This form

is used for claiming the health

insurance benefit.

Name of Patient Date of Birth Sex (| (|
Diagnosis / Symptoms [ Physical Check- up
1 Immunization
J Pregnancy in nomal condition
Description of Service Fee Description of Service Fee
Days of Service days Hospital Visit
Office Visit
Initial ,20 Hospitalization days
Admission ,20
Subsequent ,20
,20 Discharge. ,20
Home Visit ,20 Operation
Medication J yes J no
Fixation
Pharmacy
Dressing
J Injection 1 1V Treatment
10 Anesthesia
1 Local [ Spinal [ General
Pharmacy
11 Operation- / Emergency room
Laboratory (Specify)
12 Radiology
[ X-ray
O Ultrasound
Physiotherapy
J Nuclear Scan
Medical Supplies 13 Other
Total Fee
Name and Address of Physician / Hospital, Clinic, Office

Date

Physician®s Signature

Reference Number of your
Medical Record (if applicable)




