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LFormA THZXA ZENBEMEE -EREIH EMERXA R 1> BATIN—TREREHES

Y Y% Request to Attending PhyS|C|an HIE~ADOHBFELY k&

1. Please fill in this form so that the patient may claim the health insurance benefit.
COBRRIIBEORBERROKBATOBRFBICVHETTI DT, ;ERAZHSELLET,

2. This form should be completed and signed by the attending physician.
COHFRXIFEHENTAL. HMDOELLTZSLY,

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

&£ BE. F-AR-ABENEICOE, COBRIBHARETT,

Attending Physician's Statement 2} NAEAHE

Name of Patient (Last,First) Date of birth Age Sex (Male *Female)
BEA: $F/8H: . F#5 B Al B - %
Date of first Diagnosis . Days of Diagnosis and Treatment
2 H: . . 2R 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.)

OZHA RUERERIRARRERDEES (N )

2. Type of Treatment

Q@ LEDHTE
[0 Hospitalization APz From(B): ) . to(&E): ) ) ( days)
A

O Outpatient or Home Visit AfE4b

3. Nature and Condition of Iliness or Injury(in brief)

OERDME

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

OIL5. FMEDMDLEDHE

5. Was the treatment required as a result of an accidental injury ? 0 Yes O No

Q@ LERIFRDEEFICLDLDTY A,

6. Itemized amounts paid to Hospital and/or Attending Physician : Fill in Form B

O EEME., FITELEEIZZHI-EEEDAHR: #HBIZkD

Name and Address of Attending Physician HYEDRBI R MMERT

Name (£ HIT)_ Last(4#4) First(£) Title(¥i-5)
Office Address (AR &= (X2 HATDIEFT)

Office (FRRRFET=ITZERATDATH) Phone(EE)

Date (B ) . . Attending Physician’s Signature(}8 4 EE4)

Reference Number of your Medical Record(if applicable) ZZEiEDE=

A2
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1. BFRARVEEREAEREFESEES

(No. )

3. EERDHE

4. 7. FiEDDUIEDHE
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LFormB #:B fHUNAAIAE  ERAILTHRAB FERI> BFATN—TRERIZES

1. Please fill in this form so that the patient may claim the health insurance benefit.
COBRRIIBEORBERROKBATOBRFBICVHETTI DT, ;ERAZHSELLET,

2. This form should be completed and signed by the attending physician.
COHFERXITEHEINTAL. MDOELLTESLY,

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

E£HE. FEAR- ARNEICOE, COBRIBARETT,

% %% Request to Attending Physician FESE~NDHFELY w ek

Itemized Receipt fEIVBRFHZE

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

XOEE (FRIEMF ARICEEBEFRLTODOEERLTIZS0,

Name of Patient (Last,First) Date of birth Age Sex (Male *Female)
2EA: A8 . . F#5 %A B - &
1. Fee for Initial Office Visit ) Z # Unit_is (
2. Fee for Follow-up Office Visit B 2 # BEHEM
3. Fee for Home Visit (£ 2 #

4. Fee for Hospital Visit AR & B ¥
5. Hospitalization A 57 g
6. Consultation 2 = g
7. Operation F ity g
8. Professional Nursing B X F E &
9. X-Ray Examinations X 8 B B &
10. Laboratory Tests (%1) E m ' E

(% 1)Please fill in the content of the %

Laboratory Tests. =

RNERBEOABZRAL TS, CZ
11. Medicines (%2 = E3 7

(% 2)Please fill in the name and the )

amount of the prescription of an @
individual medicine. @
XOUFGLI-EROEOEMEEEZ (@)
FEALTLIZELY, ®
12. Surgical Dressing =2 b g
13. Anesthetics 33 % g
14. Operating room Charge F i E B
15. The Others(Specify) ZDih (4FELEIE)
@
@
©)
@
16. Total & it

Name and Address of Attending Physician HUEDRRIRVERR

Name (% HT)__ Last(4#4) First(£2) Title(F3-5)
Office Address (JERE 1= (L2 EATDIERAT)

Office (FRIRFT-IZZBATDATH) Phone(&E %)

Date (B ) : . Attending Physician’s Signature(fE 4EE £)

Reference Number of your Medical Record(if applicable) EZEiFDES

¥%=B4



LtkXB FRER> BN I—TREREES

10. FREEDAR
@

@
Q
@

11. EEZEOAR(EDEMPELL)
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15. Z0fth (FELEH)
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