REEREREHES [ A]
Request to Attending Physician
HEE~HFEN

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

2. This form should be completed and signed by the attending physician.
COHRKITHEHENTEAL. M DBFRALTIESELY,

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

EAE. £-ABR- ABRNBICDE, COBXTHADBETT,

Attending Physician’'s Statement

PERANRHMEE
1. Name of Patient(Last,First) Age Sex ( Male « Female )
BEA i TR

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

BRABLVRERIEARBRKESEES
‘ ( No. )

3. Date of first Diagnosis
#&ZH

4. Days of Diagnosis and Treatment

PEEIH __ days

5. Type of Treatment RED 58
[ Hospitalization ARt from // /  to /S« days)

[0 Outpatient or Home Visit ARE4}t

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

R DRE

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

L7, FhEzDHOLEDHE

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

BEIIBEHODEEICKDIELDTTM? O Yes [J No

9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EEEE. F-XEYECKLEREONR . #RBIZLS

Name and Address of Attending Physician ?E%E@‘gﬁﬁﬁizﬂiﬁﬁ

Name Last() First(£) Title(#35)
Address Home(B =) Phone(E:E)

Office(EREHEET) Phone
Date(H ) ) Signature(E4)
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KEZEERRAS
Request to Attending Physician
HEEANBFE

(B]

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

COHFXTEEORBERIROBADRFIBETT DT, EEAZHSRELOLET,

2. This form should be completed and signed by the attending physician.
COBRKIFHEYSEMNTAL. M DEBRAL TS,

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

HFRE. F=ABR- ARNBITOE, COBRK1BHBBETT,

Itemized Receipt

fH IR BA O F

Sex ( Male -
4531

Female )

3. Days of Diagnosis and Treatment

days

1. Name of Patient(Last,First) Age
BEA Fhp
2. Date of first Diagnosis
DA . : SEAHK
(1) Fee for linital Office Visit ) 2 ¥
(2) Fee for Folloe—up Office Visit =2 2 #
(3) Fee for Home Visit ® E #
(4) Fee for Hospital Visit ABRREBH
(5) Hospitalization A f5E g
(6) Consultation 82 = =1
(7) Operation F fitT =
(8) Professional Nursing BEBEME
(9) X-Ray Examination XHEREE
(10) Laboratory Tests * R E B
(11) Medicines ** E X £
(12) Surgical Dressing a 5 -
(13) Anesthetics 53 [ Z
(14) Operating room Charge FWHEEMA
(15) The Others(Specify) ZTOMEFEE L)

(16) Total

op

Important :
IR - FREMEFARICEEBGRLEVDBOIEBROLTIESL,

Name and Address of Attending Physician EEEDLRTH LUERT

* Please fill in the content of
the Laborotory Tests.

* BREODABTEZEALTL
=Ly

** Please fill in the name and

the amount of the prescription
of an individual medicine.

wk QLT8R DED AT

EEFTRALTES N,
Unit is
EEHEAL

Exclude the amount irrelevant to the treatment. i. e, payment for a luxurioys room charge.

Name Last(3) First(£a) Title(F55")
Address Home(B =) Phone(EEE)

Office(EE SR HEES) Phone
Date(H {) . Signature(E4)

Attending Physicuan(8 4 &)
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REZRERKRES

N

1. ZOEIHERTLEM?

ECOEREZEBLTHELLVELE=MN?
(BREETHZYTAEICOZHELLEY)

2. BAEABVZELTESLY)

ESELR
RiBEZL
THEOREELT
REERATE
mEREELT-
LUNFoREELI:
ZDMIREELT( )
ZDthiREE LT=( )
( )
1
EIHEM o7
A ZEA T
BYENHT
T DAth AN T=( )
( )

Ooo0oo0o0~0O0O0O0O0OOOOAO

3. ARARUN DREEER

EEEKS




