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LFormA A ZBRABHME  ERHILMHERXA BR> HATN—TREREES

¥ ¥ % Request to Attending Physician JBZEADSEELY ¢ ¥r 7r

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

2. This form should be completed and signed by the attending physician.
COBRRITEHEDGTZAL. hDBRL TS,

3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
A8, FLAR- ABRNEICOE, COBRIKLLETT,
AE&M&E . =15 .:.__.- L1y =k ‘\ P = i BRI
Name of Patient (Last,First) Date of birth Age Sex (Male=Female)
BEA: A4A8: ; : S Hi %Rl B - &
Date of first Diagnosis . Days of Diagnosis and Treatment
PEASE . : Pl day

1. Name of lliness or Injury preferably with the number of International Classification of Diseases for the use of
Health Insurance.(Please refer to the table attached to this form.)

O5H4 RUBRRIRAERERFDEES (N, )

2. Type of Treatment

O Outpatient or Home Visit ABRS}H

BEOSEE
O Hospitalization Az From(H): . . to(ZF): ; ; ( days)
H &

3. Nature and Condition of lliness or Injury(in brief)
@EIKDBE

4. Prescription,Operation and any other Treatments(in brief)

OS5, FHEDMDUEDOHE

5. Was the treatment required as a result of an accidental injury ? O Yes O No

BRIIEHRDEEIZLDLDTTH,

6. ltemized amounts paid to Hospital and/or Attending Physician : Fill in Form B
OEMMEME. FHELEICKI-ST-EREDAR: #®AXBIZLD

i

Name and Address of Attending Physician HYUEDRARUERT

[Name (A7) Last(%%) First(%) Title(#55)

Office Address (JRIRE-ILZBFTDEFT)

WOffice (R E- X2 ERRAD L) Phone(EZE)
Date (B {) ) ) Attending Physician's Signature(JE 4 EE4)

Reference Number of your Medical Record(if applicable) iz HBE

BzVAL
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1. BRERVRRRRAERER ) RS
(No. )

3. IERDBER
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MR 2 E A M
EA:
R
wE:

FR={A2



LFormB %k BA S -

1. Please fill in this form so that the patient may claim the health insurance benefit.
COHBRXIEBEEORERROBMHAOBFILETTOT, SIREHS[EL\LET,

2. This form should be completed and signed by the attending physician.
CORKIFIEHENTAL. HhDBLHL TS,

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

ERE, F AR ARNEIZOE, COBKIBARETT,
Jtemized Receipt $BAXBAHEE

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

XOER FRIERE SRICERBREOLOEEBROTLZISN,

]

Name (B Ril) Last($) First(4) Title(Fi2)

Office Address (JEIRE - (X2 ERTDIEFT)

Office (FRRRET- LB AR DL ) Phone(B5E)
Date (A1) ) . Attending Physician’s Signature(JB 4 EE4)

Reference Number of your Medical Record(if applicable) 2EiFNHEE

= B1
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