for reimbursement 
with the Bureau of National Health Insurance within six months 
after the payments are settled. (To find out how to apply to be 
reimbursed, please see page 74) .

Compulsory Enrollment
The National Health Insurance program is a compulsory social 
insurance program. By law, every Taiwanese citizen with 
official residency or foreign national living in Taiwan with an 
Alien Resident Certificate (ARC), regardless of age, gender, 
or employment status, must enroll in the program. Also, 
this insurance program lasts an entire lifetime. No one may 
arbitrarily withdraw, except for those who lose their insurance 
eligibility (such as people who give up their Taiwan citizenship, 
move abroad or let their Alien Resident Certificate expire or a 
prisoner or a person who goes missing).
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The Health Insurance IC Card: Your  	
Health Passport
When individuals enroll in the National Health Insurance 
program, they have to apply for a “Health Insurance IC Card.” 
The card is proof that a patient has health insurance, and it 
must be presented every time you visit a clinic or hospital. 
Please protect it carefully.
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Chapter2
How to Enroll in the National 
Health Insurance Program?
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Section I: 
Taiwanese citizens who reside in Taiwan
Any Taiwanese citizen whose household is registered in Taiwan 
must enroll in the National Health Insurance program from 
the fourth month after residency was established. (At present, 
those who are employed in Taiwan or who have previously 
been insured under the NHI program are not subject to the 
four-month wait. Babies born in Taiwan are enrolled in the 
program from the day their birth is registered.) The National 
Health Insurance program classifies the insured into six 
categories depending on their employment status. Individuals 
who are residents of Taiwan but are unemployed or in between 
jobs must remain enrolled based on their current status. They 
cannot interrupt their insurance coverage. 

Please enroll according to the categories 
outlined below:
(If you fit the criteria for #1, you may not select # 2. If you fit 
the criteria for #2, you may not select # 3, and so on.)
1.If you work for a company, the government or any other 

organization, you should be registered in the health insurance 
program by your employer, formally known as the “insurance 
registration organization”.

2.If you belong to a union, or a farmers’ or fishermen's 
association, you should have your union or association 
register you in the health insurance program. (If you 
simultaneously belong to a union and a farmers' or 
fishermen's association, you should have the union register 
you.) 

3.If you are unemployed but are a legal dependent of an 
employed spouse or a direct blood relative, you should enroll 
through your spouse or relative's insurance registration 
organization (employer, union, etc.) as a dependent. (If you 
can qualify as a family dependent of two or more relatives, 
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Infants
Once newborns get a birth certificate, they legally become the 
dependent of their father or mother (whoever is employed; 
if both are employed, either may be selected) and should be 
enrolled in the health insurance program through their father 
or mother’s insurance registration organization. Taiwanese 
citizens born overseas can enroll in the program after they have 
their household registration for a full four months. 
Students
1.With no occupation

Students (defined as individuals studying at an educational 
institution approved by the Ministry of Education, and who 
also hold a valid student ID if they are over 20 years of age) 
who are not employed can enroll as a dependent through 
the parent of their choice. Those who cannot be a dependent 
of a parent can enroll as a dependent of their paternal or 
maternal grandparent. If that is not an option, then they 
should enroll in the health insurance program at their local 
village, township, city or area administrative office where 
they have their household registered.

you should enroll through the closest blood relative.) 
4.If you are unemployed, and cannot enroll as a legal 

dependent of a relative (i.e. parents, spouses, or children), 
then the administrative office of the village, township, city 
or area where your household is registered is your insurance 
registration organization. Please enroll in the health insurance 
program through that office.

If you stay abroad for more than two years without returning, 
your household registration will be automatically terminated, 
and you will no longer be eligible to participate in the health 
insurance program. You will also be required to complete the 
necessary procedures to withdraw from the program. When 
you re-establish residency in Taiwan at a later date, you can 
apply for enrollment again.

10



Overage Student Registration
Students who have reached the age of  20 and are 
unemployed or have no way to support themselves must still 
rely on their parents or grandparents to be covered under 
the health insurance system. The insurance registration 
organization responsible for their enrollment must submit 
an “Insurance Renewal Application Form” by the end of 
the month in which they turn 20. This form, along with 
documentation proving they are students, should be 
submitted to the Bureau of National Health Insurance 
regional division where they are registered to extend their 
insurance coverage after they turn 20.

The Employed
Those who are employed should enroll through their company, 
firm, or affiliated organization: 
1.Company chairpersons/owners: They can serve as their own 

insurance registration unit. If they have other jobs, then they 
can be insured through their main employer. 

2.Company employees with fixed employers: They are enrolled 
through their employers.

2.Employed Part-time
Students with steady jobs should be registered in the program 
through their employers. 

3.Seasonally Employed (for fewer than three months)
Full-time students who only work during summer and winter 
vacations for fewer than 3 months and return to school 
when classes resume do not need to change their enrollment 
statuses during the period of employment. 

4.Vocational Training
Those students in vocational training programs who work at 
factories on a rotating basis can have the factories, if they 
are willing, continue to register them in the health insurance 
program when they return to class.
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The Unemployed
1.Individuals who are unemployed and qualify as dependents 

should be registered in the insurance program through 
employed spouses or direct blood relatives.

2.If individuals cannot be enrolled through spouses or direct 
blood relatives, or have retired from government agencies, 
public or private schools, or public enterprises but want to 
register in the program independently, they should apply to 
do so at the administrative office in the village, township, city 
or area where their household is registered.

3.Veterans or dependents of deceased veterans can enroll in 
the program through the administrative office in the village, 
township, city or area where their household is registered.

3.Those employed, but without a fixed employer: Individuals 
who are members of an occupational union or a farmers’ 
or fishermen’s association, or who are actively engaged in 
farming- or fishing-related jobs, should enroll in the health 
insurance program through their occupational union, or 
farmers’ or fishermen’s association. 

4.Individuals working two jobs at the same time: They should 
be registered in the program through their main employer 
(determined by the place at which more hours are worked; 
if hours worked are similar, then income can be used as the 
deciding factor). 

5.Individuals on unpaid leave: They can have their employers, if 
they are willing, continue to register them using their original 
income basis.

6.Parents of newborn children who take unpaid parental leave 
under the “Gender Equality in Employment Act” can either 
continue to have their employers register them under their 
original income basis or be registered through their employed 
spouses.
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1.Foreign students: Foreign students can apply to enroll in the 
program through their school. 

2.Those with fixed employers: Those with a steady job can register 
for the program through their employers.

3.Those who are unemployed but able to enroll as a dependent 
through a relative (i.e. parents, spouses, or children) could 
participate in the NHI program through a relative's insurance 
registration organization after four months consecutive 
residence in Taiwan. 

4.Those without a fixed employer or family members with whom 
dependency can be claimed, must, after four months consecutive 
residence, enroll through the local administrative office where 
they reside. 

5.Company chairpersons/owners: They must enroll in the program 
through their company after four months consecutive 
residence.

Section II: 
Residents of Taiwan from Hong Kong, Macau, China or Other 
Foreign Countries
The National Health Insurance Act stipulates that foreign 
nationals who are legal residents of Taiwan (including those 
from Hong Kong, Macau and China) must either be registered 
in the health insurance program by their employer starting the 
day they are employed or enroll in the program after they have 
four months consecutive residence in Taiwan. The following 
conditions apply:
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Chapter3
Special Circumstances

14



3
chapter

Loss of Insurance Eligibility
People are not allowed to participate in the health insurance 
program and those already enrolled must withdraw from the 
program under the following circumstances:
1.They are serving a prison sentence or being detained for more 

than two months for rehabilitation or correctional education. 
Those held in protective custody are exceptions.

2.They are missing for six months or more. If an individual is 
missing because of a disaster, coverage can be withdrawn from 
the day the disaster occurred.

3.They lose Taiwan citizenship, move overseas, or have an 
expired Alien Resident Certificate. 

Going Abroad for More than Six Months
If you plan to go abroad for more than six months, you 
can either maintain your health insurance or suspend your 
coverage.
1.Continuing coverage:

No application needs to be submitted. As long as the insured 
continue paying their premiums while they are out of the 
country, they will be covered for emergency procedures or 
child delivery abroad but must apply for reimbursement for 
expenses they paid on their own (to find out how, please see 
page74).

2.Suspending coverage:
Those who decide to suspend their insurance coverage must 
submit an “Insurance Suspension Application Form” before 
going abroad. While outside the country, these individuals 
do not have to pay premiums but will also not be covered for 
medical care.
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A special reminder:
If you decide to suspend coverage, you must file an application 
to do so. Those who fail to apply to have their insurance 

Suspending your coverage means you do not have to pay 
premiums while abroad, but upon returning to Taiwan, you 
must remember to restore your coverage from the day of your 
return. Restoring coverage will fulfill your obligation to enroll in 
the health insurance program and re-establish your health care. 
If you have suspended coverage but left the country for fewer 
than six months, you must void the suspension and pay back 
premiums retroactively for the period from when coverage was 
halted to the time you return to the country.
Those who suspend coverage during their time abroad can 
only suspend their insurance starting from the day of the 
application rather than making it retroactive to the day they 
left the country. This group of people also cannot apply 
retroactively to suspend their coverage after returning home 
or request a reimbursement of premiums paid while they 
lived abroad. We suggest, therefore, that you complete any 
appropriate insurance procedures before going overseas. Once 
you suspend coverage, you cannot restore coverage or request 
reimbursement of medical expenses while abroad. Only after 
returning to Taiwan and restoring coverage can you regain your 
right to health care.   
If you have applied to suspend your coverage before heading 
overseas but retain residency in Taiwan, when you return home 
you are legally required to restore coverage from the day you 
return, regardless of how long you stayed abroad. If you later 
decide to go abroad again and want to suspend coverage, 
remember that you must again apply to withdraw from the 
program before heading overseas. That way, you will avoid 
being held responsible for paying premiums while you are 
away.
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suspended must remain enrolled in the program and pay 
premiums even if they stay overseas for more than six months.
Also, if you reside abroad for more than two years without 
returning, your household registration will automatically 
terminate and you will no longer be able to participate in the 
health insurance program. When you re-establish residency in 
Taiwan at a later date, you can apply for enrollment again.

Re-registering when Coverage Is 
Interrupted
If your insurance coverage is interrupted as a result of a change 
in jobs, insurance category, or address, you will be required to 
pay health care expenses out of your own pocket. The Bureau 
of National Health Insurance therefore suggests that you 
update your registration in the program as quickly as possible. 
Here's how:  

Suspending and Restoring Coverage
To suspend coverage, the insured should have their insurance 
registration organizations (generally their employers) fill out 
an “insurance suspension reporting form” and submit it, along 
with travel documents such as visas and plane tickets, to the 
National Health Insurance regional division serving the area 
where their employer is registered. 
If people who were formerly insured return home -- meaning 
the reason for suspending coverage no longer exists -- they 
must restore coverage from the day they re-enter the country. 
They should have their insurance registration organizations 
fill out an “insurance resumption application form” and 
submit it within three days of their return along with a copy 
of the insured's household registration and an entry and 
exit certificate (or a complete copy of their passport) to the 
National Health Insurance regional division serving the area 
where their employer or residence is registered. 
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1.If your coverage has been cut off and you are an employee of 
a company or an organization, you should re-register in the 
health insurance program through your employer.

2.If your coverage has been cut off and you are a member of a 
union, or farmers’ or fishermen's association, you should re-
register in the health insurance program through your union 
or association.

3.If your coverage has been cut off and you are unemployed but 
can be legally registered as a dependent of an employed 
relative, you should enroll in the health insurance program 
though the insurance registration organization of your spouse 
or blood relative as a dependent.

4.If your coverage has been cut off and you are unemployed and 
cannot be treated as a dependent of a spouse or direct 
blood relative, please enroll in the health insurance program 
through your village, township, city or area administrative 
office.
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How the National Health Insurance 
Program’s Finances Work ?
Sources of Funding
The National Health Insurance program is mainly financed 
by the premiums shared by the insured, employers and the 
government. The premiums received by the Bureau of National 
Health Insurance are used to help the insured pay for their 
health care expenses.
We want to emphasize that NHI premiums only go toward 
defraying actual medical expenses. Employee salaries and 
administrative costs associated with the NHI program itself 
are all paid by the government and under no circumstances is 
premium revenue used to cover the costs of these items.

How Premiums Are Calculated?
National Health Insurance premiums for individuals in 
categories 1, 2, and 3 are calculated based roughly on the 
monthly incomes they report to the Bureau. The premiums of 
individuals in categories 4, 5, and 6 are based on the average 
premium paid by all those enrolled in the National Health 
Insurance Program.

20



The formulas used to calculate premiums are as follows:
Insured Category Contributor Formula

Income Earners

The Insured
Income Basis  x  Premium Rate x 
Contribution Ratio x (1 + Number of 
Dependents)

Insurance 
Registration 
Organization or 
Government

Income Basis  x  Premium Rate x 
Contribution Ratio x (1 + Average 
Number of Dependents)

Non-income Earning 
Individuals

The Insured
Average Premium x Contribution Ratio 
x (1 + Average Number of Dependents)

Government Average Premium x Contribution Ratio 
x Actual Number of People Insured

NOTES:
1.Income Basis: Amount of income on which premiums are levied based 

on a payroll bracket table (See page23).
2.Insurance Premium Rate: 5.17% since April 1, 2010.
3.Contribution Ratio: Based on ratios set by the Bureau of National 

Health Insurance (See page22).
4.Number of Dependents: Maximum of three even if the actual number 

of dependents is higher.
5.Average Number of Dependents: Set by the Bureau of National 

Health Insurance at 0.7 as of Jan. 1, 2007.
6.Since October 2009, the average monthly premium for individuals 

in categories 4 and 5 has been NT$1,376, which is entirely 
subsidized by the government. For individuals in category 6, the 
average premium is NT$1,249, with 60% paid for by the individual 
(NT$749) and 40% by the government effective April 2010. 4
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NHI Premium Contribution Ratios

Classification of the Insured
Contribution Ratio (%)

Insured Registration 
Organization Government

Category 1 Civil servants, volunteer 
servicemen, public office 
holders

lnsured and 
dependents 30 70 0

Private school teachers
Insured and 
dependents 30 35 35

Employees of publicly or 
privately owned enterprises 
or institutions

Insured and 
dependents 30 60 10

Employers
Self-employed
Independent professionals 
and technical specialists

Insured and 
dependents 100 0 0

Category 2
Occupation union members
Foreign crew members

Insured and 
dependents 60 0 40

Category 3 M e m b e rs  o f  fa r m e rs ’, 
fishermen’s and irrigation 
associations

Insured and 
dependents 30 0 70

Category 4
M i l i t a r y  c o n s c r i p t s , 
alternative servicemen, 
military school students 
on scholarships, widows of 
deceased military personnel 
on pensions

Insured 0 0 100

Category 5
Low-income households

H o u s e h o l d 
members 0 0 100

Category 6
V e t e r a n s  a n d  t h e i r 
dependents

Insured 0 0 100

Dependents 30 0 70

N o n - i n c o m e  e a r n i n g 
individuals

Insured and 
dependents 60 0 40
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Payroll Brackets on which Premiums Are Charged

Brackets Tiers Amount Used to Figure 
Premium  (NT$) 

Actual Monthly Payroll 
(NT$)

Bracket1 NT$900

1 17,880 Under 17, 880

2 18,300 17,881-18,300

3 19,200 18,301-19,200

4 20,100 19,201-20,100

5 21,000 20,101-21,000

6 21,900 21,001-21,900

7 22,800 21,901-22,800

Bracket 2NT$1200

8 24,000 22,801-24,000

9 25,200 24,001-25,200

10 26,400 25,201-26,400

11 27,600 26,401-27,600

12 28,800 27,601-28,800

Bracket 3NT$1500

13 30,300 28,801-30,300

14 31,800 30,301-31,800

15 33,300 31,801-33,300

16 34,800 33,301-34,800

17 36,300 34,801-36,300

Bracket 4NT$1900

18 38,200 36,301-38,200

19 40,100 38,201-40,100

20 42,000 40,101-42,000

21 43,900 42,001-43,900

22 45,800 43,901-45,800

Bracket 5NT$2,400

23 48,200 45,801-48,200

24 50,600 48,201-50,600

25 53,000 50,601-53,000

26 55,400 53,001-55,400

27 57,800 55,401-57,800
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Brackets Tiers Amount Used to Figure 
Premium (NT$)

Actual Monthly Payroll 
(NT$)

Bracket6 NT$3,000

28 60,800 57,801-60,800

29 63,800 60,801-63,800

30 66,800 63,801-66,800

31 69,800 66,801-69,800

32 72,800 69,801-72,800

Bracket 7 NT$3,700

33 76,500 72,801-76,500

34 80,200 76,501-80,200

35 83,900 80,201-83,900

36 87,600 83,901-87,600

Bracket 8 NT$4,500

37 92,100 87,601-92,100

38 96,600 92,101-96,600

39 101,100 96,601-101,100

40 105,600 101,101-105,600

41 110,100 105,601-110,100

Bracket 9 NT$5,400

42 115,500 110,101-115,500

43 120,900 115,501-120,900

44 126,300 120,901-126,300

45 131,700 126,301-131,700

46 137,100 131,701-137,100

47 142,500 137,101-142,500

48 147,900 142,501-147,900

49 150,000 147,901-150,000

Bracket 10 NT$6,400

50 156,400 150,001-156,400

51 162,800 156,401-162,800

52 169,200 162,801-169,200

53 175,600 169,201-175,600

54 182,000 Above 175,601

*Table took effect January 1, 2011.

24



Premium Calculation Principles
1.Premiums are calculated on a monthly basis. Therefore the 

month you join the NHI program, regardless of which day 
you enroll, the Bureau of National Insurance will collect a full 
month’s premium from you.

2.For the month you transfer your insurance status (except for 
those persons transferring on the last day of the month), 
the insurance premium will be counted at new insurance 
registration organization (employer).

3.If you transfer your insurance status on the last day of the 
month, you still have to pay your insurance premium for 
the month through your original insurance registration 
organization (employer) because the effective day of 
transferring one’s status is the first day of following month.  
Therefore, unless the original insurance registration 
organization (employer) noted that you did not receive a full 
month’s pay for the month of the transfer, the effective day 
will still be the first day of the following month. For example, 
if you transfer to a new employer on November 30, it will 
only take effect on December 1, so you still have to pay your 
premium for the month of November through your original 
employer.

4
chapter

25



Premium Calculation Examples
Example 1: David is a single foreigner with ARC and works at 
Company A (Insured Category 1). His actual salary income is 
NT$35,000 per month.
(Please refer to page21 for premium calculation formula)
(1)According to the salary amount declared by David, the 

amount used to calculate his premium will be NT$36,300 
(i.e., level 17 of the payroll brackets on which payroll  
premiums are charged ).

(2)The portion of David’s premium he must pay on his own shall 
be:  

    NT$36,300 ×premium rate 5.17% × contribution ratio 30% = 
NT$563

(3)Before the 2nd generation NHI implement, David shall 
be entitled to an additional subsidy of NT$68 from the 
government.

     The actual premium paid by David, therefore, shall be: 
     NT$563-$68 = NT$495
(4)The amount Company A will contribute to David’s premium   

on a monthly basis shall be: 
    NT$36,300× premium rate 5.17% ×contribution ratio 60% × 

(1+0.7) = NT$1,914
(5)The amount the government will contribute to David’s 

premium on a monthly basis shall be:
    NT$36,300 ×premium rate 5.17% ×contribution ratio 10% × 

(1+0.7) = NT$319
Example2: If David is married and has 3 children. His wife is a 
full-time housewife and children are in school (all his family has 
ARC).
(1)David must enroll in the NHI program through Company A from 

his first working day. His family, has four months consecutive 
residence in Taiwan, must enroll as David’s dependents in the 
NHI program through Company A. Although David has four 

26



Example3: Those foreigners holding ARCs without a fixed 
employer nor family members with whom dependency can 
be claimed, must, after four months consecutive residence 
in Taiwan, enroll through the local administration offices 
of residence (Insured Category 6). The monthly premium is 
NT$749 per month.

Getting More Information on How 
Premiums Are Calculated
In the upper left-hand corner of the payment receipt sent 
to the insured or their insurance registration organization, 
there is a phone number for the Bureau’s staff handling your 
case. If you have any questions about how your premium was 
calculated, you can call the contact person for help. 

dependents, he only needs to pay the premium for three. 
The fourth dependent shall not be required to pay the 
premium, since the maximum number of dependents for 
NHI premium calculation is capped at three.

(2)The portion of David’s premium he must pay on his own shall 
be:NT$36,300 ×contribution rate 5.17% × contribution ratio 30% 
× (1+3depentents) = NT$2,252Each dependent shall be entitled 
to an additional subsidy of NT$68 from the government.

	 The actual premium paid by David, therefore, shall be: 
NT$2,252-NT$68 × [(1+3) ]= NT$1,980

(3)The amount Company A will contribute to David’s premium 
on a monthly basis shall be: NT$36,300×premium rate 5.17% 
×contribution ratio 60% × (1+0.7) = NT$1,914(No matter David 
is single or has dependent, Company A will contribute to David’s 
premium on the same amount).

(4)The amount the government will contribute to David’s premium 
on a monthly basis shall be:NT$36,300 ×premium rate 5.17% 
×contribution ratio 10% × (1+0.7) = NT$319

4
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How to Pay Insurance Premiums?
1.Those insured through their employers

Employers will directly withhold from employees' paychecks 
the amount the insured must contribute toward their 
insurance premium and pay it on their behalf to the Bureau 
of National Health Insurance.

2.Those insured through unions and farmers' and fishermen's 
associations.
These individuals must pay the amount owed for the 
premiums directly to their insurance registration organization, 
which then is required to transfer the sum to the Bureau of 
National Health Insurance.

Premium Payments and Tax Deductibility
According to Article 17 of the Income Tax Act, when people 
file their income tax returns and choose to take “itemized 
deductions” rather than “standard deductions,” they can claim 
National Health Insurance premiums as an itemized deduction 
without limitation. Other insurance payments are also tax 
deductible up to a certain limit, so insurance payments can be 
deducted from taxable income in two categories:
1.Health Insurance Premium Expenses

The total amount spent on health insurance premiums by 
the individual taxpayer, his or her spouse and reported 
dependents can be listed as an itemized deduction, without 
any ceiling on the overall total. Thus, the more you pay 
in premiums, the more you can deduct from your taxable 
income and the less you'll have to pay in taxes.

2.Other Insurance Premium Expenses
Premiums paid for life insurance, personal injury insurance, 
national pension insurance, labor insurance, employment 
insurance, agricultural insurance, and military, public servant 
and teachers insurance can be listed as itemized deductions. 
However, there is a ceiling on how much is tax deductible per 
person per year.
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(1)Bank transfer
	 You can go to a financial institution designated by 

the Bureau of National Health Insurance to set up an 
“automatic transfer account” from which monthly 
premiums will automatically be deducted.

(2)In person
	 You can take your insurance bill to any bank authorized 

by the Bureau of National Health Insurance to collect 
premiums and pay it there. 

(3)Convenience stores
	 You can take your insurance bill to any 7-Eleven, Family 

Mart, Hi-Life or OK convenience store around the country 
and pay it there. (A processing fee of NT$3 will be charged 
and only payments of under NT$20,000 are accepted.)

(4)Automated Teller Machines (ATMs)
	 You can use automated teller machines (ATMs) with 

an automatic interbank money transfer label to pay 
premiums. Those transferring money from one bank to 
another will be charged a transaction fee.

(5)Paying Online 
	 You can pay your premium using a cash card by following 

the instructions on the Bureau of National Health 
Insurance's Web site at http://www.nhi.gov.tw, the 
national pay site http://ebill.ba.org.tw, or the Bank of 
Taiwan's Web site at https://ebank.bot.com.tw. Those 
making transfers from one bank to another will be charged 
a service fee.

To save time and avoid being fined for late payment because 
you forget to pay your premium, we suggest that you use 
a designated savings account from which payments can be 
deducted and transferred automatically.

3.Those who are unemployed and are insured through local 
administrative offices.
The Bureau of National Health Insurance offers many 
convenient ways to pay premiums, as follows:
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What Happens If You Forget to Pay Your 
Premiums or Your Account is Short of Funds? 
(Calculating Fines for Late Payment)
Once your automatic transfer account formally takes effect, 
your financial institution will automatically deduct the monthly 
insurance premium owed at the end of the month. If the funds 
in your account are insufficient to cover the payment, the 
financial institution will try to deduct the amount on the 15th 
of the following month. If there are still insufficient funds, your 
bank will not try to deduct payment from the account again. 
Instead, the Bureau of National Health Insurance will send 
you a notification of its failure to collect payment from your 
account and ask you to pay the bill through another channel. 

Setting Up an Automatic Transfer Account
To set up an account to automatically pay your insurance 
premiums, all you have to do is bring a copy of your latest 
insurance premium receipt, passbook, account chop (if you 
have one), and identity card (or Alien Resident Certificate) 
to any financial institution that handles National Health 
Insurance payments and fill out an “Authorization Agreement 
for Transfer of National Health Insurance Premiums.” Submit 
the documents to a bank clerk, and you're all done. (If you do 
not have an account at the financial institution, you must first 
open one there.)
Once you've applied for the automatic transfer service, it will 
take 45-60 days for the service to take effect. Before then, 
the Bureau will continue to send your insurance premium 
bills to your listed address, and you must pay those bills using 
another payment method. Once the service takes effect, your 
health insurance premium will be automatically deducted 
from your designated account. 
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Therefore, please make sure that you have enough money in 
your designated account by the end of the month (or by the 
15th of the following month at the latest) to avoid payment 
problems.   
Regardless of the payment method you decide on, if you pay 
your premium after the extended deadline (the 15th of the 
following month), the Bureau of National Health Insurance will 
charge a fine of 0.1% of the bill per day starting on the day after 
the extended deadline expires. The fine will not exceed 15% of 
the premium owed.

Government Subsidies for the Disadvantaged
The government provides many types of subsidies to help the 
socially and economically disadvantaged with their premiums.
1.Those eligible to have their premiums fully subsidized:

●Low-income households
●Children under 18 in low- to middle-income households
●Citizens over 70 in low- to middle-income households
●Indigenous citizens under 20 or 55 or older who are 

unemployed and are registered in the National Health 
Insurance program through their village, township, city, or 
area administrative offices.

●Indigenous citizens whose households are registered on 
Orchid Island and are registered in the health insurance 
program as  “ loca l  res idents ,”  (meaning  they  are 
unemployed), as “members of an occupational union or 
farmers’ or fishermen’s association,” or as a “dependent”.

●Individuals with severe or extreme physical or mental 
disabilities.

●Individuals whose households are registered in Kaohsiung 
City and have light or moderate physical or mental 
disabilities. 

●The unemployed and those claimed as dependents when 
the unemployed individual lost his or her job (limited to 

4
chapter

31



those registered for health insurance under Category 6 
“Non-income Earning Individuals” or as dependents of 
those insured under categories 1, 2 and 3) will have their 
premiums subsidized during the time the jobless individual 
collects unemployment benefits or professional training 
stipends.

●People with a household registered in Tainan City, who are 
aged above 65 and suffer from mild or moderate disabilities

●If an indigenous person has suspended NHI enrollment 
due to involuntary unemployment, unexpected financial 
difficulties in the family or other similar situations, the 
government shall subsidize the individual’s contribution 
to his or her premium up to the equivalent of three-
months of payments per person per year when approved 
by the Indigenous People’s Commission of the Taipei City 
government, subject to the individual being aged between 
20 and 55, having his or her household registered in Taipei 
and having actually lived in Taipei for more than six months. 

2.Those eligible to have half of their premiums subsidized 
include:

●Individuals with moderate disabilities
3.Those eligible to have one-quarter of their premiums subsidized:

●Individuals with mild physical and mental disabilities.
4.Premium subsidies are currently capped at NT$749 per month. 

That is the premium amount normally paid by individuals 
belonging to category 6. The eligible individuals are as follows:
●	Individuals registered in Taipei City (whose income falls 

below the 20% income tax bracket) or in New Taipei City 
(whose income falls below the 6% income tax bracket) or 
senior citizens 65 or over who have lived in the cities of 
Kaohsiung or Keelung for more than a year

●Indigenous citizens 55 or over who have lived in the cities of 
Taipei or Keelung for more than a year
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Those listed above who qualify for government subsidies do 
not have to take the initiative to apply for the subsidies with 
the Bureau of National Insurance. The Bureau will directly 
reduce or waive premiums based on information received 
from related subsidizing agencies (such as local governments). 
Those who have questions regarding subsidy eligibility or those 
who believe they qualify for subsidies but have not seen their 
premiums reduced or waived can call the related subsidizing 
agencies for further information.

If You Are Unable to Pay Your Premiums 
or Copayments
If you are unable to pay your health insurance premiums or 
copayments because of temporary financial setbacks, you may 
be eligible for one of the following Bureau of National Health 
Insurance financial assistance programs:

●	Individuals aged between 65 and 69 from low- to middle-
income families whose households have been registered in 
Taoyuan, Taitung, Changhua, Yunlin or Hualien counties or 
New Taipei, Hsinchu, Tainan or Taichung cities for more than 
a year

●	Individuals 100 years old or older whose household is 
registered in Taoyuan County

●Individuals living in parts of Tainan City’s An-nan District 
that were affected by petrochemical pollution (those whose 
households were registered in Siangong, Luer, Sihcao and 
other boroughs before June 30, 2005), and employees listed 
by the Ministry of Economic Affairs. 

Conditions denoting financial hardship or extenuating 
financial circumstances include:

1.Household income is less than 1.5 times the minimum 
subsistence level as defined in the Public Assistance Act.

2.Health insurance premiums cannot be paid because the 
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1.Relief Fund Loans
Who’s eligible: Anyone who meets the definition of suffering 
from economic hardship or extenuating financial circumstances 

household’s main income earner is suffering one of the 
following circumstances:
(1)Has died within the past two years 
(2)Has been reported as missing for fewer than two years with a  

certificate showing that six months had passed since the police 
were notified

(3)Is physically or mentally disabled.
(4)Is suffering from catastrophic injury or illness that requires long-

term treatment and rehabilitation and cannot work.
(5)Has been pregnant for over six months or gave birth within the 

past two months.
(6)Began military service or alternative military service and still 

has more than six months of service time.
(7)Is serving a jail sentence, with more than six months left.
(8)Has been unemployed for more than six months.

3.Health insurance premiums cannot be paid because of one of 
the following household circumstances:
(1)Spouse or blood relative who lives in the same household is 

suffering from a catastrophic illness.
(2)Head of household is a single parent who must support non-

adult children on his or her own.
(3)Grandparents left to support grandchildren on their own 

because of death of parents of grandchildren or death of son 
and remarriage of daughter-in-law.

If you need further information on regulation details, please 
enter the Bureau of National Health Insurance Web site http://
www.nhi.gov.tw and click on Laws & Regulations and then 
“Regulations for Identifying the Underprivileged and the 
Destitute for National Health Insurance Purposes.
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as defined by the National Health Insurance guidelines 
and certified by their local village, township, city or area 
administrative office.
How to apply: Please bring your ID card, personal chop, and 
certificate from a local administrative office certifying financial 
hardship or extenuating financial circumstances along with 
receipts of out-of-pocket medical expenses from hospitals or 
clinics to your Bureau of National Health Insurance Regional 
Division and submit these with an application for a relief loan. 
Once the application has been approved, you will be required to 
pay back the loan as per the terms noted in the loan contract.

2.Referrals to Charitable Organizations for Help with Premiums
Who’s eligible: Those registered in the health insurance 
program through their local administrative offices and who are 
unable to pay their health insurance premiums.
How to apply: Please bring your household registration or 
household registration transcript and the “poverty certificate” 
issued by your local borough chief (or a “certificate of diagnosis” 
from a hospital if a doctor has diagnosed that you cannot work) 
to your Bureau of National Health Insurance Regional Division 
and submit those documents with your application. If the 
application is approved, you can receive assistance in paying 
your premiums from charitable organizations.

3.Paying Premiums in Installments
Who’s eligible: Individuals who do not qualify for relief loans but 
cannot repay delinquent premiums in one lump sum and who 
owe more than NT$2,000 in premiums (including fines).
Those who meet conditions stipulated in the “Regulations for 
Installment Payment of NHI Insurance Premium and Overdue 
Fine” Article 12, Paragraph 2 (whose overdue payment cases 
have already been referred to administrative proceedings) 
or Article 12, Paragraph 4 (who because of extenuating 
circumstances have a low-income certificate or proof that 
premiums cannot be paid in one lump sum issued by a local 
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village or borough chief) are also eligible. Applications are 
considered on a case-by-case basis. Those approved by a Bureau 
of National Health Insurance regional division are exempt from 
most restrictions laid down in the installment plan regulations 
except that the number of installments is capped at 48.
How to apply: Please bring your ID card and personal chop 
to your local Bureau of National Health Insurance branch 
or office and submit an installment plan application with 
payment of the first installment. If your overdue bills have 
already been referred to administrative proceedings, you 
need to get the approval of the administrative agency 
in charge of the case before applying for the installment 
payment plan. (For the telephone number and address of 
BNHI regional divisions, please see page 85).

4.Health Care Protection Measures
Who qualifies: Individuals unable to pay their health insurance 
premiums who owe money to the Bureau of National Health 
Insurance can still receive health care under the National Health 
Insurance program if they are diagnosed by a doctor as requiring 
hospitalization, admittance to an emergency ward, or outpatient 
treatment for an acute chronic illness, and have a “poverty 
certificate” issued by either their local village or borough chief or 
the health care institution where they were diagnosed.  
How to apply: Please take your “poverty certificate” issued by 
either your local village or borough chief to the examining clinic 
or hospital. Alternatively, once a medical institution treating 
an individual issues a poverty certificate for that patient, the 
individual can receive appropriate treatment as an insured 
person.
With regard to overdue premiums, please seek assistance from 
a Bureau of National Health Insurance regional division to solve 
this problem.
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Chapter5
Health Insurance IC Card 
Functions and Maintenance
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The Bureau of National Health Insurance adopted the use of 
an IC card for all individuals enrolled in the program beginning 
on January 1, 2004. The card generally carries a picture of the 
insured, making it unnecessary to bring your ID to a medical 
institution when seeking medical attention. The chip embedded 
in the card stores the record of your last six medical visits, 
information on catastrophic illness, records of all important 
tests, and medication information, which will be helpful when 
patients see a doctor. 

Does the Health Insurance IC Card Have 
an Expiration Date?
The health insurance IC card can continue to be used even if 
the cardholder changes employers. But the card does need to 
be updated (usually automatically by a health care institution) 
periodically under the following circumstances:
1.Allotted Visits Are Used Up

Every time the information on the IC card is updated, the 
card can be used for six more doctor visits, but for patients 
who need more frequent checkups, the number of allotted 
visits can be increased to 18 for children under 6 and 12 
for individuals 70 and over. Whenever the IC card is used to 
get care, one visit is automatically deducted from the card’s 
allotment. When the IC card’s allotted visits run out, it must 
be updated for patients to be able to continue receiving care.  

2.IC Card Is about to Expire
The health insurance IC card is valid for one year and must 
be updated annually before it expires. To help the insured 
remember the expiration date, the Bureau has designated 
each cardholder’s birthday as his or her card’s final day 
of validity. Cardholders must update their cards within 30 
days before their birthday at a location where card readers 
are installed or at health care institutions while getting a 
checkup.
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3.Personal Information Needs to be Changed
If your personal status changes to that of a member of a low-
income household or unemployed veteran, you must update 
your IC card at any location where a card reader is available, 
such as a Bureau of National Health Insurance regional 
division or health care institutions, if you want to be exempt 
from copayments.  

4.Places Where IC Card Can Be Updated
If you have used up the allotted number of visits, clinics 
or hospitals will use their health insurance card readers to 
automatically update your card (as long as your premium 
payments are up to date). You can also update your card 
on your own using IC card readers available at Bureau of 
National Insurance regional divisions, public information 
service counters at Bureau-affiliated outpatient centers, or 
village, town, city or area administrative offices. 

IC Card Functions
1.Prescription and Examination Records 

The IC card stores records of medication usage and past 
examinations for doctors to use as a reference when they treat 
a patient so that they don’t duplicate prescriptions or tests. 
This helps safeguard patient safety, improve health care quality 
and reduce medical waste. 

2.Treatment Records
The IC card serves as the authoritative record of treatment 
under the National Health Insurance program, recording all 
doctor visits. When a patient receives health care, an allotted 
visit is normally deducted from the card, but if the attending 
physician enters on the card “clinic referral,” “post surgery 
outpatient follow-up visit,” or “hospitalization clinic follow-up 
visit,” the subsequent visit is not deducted from the card total.
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3.Catastrophic Illness Record
Records of a patient’s catastrophic illness are directly entered 
into the IC card, enabling patients with such illnesses who 
present their IC card when getting care for their ailment to be 
treated without having to pay a copayment.
Individuals covered by the National Health Insurance program 
who have applied for and received catastrophic illness 
certification can ask clinics or hospitals to update their IC cards 
if the cards do not include the catastrophic illness information. 
Cards can also be updated to include the catastrophic illness 
designation at any location where a card reader is available, 
such as any Bureau of National Health Insurance regional 
division or village, town, city or area administrative office. 

4.Organ Donation or Palliative Care Registration Information
Individuals who are willing to donate organs can register with 
the ROC Organ Procurement Association or Taiwan Organ 
Registry and Sharing Center, and those who are willing to 
accept hospice care can register with the Taiwan Hospice 
Organization. Those organizations transfer the information to 
the Department of Health, which then sends it to the Bureau 
of National Health Insurance’s database. That information can 
then be entered into the IC card when the card is updated, 
helping medical workers know immediately should the 
situation arise if patients are willing to donate their organs or 
agree to palliative care.

5.IC Card Auditing Mechanism
If individuals are not enrolled in the health insurance program 
or have overdue premiums, any health care they receive will 
not be covered by the National Health Insurance program. 
Under these circumstances, once the six allotted visits on an IC 
card have been used, it cannot be updated until you re-register 
in the program or pay any overdue premiums.
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Can Private Medical Records Be Leaked 
through IC Cards?
The IC card is designed with many security features to prevent 
counterfeiting, and its contents can only be read on dedicated 
card readers. These card readers can only be operated after 
having a “Security Authentication Module” card installed, and 
a strict authorization and mutual recognition system (such as 
doctors being required to use their “health professional cards” 
to access the information in the readers) has been adopted. 
Because access to the reader cards is tightly controlled, you do 
not have to worry about your private records leaking out. 

IC Card Maintenance
If the information shown on the IC card or its embedded chip 
is damaged, the IC card cannot be read by the card reader. 
Therefore, cardholders are asked to pay attention to the 
following:
1.Do not bend the card or scratch the chip.
2.Do not use alcohol or a cleaning agent to clean the chip, or 

expose the card to a highly acidic, alkaline or other corrosive 
environment.

3.Avoid directly exposing the chip to a power source, fire 
source, bright sunshine or high temperatures. Do not store 
the card near items with a magnetic field such as a television 
set or computer.  

What if the IC card is damaged or lost, 
or holder wants to change personal 
information?
There are three ways to apply for a new IC card. You should 
bring the original versions of your national ID card, passport 
and driver’s license or Alien Resident Certificate (or household 
registration for infants who have yet to receive an ID card) to:  5

chapter

41



Notes:
1.When applying for a new IC card, a processing fee of NT$200 

is required. If the need to replace the card is not the fault of 
the cardholder, then the cardholder is exempt from paying the 
fee. Once the new card is ready, the Bureau of National Health 
Insurance will automatically cancel the old IC card.

2.When you apply for a new IC card, you can decide whether or 
not to put your picture on the new card. If you choose to put 
your picture on the card, you should attach one 2-inch photo of 
the upper front half of your body (no hats or glasses with tinted 
lenses allowed) taken within the past two years to the “NHI 
IC Card Application Form.” If you do not put your picture on 
the card, you have to bring personal identification documents 
when you go to see a doctor.

3.If you have applied to replace an IC card and need to see a 
doctor while your new card is being processed, you can present 
your receipt for the NT$200 processing fee within 14 days of its 
issuance to any health care institution and fill out a “treatment 
exception registration” form to receive care covered by the 
health insurance program. 

1.Any local post office and fill out an “NHI IC Card Application 
Form.” Affix a copy of your ID card or household registration 
to the back of the form. Give the application and a  NT$200 
processing fee to any of the clerks at the service counters 
(those exempt from paying the processing fee should send 
the application by registered mail to any Bureau of National 
Health Insurance regional division), and you will receive a 
new IC card within  seven working days.  

2.Any Bureau of National Health Insurance regional division. 
The application process should take about 30 minutes.
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How to Get Health Care?
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Pick Up Your Prescription after Seeing a 
Doctor
According to Bureau of National Health Insurance policies, 
doctors are responsible for treating patients and deciding what 
medication they should take. Pharmacists then prepare the 
medication according to the doctor’s prescription and remind 
patients how to take it. 
At the end of your visit with a doctor, the doctor may give you a 
prescription listing the types of medicine you need, dosages to 
be taken and how to use them. You should take the prescription 
slip within three days of the visit (after three days, the 
prescription is no longer valid) to a BNHI-contracted pharmacy 
to pick up your medicine. (If the hospital or clinic you visited 
has a qualified pharmacist, you can have your prescription filled 
by the health care institution’s pharmacy on the spot.) 
A prescription should include the following information:
1.The patient’s name and age (or date of birth).
2.The diagnosis and physician’s signature (or chop).
3.The name of the hospital or clinic and its address and 

Bring Your IC Card when Visiting a 
Doctor
Whether you are visiting a doctor, picking up medicine or 
having a test done, you can bring your IC card to any contracted 
health care institution (identified by the National Health 
Insurance logo in their doorways) to be treated under the 
health insurance program. You will be required, however, to 
pay a registration fee and copayment.
If you don’t have your IC card with you when visiting the doctor, 
you must first pay all medical expenses out of your own pocket. 
But you can have the expenses, minus the required copayment, 
refunded if you bring your IC card and receipt to the health care 
institution where you were treated within seven days.  
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telephone number.
4.The name of the drug(s), its form (capsule, pill, liquid, etc.), 

unit dosage content, quantity, dosage, and usage instructions 
(i.e. when and how often to take the medication prescribed).

5.The date the prescription has been issued, its expiration 
date and prescription refill instructions (how many times 
the patient can refill the prescription and the period of time 
between refills).

Take IC card to health care institution and register-See doctor-Get prescription

NOTE: 
Registration fees are administrative fees and vary depending on 
the health care institution based on a fee schedule approved 
by the Public Health Bureau of the county or city in which 
the institution is located. According to the National Health 
Insurance Act, registration fees are not covered by the National 
Health Insurance program and are not collected by the Bureau 
of National Health Insurance. If you have any questions 
regarding registration fees, please contact your local Public 
Health Bureau.

Take prescription to BNHI-contracted pharmacy or hospital/clinic pharmacy

Pick up medication

Doctor Visit Flow Chart
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Regular Prescription Rules
When physicians prescribe medicine to a patient, they cannot 
in principle prescribe more than three days’ worth of any drug 
administered orally and more than five days’ worth of any 
medication that is applied externally. Based on physicians’ 
assessments of their patients, they are allowed to prescribe up 
to seven days’ worth of medicine, and if a patient is diagnosed 
with a chronic ailment, they can prescribe up to 30 days’ worth 
of medicine. (For more information on prescription refills for 
chronic patients, please see page65).  
If the pharmacy does not have a particular drug listed in the 
prescription, and the doctor did not specify that the specific 
drug has to be taken, the pharmacist or assistant pharmacist 
can substitute another drug from another pharmaceutical 
company that is not more expensive and has the same 
composition, form and dosage. The substitute drug must also 
be covered under the National Health Insurance program.  

Copayments
When local residents covered under the National Health 
Insurance program visit the doctor, the system covers most of 
the medical expenses, but patients are required to pay a small 
portion of the cost, called a “copayment.” The main reason for 
requiring a copayment is to remind the insured that medical 
resources are used to help people who are ill or injured and 
should not be wasted under any circumstances. 
In general, outpatients must pay a basic outpatient copayment 
and a medication copayment. If an outpatient was given 
rehabilitation therapy or traditional Chinese medicine therapy, 
then there will be an outpatient rehabilitation (including 
traditional Chinese medicine traumatology) copayment. If 
a patient is hospitalized, then he or she will have to pay an 
inpatient copayment when discharged.
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1.Basic Outpatient Care Copayments (NT$)  
Institution Class Basic Copayments

Type  of Institution Western Medicine 
Outpatient Care 

Emergency 
Care

Dental 
Care

Traditional 
Chinese 
Medicine

With 
referral

Without 
referral

Medical Centers 210 360 450 50 50

Regional Hospitals
140 240 300 50 50

District Hospitals
50 80 150 50 50

Clinics 50 50 150 50 50

Notes:
1.Individuals classified as physically or mentally disabled pay copayments of 

NT$50 for any medical care, regardless of the type of medical institutions 
they visit.

2.Patients who return for their first checkup after an outpatient procedure, 
emergency procedure, or within 30 days after being discharged from the 
hospital, or within 42 days after giving birth, pay the same copayment 
as if they were given a referral as long as they have a hospital certificate 
confirming the need for a follow-up visit.
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2.Medication copayments (NT$)
Actual Cost of Medication Copayment

100 and below 0
101~200 20
201~300 40
301~400 60
401~500 80
501~600 100
601~700 120
701~800 140
801~900 160

901~1,000 180
1,001 and above 200

3.Rehabilitation and Traditional Chinese Medicine Copayments
If you are receiving physical therapy or traditional Chinese 
medicine therapy (including traditional Chinese medicine 
traumatology) on an outpatient basis, the copayment for 
follow-up visits is uniformly NT$50 (except for “moderate to 
complicated” and “complicated” therapies).

4.Copayments for Inpatient Care
	If a patient is hospitalized in a BNHI-contracted hospital, the 
inpatient copayment -- the percentage of the overall cost of 
the stay to be covered by the patient -- depends on the type 
of ailment (acute or chronic) and length of stay, as shown in 
the following table:

Copayment Rates for Inpatient Care

Ward Coinsurance Rates 

5% 10% 20% 30%
Acute - 30 days or less 31-60 days 61 days or more
Chronic 30 days or less 31-90 days 91-180 days 181 days or more
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Note: 
Copayments on multiple acute ward stays of fewer than 30 days 
and chronic ward stays of fewer than 180 days for the same 
ailment are capped, with the ceilings adjusted annually. Starting 
from January 1, 2011, caps on hospital stay copayments for 
acute ward stays of a total of fewer than 30 days or chronic 
ward stays of fewer than 180 days have been set at NT$28,000 
for a single hospital stay for a particular condition and at a 
cumulative NT$47,000 for the entire calendar year. Those 
who pay more than the established ceiling can apply for a 
reimbursement before the end of June of the following year.
Applying for a refund: 
Patients should fill out an “Instructions for NHI Prepaid Medical 
Expense Refund Application Form” and prepare copies of their 
medical receipts and itemized expenses. These should then 
be submitted to a nearby Bureau of National Health Insurance 
regional division. (The application forms can be picked up at 
any Bureau of National Health Insurance regional divisions).

Who is exempted from paying copayments?
1.Those exempt from all copayments:

A.Individuals suffering from a catastrophic illness or living and 
being treated in remote mountain areas or island regions, or 
women giving birth.

B.Outpatients or emergency care patients from outlying 
islands who have been referred to a health care facility on 
Taiwan.

C.Veterans who have the symbol “veteran” on their IC cards 
and their dependents. 

D.Members of low-income households.
E.Children under three years of age.
F.Registered tuberculosis patients who receive treatment at 

specified contracted hospitals.
G.Patients with labor insurance who are being treated for 

occupational ailments.
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Receipts, Itemized Medical Expenses, 
Medication List
When you visit a doctor or are discharged from a hospital, 
please remember to get a receipt from the hospital or clinic as 
well as an itemized list of medical expenses and an itemized list 
of medications prescribed.
1.Receipt

The receipt should include “items covered by insurance” 
and “out-of-pocket expense items” along with the IC card 
treatment serial number. If you choose to itemize your 
deductions when filing personal income taxes, the receipt can 
be used as an itemized tax deduction. The IC card treatment 
serial number tracks a patient’s number of outpatient visits 
for the year and prevents the IC card from being mistakenly 

H.Patients suffering from PCB (polychlorinated biphenyl) 
poisoning. 

2.Those exempt from copayments on prescribed medication:
A.Patients with chronic illness refill prescriptions (the Bureau 

of National Health Insurance has listed 98 ailments as 
chronic illnesses, including hypertension and diabetes). 

B.Dental patients.
C.Patients receiving care for one of the ailments covered 

under the “per case payment” system.
3.Those exempt from physical therapy copayments:

A.Patients undergoing “moderate to complicated” physical 
therapy, defined as undergoing three or more types of 
“moderate” therapy, such as electrical muscle stimulation 
and 13 other therapies, for a total of more than 50 minutes.

B.Patients undergoing “complicated” therapeutic treatment 
requiring specialized therapists, such as balance training 
and six other therapies. Limited to prescriptions issued by 
rehabilitation medicine specialists.
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used. 
Some clinics and hospitals combine the receipt and itemized 
list of medical expenses on one receipt, while others separate 
them.

2.Itemized List of Medical Expenses
The itemized medical expense list for any doctor’s visit or 
hospital stay should include out-of-pocket expenses (including 
the registration fee, copayments and other expenses), total 
medical expenses, the amount to be covered by insurance, 
and itemized expenses (including the costs of examinations, 
treatment, medication and drug dispensing services). If a 
patient has undergone physical therapy or traditional Chinese 
medicine traumatology therapy, the itemized list of medical 
expenses should include a list of therapies and total time 
involved.
With this list, patients can check if the clinics or hospitals they 
visited collected copayments correctly and see how much of 
the total bill was covered by the National Health Insurance 
program.    

3.Medication Lists 
The medication list should include the patient’s name and 
gender, the name of the drug(s), instructions for the drug’s 
unit, amount, usage and dosage, the dispensing unit’s (health 
care institution or pharmacy) name, address, and phone 
number, the dispenser’s name, the date the drugs were 
dispensed (or received by the patient), and any drug-related 
warnings. This information can be printed on the package 
containing the medication.
The medication list can help patients clearly understand what 
drugs they are using and how to use them. It can also be 
provided as a reference to physicians in different specialties 
when seeking treatment for other ailments.
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Doctors Should First Notify Patients of 
Out-of-pocket Expenses
Whenever a doctor wants to recommend a course of treatment 
that is not covered under the National Health Insurance 
program, the physician must first have the patient’s approval 
before proceeding.
If you have any doubts or questions about items listed as “out-
of-pocket items” and related expenses on your itemized bill, 
please ask the hospital to clear up the matter or call the toll-
free Bureau of National Health Insurance service line at 0800-
030-598. We have service agents who can speak English.

The following items are not covered under the National 
Health Insurance program, as per Article 39 of the 
National Health Insurance Act

1.Medical service items on which the expenses shall be borne by 
the government according to other laws or regulations.

2.Immunization and other medical services on which the 
expenses shall be borne by the government.

3.Treatment of drug addiction, cosmetic surgery, non-post-
traumatic orthodontic treatment, preventative surgery, 
artificial reproduction, and sex conversion surgery.

4.Over-the-counter drugs and non-prescription drugs that should 
be used under the guidance of a physician.

5.Services provided by specially designated doctors, specially 
registered nurses and senior registered nurses. 

6.Blood, except for blood transfusion necessary for emergent 
injury or illness according to the diagnosis by the doctor.

7.Human-subject clinical trials.
8.Hospital day care, except for psychiatric care.
9.Food, other than that provided through tube feeding, and    	

balance billing on hospital rooms.
10.Transportation costs, registration fees, and costs of obtaining 

certificates or medical records
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11.Dentures, artificial eyes, glasses, hearing aids, wheelchairs,  
canes, and other equipment not required to actually treat  
the patient. 

12.Other treatments and drugs officially announced by the 
relevant  authorities as not being covered under the health 
insurance system.

Partial Coverage of Medical Devices to 
Give Patients More Choices
The Bureau of National Health Insurance currently covers a 
number of technologically advanced materials that provide 
clear health benefits. Medical supplies are constantly 
being improved and updated, and the Bureau would like 
to incorporate some of these innovations into the health 
insurance program but cannot because they are too expensive. 
To ease patients' financial burden and give them more 
treatment options, the Bureau has phased in partial coverage 
of some of these devices.
1.Drug-eluting Stents – Partially covered from December 1,   

2006
Drug-eluting stents are bare-metal stents coated with drugs 
that help prevent the arteries from narrowing again. They 
also have contraindications and side effects, however, so a 
specialist must carefully assess their use to provide the best 
treatment.
If the patient is approved for the use of a stent, and the 
patient or his or her family elects to use the drug-eluting 
stent, the Bureau of National Health Insurance will cover the 
standard fee it would pay for the conventional bare-metal 
stent. The patient is required to cover the difference in the 
cost between the drug-eluting and bare-metal stents.

2.Special artificial total hip joints - artificial ceramic hip joints 
and metal-on-metal artificial hip joints partially covered since 
January 1, 2007 and May 1, 2008
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The Bureau of National Health Insurance currently covers 
femoral components used in total hip replacements made of 
titanium or Co-Cr-Mo (cobalt-chromium-molybdenum) alloys. 
The Bureau also covers acetabular components, made of 
wear-resistant high density polyethylene (HMW-PE). If these 
inserts are used appropriately, patients should not have to 
undergo revision hip replacement surgery. 
If, however, the patient or patient's family chooses to use an 
artificial ceramic hip joint or a metal-on-metal artificial hip 
joint, the Bureau will cover the cost of a conventional artificial 
hip replacement for those who qualify for such a procedure 
and the patient is required to cover the price difference 
between the ceramic or metal-on-metal and conventional 
hip prosthesis. It should be noted that the newer artificial 
joints have contraindications and side effects, and a specialist 
should assess their use.  

3.Artificial Intraocular Lenses – Partially covered since October 
1, 2007
The cost of a conventional artificial intraocular lens used 
on patients who qualify for cataracts surgery under Bureau 
guidelines is fully covered under the National Health 
Insurance program. Conventional lenses are made of PMMA, 
silicon or acrylic and after being surgically implanted have 
excellent long-term stability. Some patients have indications 
justifying the use of more advanced special-function artificial 
intraocular lenses, but these devices have their indications 
and contraindications, so the use of the special material is 
not appropriate for all cataracts patients. 

If a patient meets the criteria for usage of an artificial 
intraocular lens, and wants to use an advanced artificial 
intraocular lens after consulting with a specialist, the Bureau 
will cover the cost of a conventional lens, but the patient will 
be responsible to pay the difference. 
The Bureau of National Health Insurance requires that 
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physicians clearly inform patients or their families why a 
more advanced device is needed and the additional amount 
they will be asked to pay prior to the procedure and then 
have them fill out the required authorization agreement. 
Health care institutions are also required to provide patients 
with information on all brands and devices that are fully 
or partially covered under the NHI program and their 
specific characteristics (including potential side effects, 
contraindications, and other issues to be aware of). They must 
also post descriptions of devices and their suppliers that have 
been used and the cost of the device on their Web sites, easily 
spotted bulletin boards or outside related outpatient clinics for 
public reference. 
If you notice during a doctor's visit that a hospital has not 
displayed the information as per the above guidelines, you can 
file a complaint or report the problem in one of three ways:
1.	By calling the toll-free 0800-030-598 service line, where a 

service agent will take your call.
2.	By sending an e-mail to the Bureau of National Health 

Insurance's Web site at http://www.nhi.gov.tw (The e-mail 
can be written in English).

3.	By filing a complaint in person at any Bureau of National 
Health Insurance regional division or liaison office.
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When you visit a doctor, the Bureau of National Health 
Insurance will cover most of your examination and medication 
costs. All you need to pay is a copayment (for details on basic 
outpatient copayments and medication copayments, please see 
page47). 

Please visit a clinic first; get a referral to a 
hospital if necessary
To ensure that each level of health care institution can provide 
patients with the most appropriate care, we suggest that you 
should seek outpatient treatment at a local clinic and stick to one 
doctor to get basic care. If a hospital stay or a further procedure 
or test is necessary, the clinic will refer you to a hospital.
The benefit of doing this is twofold: you can develop a complete 
medical record at the clinic while receiving specialized medical 
care and you can avoid wasting money and time running around 
to different health care institutions.

Visiting a hospital without a referral costs 
more
Under the referral system that took effect on July 15, 2005, 
the basic outpatient copayment at clinics was fixed at NT$50. 
If follow-up care is necessary, the clinic’s doctor can refer the 
patient to a regional hospital or medical center. The first visit 
to a hospital within one month of an outpatient or emergency 
procedure or a hospital stay, or a new mother’s first checkup 
within six weeks after being discharged from the hospital, are all 
treated as referral visits. 
If individuals go directly to district hospitals, regional hospitals 
or medical centers without a referral (except for dental care 
and traditional Chinese medicine therapy), the basic outpatient 
copayment will be NT$30, NT$100, and NT$150 higher, 
respectively, than if they had a referral (for more details, please 
see page47). There is no difference in the copayment for 
medication if you bypass clinics and go directly to a hospital for a 
checkup.
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Contracted hospitals or clinics

Present referral note

Need a referral
Referral hospitals or rclinics

 
 

  
 

 

Surgery, examination or hospitalization

Original contracted hospital or clinics

 
 

Transferred back

How does the referral system work?
You only have to remember the following easy steps to get a 
referral without any problems and save time and effort.
Step 1:If you are not feeling well, visit a local clinic or family 

doctor and ask the attending physician for a preliminary 
diagnosis and suggested course of treatment.

Step 2:If you have to be hospitalized or need tests or surgery, 
the doctor will give you a referral note and refer you to a 
hospital for follow-up treatment.

Step 3:Visit the recommended hospital before the expiration 
date on the referral note and present it to the hospital's 
referral counter for verification.

Step 4:Once a hospital agrees to accept the referral, it must -- 
within three days of an outpatient visit or within 14 days 
of the patient being hospitalized -- inform the patient's 
original clinic of the treatment given, any suggestions, or 
the “hospital discharge summary.” The original clinic will 
be notified if the patient needs to remain in the hospital 
or if further treatment is needed.  

Step 5:The first time a patient returns for a checkup within 30 
days after undergoing an outpatient procedure or being 
discharged from the hospital, the visit will be treated as 
a referral, meaning the basic copayment will be the same 
as that for a clinic visit. 

Step 6:Patients who do not need to be further referred to a 
hospital or clinic for treatment but still require follow-up 
therapy should be referred back to their original clinic or 
hospital to continue their treatment. 
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Notes:
1.Regardless of whether the referral is from hospital to 

clinic, clinic to hospital or between same-class health care 
institutions, transfers out and transfers back are all considered 
to be referrals.

2.	All contracted hospitals and clinics can issue referral notes and 
refer patients to any level of health care institution. A clinic, 
for example, can directly refer a patient to a medical center 
without first having to send the patient to a district hospital 
and then a regional hospital.

Copayments for Same Course of Treatment
Undergoing the special therapies listed below in response to a 
medical condition is considered following “the same course of 
treatment.” Patients following the same course of treatment 
only have to pay the basic outpatient copayment before their 
first outpatient visit and deduct one doctor visit from their 
allotted visits. Subsequent outpatient visits do not require 
copayments and do not count against a patient’s allotted visits.
The only exceptions to this are patients undergoing western 
medicine physical therapies (“simple” or “simple to moderate” 
therapies) and traditional Chinese medicine therapies. They will 
be required to pay a copayment of NT$50 for the second to the 
sixth outpatient visits related to the same course of treatment, 
but the visits will not be deducted from their allotted number. 
In all cases, patients must still present their health insurance IC 
cards when getting outpatient care for verification.
1.Western Medicine

A.Changing dressings within two days after being treated for 
a simple wound.

B.Getting one or more injections per day at a contracted clinic 
or hospital  to treat a condition; three days of injections is 
considered one course of treatment.

C.Hemodialysis sessions within any given month. 
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D.Chemotherapy or radiation therapy sessions to treat cancer 
within any  given month.

E.Hyperbaric oxygen treatments within any given month.
F.Immunotherapy sessions within any given month.
G.Home care with any given month.
H.Psychiatric community rehabilitation sessions within any 

given month.
I .Psychiatric  activity therapy,  cognit ive therapy,  or 

psychotherapy within any  given month.
J.Rehabilitation therapy - in principle six sessions constitute 

one course of  treatment
K.Light therapy for skin disease, electrical stimulation for 

urinary incontinence, pelvic muscle biofeedback training - in 
principle six sessions  constitute one course of treatment. 

L.Postoperative suture removal - in principle six sessions 
constitute one  course of treatment. 

2.Dental Care
A.Root canal therapy in the same part of the mouth - 60 days 

constitutes one course of treatment.
B.Tooth extraction and related therapy - six visits constitute one 

course of   treatment.
C.Operative dentistry in the same part of the mouth - six visits 

constitute one course of treatment.
D.Therapeutic scaling - six visits constitute one course of 

treatment.
3.Traditional Chinese medicine

A.Six acupuncture sessions to treat the same condition.
B.Six dislocation rehabilitation therapy sessions to treat the 

same condition.
C.Six injury treatment sessions to treat the same condition. 

Notes:
1.If the physician treating you for a condition provides 

treatments for other ailments during the same visit, it does 
not count against your total allotted visits. 
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2.If during a course of treatment your condition changes, and 
the original treatment cannot be continued because the 
attending physician issues a new diagnosis, then subsequent 
treatments cannot be considered part of the “same course 
of treatment.” The patient must follow the normal procedure 
associated with any checkup, namely registering, seeing a 
doctor, and paying for the visit.

Emergency Care
The Bureau of National Health Insurance covers most 
emergency care expenses, including treatment, physical 
examinations, lab tests, and medication costs. Patients only 
have to pay an “emergency care copayment” (for more details 
on emergency care copayments, please see page47).

Hospitalization
When an insured individual needs to be hospitalized, the 
Bureau of National Health Insurance will fully cover the cost 
of certain “insured beds” (according to health insurance 
guidelines) and most hospitalization expenses.
1.Hospital Room Fees

An “insured bed” - fully covered by the National Health 
Insurance program - is defined as one in a hospital room 
with three or more beds. If you stay in a room with only one 
or two beds, then you are required to pay the difference 
between the actual cost and the amount covered by the 
health insurance program for an “insured bed.” 
Room fees are calculated beginning the day a patient is 
hospitalized but the day the patient is discharged is not 
included. In other words, the date of admittance rather than 
the date of discharge is used in the room fee calculation.

2.Hospitalization Fees
There is no arbitrary time limit on hospital stays. Length of 
hospital stays are determined by patients’ needs. The health 
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insurance program will cover between 70% and 95% of your 
hospitalization expenses depending on the length of stay and 
whether your condition is acute or chronic. You will only be 
responsible for 5% to 30% of the cost of your hospitalization 
(for more details on hospitalization copayments, please see 
page48).

If a physician determines that you no longer need to be 
hospitalized, but you insist on continued inpatient care, you will 
be responsible for all additional hospitalization expenses. 
As for medication fees, some special medications are regulated 
and are only covered by the health insurance program if a 
doctor determines that the medication is appropriate for the 
medical condition.

Home Care
Home care is carried out in coordination between doctors and 
nurses. Services offered at patients’ homes include: home visits, 
diagnosis and treatment, the provision of medical supplies, 
and nurse-supervised catheter and ostomy services for the 
respiratory, digestive and urinary systems. Other services 
include collecting tissue samples for testing and guiding family 
members and caregivers on how to help care for the patient.

How to Apply:
1.If a physician assesses that a hospital patient qualifies for 

home care, the patient will be handed over to the hospital’s 
home care department or transferred to another health care 
or nursing care institution that has a home care department.

2.If the patient has not been hospitalized, but the attending 
physician finds he or she meets the conditions required for 
home care, the patient can apply directly for home care with 
a health care or nursing care institution that has a home care 
department.
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Patients Must Meet One of the Following Conditions to 
Qualify for Home Care

1.Patient is immobile and spends more than 50% of his or her 
waking hours either in bed or in a chair.

2.Patient has clear need for medical or nursing services.
3.Chronic disease patient who has need for long-term nursing 

care or patient who needs follow-up nursing care after being 
discharged from the hospital.

Related National Health Insurance Regulations:
1.Home care given within the same month is considered the same 

course of treatment. Only the first visit of every month by a 
health care worker is deducted from the IC card’s visit allotment.

2.In principle, home care consists of two visits a month by a 
nurse and one visit every two months by a doctor.

3.The home care patient’s copayment is 10% of the actual costs 
of each visit (except for those who qualify to be exempted 
from copayments).

4.Transportation costs incurred by health care workers are for 
the patient’s account.
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Chronic Disease Patients (Refill Prescriptions)
If you are diagnosed by a doctor as suffering from a chronic 
illness as defined by the Department of Health (the Bureau 
of National Health Insurance has listed 98 ailments as chronic 
illnesses, including hypertension and diabetes) and your 
condition is stable and can be controlled by medication 
taken regularly, the doctor will issue a “chronic illness refill 
prescription” that will save you money. 
The refill prescription is valid for three months and can be 
filled up to three times, with 28-30 days of medicine dispensed 
per refill. The pharmacy must verify your health insurance IC 
card every time you fill the prescription, but it will not deduct 
a doctor's visit from the card's allotted amount. It will simply 
enter the medications used under the refill prescription on the 
card, and you will not have to pay a medication copayment. 
Chronic disease patients who need to take medication on a 
long-term basis but cannot get to the doctor can authorize 
others to pick up medication on their behalf. The policy applies 
to patients who are immobile or who will be out of the country 
for extended periods of time, such as deep-sea fishermen or 
workers on other ships navigating international routes, and 
have the necessary documentation. The person acting on the 
patient’s behalf must see the original doctor and describe 
the patient’s condition. If, based on the doctor’s professional 
judgment, the patient’s condition is clearly understood, then 
the doctor can decide to give a prescription, but only for the 
same medication as prescribed previously.
The refill prescription system can save patients a considerable 
amount of money, but it’s up to the doctor to decide if you 
should receive a standard prescription or the refill prescription. 
Even if you suffer from a chronic disease as defined by the 
Department of Health, if your condition is not stable and you 
need to get regular checkups at a clinic or hospital, you are not 
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1.To avoid running out of medicine, please be sure that you 
take your prescription to the clinic or hospital where you 
were originally diagnosed or a BNHI-contracted pharmacy 
within seven days of when your medication will run out to 
refill your prescription. (You can have the prescription refilled 
further in advance before long holidays, such as the Chinese 
New Year holiday.) If your neighborhood does not have a 
BNHI-contracted pharmacy or you cannot get back to the 
original health care institution that issued the prescription, 
you can have the prescription filled at other BNHI-contracted 
hospitals or a community health center.

2.If you plan to go abroad or work on a fishing boat or other 
vessel for more than one month, you can pick up a second 
month of medicine when you fill your prescription by 
presenting a plane ticket or other proof of an extended stay 
overseas. You are limited to collecting a two-month supply at 
any one time to prevent the medicine from being stored for 
too long and losing its potency.

3.If you suffer any discomfort while taking any of the prescribed 
medicines, you should quickly return to the clinic or hospital 
that treated you originally with your prescription and discuss 
the situation with your physician. You must remember to 
inform the doctor of the medications prescribed so that he or 
she will not unwittingly prescribe the same medications and 
threaten your safety. 

4.If you have lost your prescription refill slip, please return to 
the clinic or hospital that originally treated you for a new 
checkup. 

Guidelines on Using ‘Chronic Illness Prescription Refill Slip’

a suitable candidate for the “chronic illness refill prescription.”
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Catastrophic Illness Patients
If a patient ’s ailment is diagnosed by a physician as a 
“catastrophic illness” under Department of Health guidelines, 
the patient can submit related information and apply for a 
catastrophic illness certificate. The application will be formally 
reviewed, and if approved, the information is entered into his 
or her IC card. Patients with the catastrophic illness certification 
who get care for the illness or related conditions within the 
certificate’s validity period do not need to pay a copayment for 
outpatient or inpatient care. Catastrophic illness patients must 
still follow normal treatment and payment procedures when 
seeking care for unrelated conditions. For more information 
on what constitutes catastrophic illness and how to apply for 
the certificate, please consult a Bureau of National Health 
Insurance regional division. 

Occupational Injuries or Diseases
When you seek treatment at a BNHI-contracted clinic or hospital 
for an occupational injury or disease, as long as you have labor 
insurance in addition to health insurance, not only are you 
exempt from copayments, half of your board expenses for a 
hospital stay of up to 30 days are covered by labor insurance.

Definition of Occupation Injury or Disease
1.Injuries sustained while on the job.
2.Illness listed by the Bureau of Labor Insurance as an occupational 

illness contracted on the job.
3.Injuries sustained in an accident while traveling to or from work, 

but the time of the accident must be verified as being consistent 
with going to or getting off work and the patient must be 
cleared of having violated major traffic regulations. 
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Notes:
1.The “Labor insurance occupational injury/disease medical 

treatment form” can be obtained from your insurance 
registration organization (employer) or the Bureau of Labor 
Insurance or its local offices. For more information, please 
see the Bureau of Labor Insurance’s Web site at http://www.
bli.gov.tw

2.The “Labor insurance occupational injury/disease medical 
treatment form” can only be used to treat one condition at 
the same clinic or hospital, and is valid for up to six visits.

3.Those seeking outpatient care without the “Labor insurance 
occupational injury/disease medical treatment form” can 
still be exempted from copayments if the physician, whose 
qualifications are verified by the Department of Health or is 
employed at a medical center, diagnoses their condition as 
an occupational injury or disease.

What Happens If You Forgot to Bring the “Labor Insurance’s 
Medical Treatment Form for Occupational Disease” When 
Seeing a Doctor and Paid the Copayment Out-of-pocket?

1.If you present your labor insurance treatment form to the clinic 
or hospital where you were treated within seven days of the 
outpatient visit or hospital discharge date, your copayment will 
be refunded.

2.If the seven-day period has elapsed, you can apply for a refund 
of the copayment if you send the following documents to the 
Bureau of Labor Insurance within six months of the outpatient 

Documents Needed to Get Care
1.Labor insurance occupational injury/disease medical 

treatment form (either a labor insurance occupational 
injury/disease outpatient treatment request form or labor 
insurance occupational injury/disease hospitalization 
application form).

2.Health insurance IC card.
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visit or hospital discharge date:
(1)The “Labor insurance occupational injury/disease medical 

treatment  form”.
(2)Medical expense refund application form.
(3)The original copy of the receipt and the listed expenses.
(4)A certificate of diagnosis or other certifying documentation.

Note: 
The application form for an NHI prepaid medical expense 
refund can be obtained at any Bureau of National Health 
Insurance regional division.

People with Rare Diseases
The Bureau of National Health Insurance handles coverage 
of orphan drugs and drugs for rare diseases on a case-by-
case basis, ensuring that sufferers of rare diseases receive 
appropriate care. 
Patients with rare diseases can seek care at BNHI-contracted 
health care institutions, where the clinical physician will provide 
treatment and issue a prescription based on the diagnosis and 
refer to the regulations covering the reimbursement of related 
medications. 
If a needed drug has yet to receive formal regulatory approval 
but the Department of Health agrees to the drug’s import (or 
manufacture) on a special-case basis and lists it under the “Rare 
Disease Control and Orphan Drug Act,” it must be reviewed on 
a special-case basis by the Bureau of National Health Insurance 
before it can be used.
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Family Doctor
Under the integrated primary care system, 5-10 primary care 
clinics and hospitals in the same neighborhood will cooperate 
to form a“community health care group” that uses its combined 
strength to care for people in the community. 

How to Join a “Community Health Care 
Group”?
To become a member of a community health care group, all 
you have to do is register with a group doctor in your area. You 
should register as a family, and all members of the same family 
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Services Provided:
1.“Community health care groups” set up 24-hour health care 

counseling hotlines that can immediately answer questions 
and offer uninterrupted and complete care.

2.The health care group will set up a complete family health file 
for each family in the neighborhood. When a family member 
falls ill, the group’s physicians can immediately and efficiently 
understand the patient’s condition, track the result of the 
course of treatment and maintain the health of the entire 
family.

3.If a patient needs to be further examined or treated at a 
hospital or referred to another specialist, your family doctor 
will contact the partner hospital and help you transfer to its 
outpatient or inpatient department. Your medical record will 
also be sent to the partner hospital. The hospital, in turn, 
will report the results of the examination and tests back to 
the primary care clinic. The process helps patients avoid 
unnecessary examinations and medication, and reduces 
waiting times for hospital beds.

4.Once the patient’s condition stabilizes, he or she can return 
to the family doctor clinic to receive continuing care.
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should, in principle, register with the same family doctor. The 
registration procedure is simple, convenient and free of charge.
If you want to find out which clinics in your area belong to a 
“community health care group,” you can call the Bureau’s toll-
free number at 0800-030-598. 

Pay-for-Performance Plans
If diseases can be discovered in their early stages through 
testing and are then treated, the cure rate rises dramatically. 
Also, there are certain chronic diseases or illnesses requiring 
long-term treatment that can be controlled if patients take 
medicine according to the doctor’s instructions, allowing 
patients to lead normal lives.  
Based on the concept of “buying health,” the Bureau of 
National Health Insurance has selected a few common diseases 
to be handled under “pay-for-performance” plans. The Bureau 
hopes that through an adjustment in its payment method 
(based on the patient’s progress rather than for individual 
visits) and appropriate incentives, health care institutions will 
provide patients with comprehensive and continuous care. It 
also hopes that by making health care quality and efficiency 
the basis for payment, the pay-for-performance scheme will 
become rooted as an innovative way to buy health.
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Services Covered:
The diseases currently covered under the pay-for-performance 
plan include breast cancer therapy, diabetes, asthma, chronic 
hepatitis B and hepatitis C, and hypertension. The Bureau of 
Health Insurance also instituted a preliminary-stage pay-for-
performance plan for chronic kidney diseases in January 2011. 
Under the pay-for-performance concept, hospitals reverse 
the standard pattern of patients seeking out doctors. They 
take the initiative to reach out to patients to manage the 
disease, planning the course of treatment together with them, 
reminding them to take their medicine at prescribed times, 
tracking their progress, and reminding them when they need to 
return for a checkup.

How to Participate?
All you have to do is call any Bureau of National Health 
Insurance regional division and ask about getting on a pay-
for-performance hospital list. You can then directly or through 
a referral visit the hospital (for copayment issues, please see 
page47).
If the doctor diagnoses you as having a condition covered by 
the pay-for-performance plan, there is no need to formally 
apply to join the program. A specialized medical team will 
take charge of your illness and put in place a comprehensive 
treatment plan. To get complete care and be able to track your 
progress, we would like to remind you to continue to be treated 
at the same health care institution.
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There are times when due to an emergency, patients don't 
have time to go to a BNHI-contracted clinic or hospital and 
end up visiting a non-contracted health care institution for 
emergency care. Others may get injured, fall ill, or give birth 
when traveling abroad for pleasure or on business and receive 
treatment at a health care institution overseas. In all of these 
cases, patients pay for care out of their own pocket. But if you 
submit the necessary related documents and an application to 
a Bureau of National Health Insurance regional division before 
the established deadline, the Bureau will reimburse you for 
such expenses, depending on its review of your case.

Documents Needed:
1.NHI Prepaid Medical Expense Refund Application Form. You 

can obtain an  application form in any of the following ways:
(1)Go directly to a BNHI regional division in your area and 

pick up a form at a service counter.   
(2)Download the form from the BNHI regional division’s 

English-language Web site.
2.Original copies of your medical expense receipts and an 

itemized statement of expenses. If you have lost the original 
copy of your receipt or the statement of expenses, ask the 
health care institution that treated you to make copies and 
stamp them with their clinic or hospital chop. The reason why 
you are unable to provide the originals should also be noted 

Application Deadline
Patients must apply for reimbursement within six months of 
the day they were discharged from the hospital or last received 
treatment. In other words, the application must be filed within 
six months of the day the patient received outpatient or 
emergency care or was discharged from the hospital, regardless 
of whether the expenses were incurred at home or abroad. No 
applications can be filed beyond the six-month deadline.
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on the copies. 
3.A Diagnosis Certificate or Documentary Proof

Please ask the doctor or the hospital for the following 
documents:
(1)If you made an outpatient or emergency ward visit, please 

prepare a “certificate of diagnosis” .
(2)If you were hospitalized, in addition to the “certificate 

of diagnosis” ,you must also get a “hospital discharge 
summary” .

(3)If the “certificate of diagnosis” or other documents are in a 
foreign language other than English, they must have a Chinese 
translation attached.

4.If you apply for reimbursement of out-of-pocket medical 
expenses incurred overseas, please also submit copies of 
documents proving exit and entry (usually copies of your 
passport with a photograph and Taiwan exit and entry stamps 
for the trip in question) or related documentation from your 
employer. 

5.To apply for reimbursement of expenses for a hospital stay in 
China for five days or more, first have the itemized statement 
of expenses, the certificate of diagnosis or other related 
documents notarized at a notary public office in China. 
After returning to Taiwan, apply with the Straits Exchange 
Foundation to have the original copy of the notarized 
document(s) verified. For related information, please contact 
the Straits Exchange Foundation at 02-2713-4726 or consult 
its Web site http://www.sef.org.tw.

How to Apply?
Submit the above documentation to your insurance registration 
organization (the company, union or organization that registers 
you in the health insurance program) or apply directly at any 
Bureau of National Health Insurance regional division.
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Reimbursement Caps
Claims for payment of medical expenses for outpatient, 
emergency or inpatient care incurred outside the jurisdiction of 
the Bureau of National Health Insurance (including overseas and 
in China) are processed the same way as when BNHI-contracted 
health care institutions make payment claims. The applications 
are professionally evaluated based on the appropriateness of the 
treatment, and the scope of coverage and payment conditions 
are the same as for domestic care and must conform to related 
National Health Insurance coverage regulations.
Reimbursements of out-of-pocket medical expenses are capped 
at the average cost per outpatient or emergency ward visit or 
average cost of hospitalization per person per day at domestic 
medical centers paid by the Bureau of National Health Insurance 
in the previous quarter. Because the reimbursement cap varies 
from quarter to quarter, those who need the latest information 
on the reimbursement cap should call our toll-free number at 
0800-030-598.
Note:
When calculating reimbursement amounts, the exchange rate 
used is based on the average exchange rate of the foreign 
currency on the day the application was made.
If you still have questions or suggestions related to any aspect 
of the National Health Insurance program, you can contact us 
in any of the following ways:
1.Call our toll-free number 0800-030-598, where a service 

agent will be happy to help you.
2.Send your suggestions by e-mail to our suggestion box found 

on our Web site at http://www.nhi.gov.tw.
3.Inquire directly at any Bureau of National Health Insurance 

regional division or liaison office. 
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Background Information
The purpose of the National Health Insurance program is to 
ensure that the entire population is covered by this social 
insurance system and that everyone receives appropriate 
medical care. The ultimate goal is to prevent any delays or 
failures in receiving medical care that may be caused by 
financial hardships. 
Because of rapid increases in medical expenses paid out by the 
insurance program, however, the program is facing a financial 
deficit. The increases in expenses have been caused by many 
factors, including rapid population aging, a dramatic increase 
in the number of patients suffering from catastrophic diseases, 
and the continuous introduction of new medical technologies, 
pharmaceutical products and medical devices. Focusing on 
the various problems of the first-generation national health 
insurance program, the government undertook a "second-
generation” National Health Insurance reform, hoping to better 
satisfy the demands of the population and accommodate the 
practical requirements of the program. 
The amended National Health Insurance Act was promulgated 
by the president on January 26, 2011, but the date for formal 
implementation of the Second-Generation NHI will be decided 
and announced by the Executive Yuan separately.
The purpose of the amendment is to ensure greater fairness in 
the premium rate, the basis on which premiums are calculated 
and methodologies for determining premiums. Furthermore, 
the amendment will also serve to safeguard the rights and 
interests of the program’s participants in receiving medical 
care, protect the health of the population, and improve the 
quality of medical services. 
What are the key reforms of the second-generation national 
health insurance program that will benefit the general public? 
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The Key Reforms of the National Health 
Insurance (NHI): 
Reform 1: 
Expanding the Basis for NHI Premium Calculation and 
Reinforcing the Spirit of Ability to Pay:  
Under the existing health insurance system, premiums are 
calculated on the basis of the participant's salary. Income that 
does not come from a salary is not included in the calculation. 
People who receive a salary as their primary source of income, 
therefore, are shouldering more of the burden of premium 
payments than people with diversified income sources. The 
purpose for imposing a supplementary premium directed at 
irregular income sources is to reinforce the spirit of "ability to 
pay” and improve the fairness of the program. The approach 
will also lead to a slight reduction of the existing premium rate 
and narrow the difference in premium contributions among 
people with similar income levels, thereby ensuring a fairer and 
more reasonable income contribution system. 

The NHI will collect a supplementary 
premium based on the following six kinds 
of income:
1.	Bonuses and cash rewards that total at least four times the 

insured monthly salary
2.	Income from professional practices
3.	Stock dividends 
4.	Interest income 
5.	Rental income 
6.	Income from part-time jobs 
Furthermore, a 2% supplementary premium shall be directed 
at employers (the insurance registration organization) based 
on the difference between their total monthly payroll and the 
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amount of payroll used to calculate the premiums charged 
employees. This approach not only helps to balance the 
premium contribution level among employers, but also ensures 
a more reasonable premium contribution from the insurance 
registration organizations who have adopted a "low base salary, 
high bonus" compensation system. 
The premium burden will be reduced for the majority of people 
who are receiving income from a single source. 

Example 1:
Mr. Chen is a single office worker whose premium is calculated 
based on a monthly salary of NT$53,000. He also receives a year-
end bonus equivalent to 2.5 times his monthly salary. 
Calculation method: 
First-generation NHI: NT$53,000×premium rate 5.17%×contribution 
ratio 30%=NT$822  
Second-generation NHI: NT$53,000×premium rate 4.91%×contribution 
ratio 30%=NT$781  
After the implementation of the second-generation program, Mr. 
Chen will save NT$41 each month, or NT$492 per year.
Explanation: 
In the future assuming the premium rate is 4.91%, Mr. Chen, 
as an employee, will be required to cover 30% of his health 
insurance premium. Since the amount of his year-end bonus 
does not exceed four times his monthly salary, there is no need 
for him to pay a supplementary premium. 
Example 2:
Mr. and Mrs. Chen have their premiums calculated based on 
salaries of NT$50,600 and NT$42,000 respectively. They both 
receive a year-end bonus equivalent to two times their monthly 
salary. Their two children are also covered through Mrs. Chen’s 
employer. 
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Calculation method: 
First-generation NHI: NT$50,600×premium rate 5.17%×contribution 
ratio30%)+[42,000×premium rate 5.17%×contribution ratio 
30%×(1+2dependents)]=NT$2,739  
Second-generation NHI: (50,600×premium Rate 4.91%×contribution 
ratio 30%)+[42,000×premium Rate 4.91%×contribution ratio 
30%×(1+2dependents)]=NT$2,601  
After the implementation of the second-generation NHI, the 
four-member Chen household will save NT$138 each month, or 
NT$1,656 per year.  
Explanation: 
In the future, assuming the premium rate is 4.91%, Mr. and 
Mrs. Chen, as employees, will both be required to cover 30% of 
the NHI premium. Since the amount of their year-end bonuses 
do not exceed four times their monthly salary, there is no need 
for them to pay a supplementary premium. 
Reform 2: 
Investing in national health by introducing diversified 
methodologies for premium calculation:
In terms of medical benefits, the principle underlying second-
generation NHI is that equal benefits shall be offered to 
people in the same diagnosis-related group or receiving the 
same quality of medical care. The insurer will also conduct a 
"Capitation Payment" pilot program, i.e., hospitals and clinics 
within the same geographic area will work as a community 
medical group. NHI participants will be encouraged, but not 
forced to receive medical care from the same medical group. 
The community medical group, on the other hand, is expected 
to maintain close interactions with patients by providing 
preventive health services, health education, and individual 
case management. The objectives are to provide integrated and 
high-quality medical services based on a "patient-centered" 
philosophy. The monetary savings will be paid back to the 
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medical institutions. 
Reform 3: 
Increasing counseling and supervision to decrease waste of 
medical resources:  
The second-generation NHI will impose heavier penalties 
against hospitals or physicians making fraudulent claims. A 
permanent suspension of the NHI contract will be enforced in 
cases of severe violations. In cases where an insured person 
seeks medical care frequently or repeatedly, resulting in a waste 
of medical resources, the Bureau of National Health Insurance 
(BNHI) shall provide necessary guidance and assistance. No 
insurance benefits will be granted if the insured person fails to 
seek medical assistance from hospitals/clinics designated by 
the BNHI.
Reform 4: 
Ensuring the transparency of information and encouraging par-
ticipation by the general public :
After the implementation of the second-generation NHI, people 
will be able to access various NHI-related information through 
the Internet, including premium rates, scope of benefits, insur-
ance benefits for medical services and pharmaceutical prod-
ucts, ratios and numbers of insured beds in NHI contracted 
hospitals, health education information, and information con-
cerning severe violations. The new approach will help NHI par-
ticipants to select appropriate hospitals, physicians and thera-
pies.
Reform 5: 
Reducing the copayments of the disadvantaged:  
In order to safeguard the interests of the disadvantaged, the 
second-generation NHI eliminated the weaknesses of the 
first-generation program and retained the items favorable to 
this population segment. Special efforts have been made in 
providing "proactive support." For example, suspension of 
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NHI benefits coverage shall not apply to people with financial 
hardships or victims of domestic violence who are currently 
covered by protection orders issued by the court. An exemption 
or reduction of copayments shall be granted to participants 
residing in areas with a shortage of medical resources. The 
copayment for home nursing services shall be reduced from the 
current 10% to 5%. 
Reform 6:
Enforcing stricter restrictions on access to NHI benefits by 
individuals who have stayed overseas for a long period of time: 
Many people who have lived abroad for long periods of time 
and have suspended their health insurance coverage, return to 
Taiwan as soon as they catch a disease to enroll in the National 
Health Insurance program. Under the second-generation NHI, 
access to the program will only be allowed when the applicant 
has an "insurance enrollment record within the past two years," 
or has held a household registration in Taiwan for more than six 
months. The purpose of this reform is to resolve the unfairness 
of the situation.  
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Appendix
Bureau of National Health Insurance and its regional divisions’ phone 
numbers and addresses

Type of Office Tel. Number Fax Number Address Area 
Covered

Northern
Division

Taoyuan 
Liaison Office

Hsinchu 
Liaison Office

Jhubei 
Liaison Office

Miaoli 
Liaison Office

(03)433-9111

(03) 433-9111

(03) 433-9111

(03) 433-9111

(037)433-91111

(03)4381800

(03)362-7618 

(03)533-5809

(03) 558-9806

(03) 737-5676

No. 525,  Sec.  3,  Zhongshan E. 
Rd., Zhongli City, Taoyuan County 
(32005)
No. 11-4, Jieshou Rd., Taoyuan City , 
Taoyuan County (33062)

No. 3, Wuling Rd., Hsinchu City, 
North Section (30054) 

No. 9-12, Guangming 9th Rd., Jhubei 
City, Hsinchu County (31268) 

No. 1146, JhongJheng Rd., Miaoli 
City

Taoyuan 
County

Hsinchu City

Hsinchu 
County

Miaoli 
County

Type of Office Tel. Number Fax Number Address Area 
Covered

Headquarters (02)2706-5866 (02)2702-5834 No. 140, Sec. 3, Xinyi Rd., Taipei 
(10634)
(If you want to replace your IC 
card, please visit the BNHI regional 
divisions in your area or the post 
office.) 

Nationwide

Taipei Division 
Keelung 

Liaison Office

Yilan Liaison Office

K i n m e n  L i a i s o n 
Office

Lienchiang Liaison 
Office

(02)2191-2006

(02)2428-2799

(039)53-0090 

(082)37-2465

(083)62-2368

(02)2361-1682

(02)2428-2621

(039)53-0095 

(082)37-1625

(083)62-2390

5th Fl., No. 15-1, Gongyuan Rd. 
Zhongzheng District, Taipei (10041)

No. 95, Yiyi Rd., Keelung (20241)

No. 11, Jhancian N. Rd., Luodong 
Town, Yilan County (26550)

No. 65, Huandao Rd., Jincheng 
Town, Kinmen County (89350)

No. 216, Fusing Village, Nangan 
Townsh ip ,  L iench iang  County 
(20941)

Taipei City

New Taipei 
City
Keelung City

Yilan County

Kinmen 
County

Lienchiang 
County

Toll Free Line 0800-030-598
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Type of Office Tel. Number Fax Number Address Area 
Covered

Southern 
Division

Sinying 
Liaison Office

Chiayi 
Liaison Office

Yunlin 
Liaison Office

(06)224-5678

(06)632-1619 

(05)233-6930

(05)533-9080

(06)223-8996

(06)632-1620 

(05)233-6541

(05)533-9057

No. 96, Gongyuan Rd., Jhongsi 
District, Tainan City (70006)

No. 78,  Dongsyue Rd.,  S inying 
District, Tainan City (73064)

No. 131, De-an Rd., Chiayi City 
(60085)

No. 395, Jhuangjing Rd., Douliou 
City, Yunlin County (64043)

Tainan City

Chiayi City

Chiayi 
County

Yunlin 
County

Type of Office Tel. Number Fax Number Address Area 
Covered

Central Division

Fongyuan 
Liaison Office

Shalu
Liaison Office

Changhua
Liaison Office

Nantou  
Liaison Office

(04)2258-3988

(04)2526-0080

(04)2665-3884

(04) 751-9639

(049)231-3735

(04)2253-1248

(04)2526-0148

(04)2665-3923

(04) 751-8477

(049)231-3730

No. 66, Shihjheng North One Rd., 
Xitun District, Taichung City (40709)

No. 146, Ruei-an St., Fongyuan 
District, Taichung City  (42041)

No. 16, Fulu St., Shalu District, 
Taichung City (43352)

3F,  No. 369, Jhonghua W. Rd., 
Changhua City, Changhua County 
(50086)

No. 126, Jhongsing Rd., Caotun 
Town, Nantou County (54261)

Taichung 
City

Taichung 
County

Changhua 
County

Nantou 
County
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Type of Office Tel. Number Fax Number Address Area 
Covered

Kaoping 
Division

Gangshan 
Liaison Office

Cishan 
Liaison Office

Pingtung 
Liaison Office

Donggang 
Liaison Office

Penghu 
Liaison Office

(07)323-3123

(07)625-1533

(07)662-3770

(08)733-5045

(08)831-1490

(06)922-1495

(07)315-9242

(07)625-2935

(07)662-3779

(08)7336525

(08)831-1491

(06)922-1497

No. 157, Jiuru 2nd Rd., Sanmin 
District, Kaohsiung City

No. 1, Dayi 2nd Rd., Gangshan 
District, Kaohsiung City(82050) 
(Inside GangShan Armed Forces 
Hospital)

No. 60,  Jhongsyue Rd.,  Cishan 
District, Kaohsiung City (84247) 
(Inside Chi-Shan Hospital)

No. 1518, Guangdong Rd., Pingtung 
City, Pingtung County (90071)

No. 210, Sec. 1, Jhongshan Rd., 
Donggang Town, Pingtung County 
(92842) (Inside Antai Tian-Sheng 
Memorial Hospital) 

No. 63-40 Siwun Ao, Siwun Li , 
M a go n g  C i t y,  Pe n g h u  C o u nt y 
(88050)

Kaohsiung 
City

Pingtung 
County

Penghu 
County

Eastern Division 

Taitung
Liaison Office

(03)833-2111

(089)22-2717

(03)833-2011

(089)22-2687

No. 36, Syuanyuan Rd., Hualien City, 
Hualien County (97049)

No. 146, Sec. 3, Siwei Rd., Taitung 
City, Taitung County (95049)

Hualien 
County

Taitung 
County

*The information in this handbook is updated as of May 30, 2011. As 
regulations can change over time, please refer to the Bureau of National 
Health Insurance Web site http://www.nhi.gov.tw for the latest information.
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