Request to Attending Physician
BUE~ADEFEL

1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORRITEE OHSRBROMBT O FEIZLETTO T, FEHZ BN L ET,

2 . This form should be completed and signed by the attending physician.
ZORRUTHYENTA L, M oBA L TIIEIN,

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be

filled out. SR ETABE - ABSSMEIS, O BB T,

Form A Attending Physician’s Statement

A PENSHNE

1. Name of Patient(Last, First) Age(Date of Birth) Sex(Male - Female)
HBE A Fls EFEARH) MR (5 - %)
2. Name of Illness or Injury preferably with the number of International Classification of Diseases for
the use of Social Insurance
540 R UL PR R 72 F [ IR 9 0 JE
(No. )
3. Date of First Diagnosis : , 20
W % H
4. Days of Diagnosis and Treatment : days
R H [#
5. Type of Treatment
1BIR D
O Hospitalization : From , 20 to , 20 ( days)
N H x (. HHD
[J Outpatient or Home Visit : , 20 . , 20
A B 4t , 20 . , 20
, 20 . , 20
6. Nature and Condition of Illness or Injury (in brief)
SR DA EE
7 . Prescription, Operation and any other Treatments (in brief)
A5, TFHTE DML ALIE DA
8. Was the treatment required as a result of an accidental injury ? Yes[J Noll
BRI FEROGEICL D DTN, EVANENANAY-4
9. Itemized amounts paid to Hospital and / or Attending physician : Fill in Form B
HHBINER R BB IZREA
1 0. Name and Address of Attending Physician
Y4 = D44 H L OMERT
Name 4 #i : Last #f First 4 Title #r&
Address f£fT : Home HZE Phone 7Eif
Office Yt X IZ 2T Phone 7EZ
Date Hft Signature &4

Attending Physician 4%
Reference Number of your Medical Record (if applicable)

PR OER




Request to Attending Physician or Superintendent of Hospital / Clinic

HYUEX ZRREEHRADEHEL

1 . Please fill in this form so that the patient may claim the social insurance benefit.
Z OFRAITEE OHRRROMBHTOHFFICLETTOT, GEHEZBEWLET,
2 . This form should be completed and signed by either the attending physician or
the superintendent of hospital/clinic.
ORI Y E IR FBRENTA L, OB L TIEIN,
3 . One form for each month and one form for hospitalization/outpatient (home
visit) should be filled out. &AM, FIAPE - ABESMEIS, Z ORI BB HETT,
4 . If not in dollars, please specify the unit used.
RSN DEBDL AT T D FEEENTIIZI W,

Form B Itemized Receipt

B X B THIN B &

(1) Fee for Initial Office Visit 2 B $
(2) Fee for Follow-up Office Visit o2 OB 8
(3) Fee for Home Visit T 2 B 3
(4) Fee for Hospital Visit APt E B $
(5) Hospitalization A B OE S
(6) Consultation 7 o525 % 3
(7) Operation F oo B $
(8) Professional Nursing EEEME $
(9) X-Ray Examinations X #BmAEHR $
@) Laboratory Tests* oA
z * Please fill in the
content of the
$ Laboratory Tests.
$ *ERAEDONEZFTLALTL
() Medicines** = 3K % 720,
z ** Please fill in the name
$ and th'e ;mount of the
prescription of an
$ individual medicine.
$ *ULTT LT Al % DIRD 4 Fh
@2 Surgical Dressing (R < EEEFTALTIEE N,
@ Anesthetics B OB S
@49 Operating Room Charge FiN=EEH $
@s) The Others(Specify) £ Ofth (R B BHED)
$
$
$
$
te) Total = s Unit is
W AT

Important : Exclude the amount irrelevant to the treatment, i. e., payment for a luxurious room charge.
EOE - RIEEE RICEZBERLROD S DIFRN TS SN,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
FH 2 [ SR BT & D4 BT R O

Name 4 Hi : Last ¥ First 4 Title #rre
Address f£FT : Home HE Phone i
Office JpP% X2 HEPT Phone #Ei#

Date Hft Signature FE4




