Request to attending Physician (BHEADSHEN)

1. Please fill in this form so that the patient may claim the health insurance benefit.
(COBXFBEORERBEOHBHAOBEFBETTOT, SMHESEOLET, )

2. This form should be completed and signed by the attending physician.
(COBRFHEYENLZAL, HDBRZALTIEEL, )

3. One form for each month and one form for hospitalization/ outpatient(home visit)should be filled out.
(BRE. TEAR - ARNEIZDE, OB TBABRETT, )

Attending Physician’s Statement
Form A(#%3\A) & m A A B @ 2 <ERERER>

1. Name of Patient(Last,First) Age(Date of Birth) Sex(Male + Female)

BEL i (EFEH H) ( . ) HERICE %)

2. Name of Illness

VHBER
% —

3. Date of First Diagnosis 4. Days of Diagnosis and Treatment

% S
#ZH s , 20 I H days

5. Type of Treatment
IR DS

] Hospitalization From , , 20 to , , 20 ( days)
N

[0 Outpatient or Home Visit , , 20 / R , 20 / , , 20 / R , 20
INIZZAS

6. Nature and Condition of Illness or Injury(in brief)
FER OB

7. Prescription,Operation,and any other Treatments(in brief)
A7 | FHTE OO RLE DO

—>

G
i
i
1

8. Was the treatment required as a result of an accidental injury?

BRI OEEFEICLELO T Yes [ No [J

9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EFRHERE, E/ I3 S ST E R O B BIC LD

10. Name and Address of Attending Physician

M PE DL R LOMERT

Name Last(F) First(4) Title(#r5)

Address Home(F1 ) Phone(&E#)
Office(JFil E7= 1325 T) Phone(&E7E)

Date(H ) , , 20 Signature(E4)

Attending Physician(#8 24 )




Request to attending Physician (BHEADSHEN)

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

(COHKRITEBEDRERROBAOBEFBINBETTOT,

FERESRENLET, )

2. This form should be completed and signed by either the attending physician or the superintendent of

a hospital/ clinic.

(COBRXFRLUEFEREOEBRNTAL, MDBLALTLESL, )
3. One form for each month and one form for hospitalization/ outpatient(home visit)should be filled out.
(&ERE. FEAR  ABRMEZOE, COBRIMABETT, )

Form B(#%3B)

ltemized Receipt
(8 @ B #1 =)

9. Itemize amounts paid to Hospital and/ or Attending Physician
(PEPEPRRE, F7 T Y IS ST ST R E DNER)

1) Fee for Initial Office Visit Mmoo B
2) Fee for Follow-up Office Visit ® & F
3) Fee for Home Visit o2 #B
4) Fee for Hospital Visit A B B R ORH
5) Hospitalization A B
6) Consultation Z o5 #
7) Operation F o #
8) Professional Nursing Wik 3 F 3 A 1%
9) X-Ray Examinations X # M & R
10) Laboratory Tests* W omoE #®
11) Medicines** = S
12) Surgical Dressing O ¢
13) Anesthetics oW %
14) Operating room Charge S
15) The Others(Specify) Z O (Frre HFIH)
16) Total = Bt

KERIHERA>

* Please fill in the content of the

Laboratory Tests.
HRAEDONREZFTLAL TLIEE,

** Please fill in the name and the
amount of the prescription of an
individual medicine.

L LT 2 DD £ FREBEAFEAL T
&N,

Unit is
(B HAT)

Inportant : Exclude the amount irrelevant to the treatment.i.e,payment for a luxurious room charge.

HEE RERE  TRRICE RO DOIFBRNTLES N,

Name and Address of Attending Physician

Y = DA RIS L OMERT

Name Last(i) First(4) Title(#55)

Address Home(H %) Phone(#35)
Office(JiB E7= LRI Phone(7E3f)

Date(H ) ,

, 20 Signature(F4)




