Request to Attending Physician
JHYEADSFELY

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

C OO FBEDORRRIRDIGI DRFECHETIDT, SAESRELLET,
2. This form should be completed and signed by the attending physician.

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

FEATE. FEAR - ARSI ECDE. COBEK 1 KM ETT,

Form A Attending Physician’s Statement

XA ZRASHMES

1. Name of Patient(Last,First) Age(Date of birth) Sex(Male - Female)
BEL Fin (EFH/H) . . 45 (58 - @)

2. Name of Iliness or Injury
s

3. Date of first Diagnosis

¥l 2 2
4. Days of Diagnosis and Treatment days
2 &K H ¥ B

5. Type of Treatment
D= SN |

O Hospitalization Form / / to / / ( days)
A B B ES ( HfE)
O Outpatient or Home Visit / / . / /
A & st / / . / /
6. Nature and Condition of Iliness or Injury(in brief)
ERDOEIE

7. Prescription, Operation and any other Treatments(in brief)
W75, FireDMoLBOME

8. Was the treatment required as a result of an accidental injury? Yes [ NO[O
SERIBMDEEICKDEDTIN, (Fu (AR
9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
BB, FIz(HEHEICIA D TEERBDOAER  HRBICLD
10. Name and Address of Attending Physician
B EDORBINOER
Name (&#i) : Last(i%) First($) Title(#75)
Address ({XPf) : Office(JRFRETz (52PN Phone

Date (Bf) : . . Signature(E4)
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Request to Attending Physician
IHYEADSFHL

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

C ORI FBEDRRRROIGII DB ICHETIDT, sEAZHFELLET,
2. This form should be completed and signed by the attending physician.

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

ZHZE. FEAR - AN E(CDE. CoF 1 W ETTY .,

Form B Itemized Receipt

#B WS

(1) Fee for Initial Office Visit | 2 =l $

(2) Fee for Follow-up Office Visit B Z ) $

(3) Fee for Home Visit * 2 2 $

(4) Fee for Hospital Visit AR & B2 8 $

(5) Hospitalization A |73 & $

(6) Consultation 2 = & $

(7) Operation F fifs & $

(8) Professional Nursing i X B EME $

(9) X-Ray Examination X #%f % &8 & $

(10) Laboratory Tests* E w a7 &
$ *Please fill in the content
$ of the Laboratory Tests.
$ *ERBOANETZELALT
$ T

(11) Medicines** &= B &
$ **Please fill in the name the
$ amount of the prescription
$ of an individual medicine.
$ AT U T AE 2 DEDZIRE
$ SEIECAULTTFE,

(12) Surgical Dressing a2 = & $

(13) Anesthetics i3 2 & $

(14) Operating r oom Charge F oM 2 B H $

(15)The Others(Specify) it (IBEERARE)
$
$
$
$

(16) Total = 5t $ Unit is

BEH(

Important : Exclude the amount irrelevant to the treatment.i.e., payment for a luxurious room charge.
7 = SR ERE, SBRICEEBMROIVEDEFBRVT TS0,

Name and Address of Attending Physician

BHEOZRIRUMER
Name (%&#al) : Last(i%) First($) Title(#55)
Address ({¥Ff) : Office(JRFRE Tz (52PN Phone

Date (H9) : . . Signature(E4)
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