Request to Attending Physician
HUE~OBRFEWL

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

2. This form should be completed and signed by the attending physician.
TOBRIHEEENRREAL, 2oBALTIEE N,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. HFR&H. FhAR - ABRSEIE-2E, ZOEBR 1 RS ECE,

Attending Physician's Statement
2z ® A A B M 8

Form A
A
1. Name of Patient(Last, First) Age(Date of birth) Sex  {Male - Female)
BESR FEi(d4E R B) . 3 51

2 . Name of Illness 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. )

s R UMSEHRIH BRREH S RS

{ No. )
3. Date of first Diagml)sis
b3kl
4. Days of Diagnosis and Treatment
BiA days
5. Type of Treatment
RO
[ Hospitalization From / / to / / ( days)
N B / / ES / / ( A k)
O Qutpatient ox Home Visit / ! . / !
MBS / / . / /

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

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

W5, FHE DM NME OPEEE

8. Was the treatment required as a result of an accidental injury? ————— 7] Yes 1 No

BRIIEGOERICL DS O TTHh,

9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREN, sRREEERTR-EERRONR  #2BIc k3

10 . Name and Address of Attending Physician

M [E D& BB UERT
Name Last{f) First(a) Title(#75)
Address  Home(H E) Phone(iE3E)
Office(f /- 1225 Phone
Date{ B4 . . Signature(£4)

Attending Physician(if ¥ [E)
Reference Number of your Medical Record(if applicable)

BIREDES




A FRER

2. GFis RO R A ERRER S EE S

6. IEROHEE

7. 48005, FHEOMOLEOEE

MR
(E

R4

G




Request to Attending Physician
HYE~OHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
T OFRNRAT ORBERECEMOPHCHKETTOCT, EHAEXBAVLET,

2 . This form should be completed and signed by the attending physician.
IOEITEHENREAL, »0BLELTIEEN,

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

filled out. #A®E. AR - AlRSMEIC &, ZOBX 1 BLETT,

Hemized Receipt

I B A E
Form B
#AB
{1} Fee for Initial Office Visit # 2 # 3
(2) Fee for Follow-up Office Visit & 5 3
{3) Fee for Home Visit = i 8
{4} Fee for Hospital Visit Ak B B oS
{5) Hospitalization A 5% 8
(6) Consultation [ %= 3
{7) Operation F 1§ s
(8} Professional Nursing We % 5 A B3
{9) X-Ray Examinations X 8 th # %3
(16} Laboratory Tests* HmoOom T % * Plaase fill in the
$ content of the
$ Laboratory Tests.
$ ERMEORNEERALT
$ e,
(i) Medicines** & B £t ** Please fill in the name
$ and the amount of the
B prescription of an
$ individual medicine,
3 FEARIF LT {8 2 DA
s LEERALTER,
{9 Surgical Dressing ) i %3
{13 Anesthetics IE i #*3
{4 Operating room Charge PO oE B OAS
(15 The Others(Specify) FOMEFERERT L)
$
3
3
b
{16) Total & s Unit is
AL

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

EE: BHEHE, BRCEEBERVLORBTIZSN,
Name and Address of Attending Physician

18 3 E 4 BB UMERT
Name Last(E) First{4) Title(F5 %)
Address Home(B =) Phone(&EER)
Office (B E IX IR Phone
Date(B ) . . Signature(E4)

Attending Physician(8 3% )
Reference Number of your Medical Record(if applicable)
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