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Request to Attending Physician
HUE~DBREL

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

2. This form should be completed and signed by the attending physician,
ZOBEKITHYENRTZAL, OBELHLTLEEY,

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. &A®E. EARE - ABRSMEIC &, ZOKK 1 BB BETT,

Attending Physician's Statement
¥ E RN A B M &

Form A
BistA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEA Fa(EFAR) : : PRI

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. )
ERA R CRERBRAERRFENEES
( No. )

3. Date of first Diagnbsis
#MZ A

4. Days of Diagnosis and Treatment
PRAEH days
5. Type of Treatment
BROSE
[0 Hospitalization From / / to / / ( days)
N B / / = / / (A

O Outpatient or Home Visit _ / / ; / /
RS / l i / /

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

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

W, FEOMDONEDOHE

8. Was the treatment required as a result of an acecidental injury? —————— ] Yes 0 No

BRITEROBRICLZ LD TTH,
9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
ERBE, IRRBEYUYECIHRoEREOAR  BBRABIZL3
10 . Name and Address of Attending Physician
HYEDOLFIR UMERT
Name Last (i) First(%) Title(#5-2)
Address  Home(B %) Phone(&z%)
_ Office(JARE E /=132 AT Phone
Date(R 1) . . ) Signature(£4)

Attending Physician(#84 [E)
Reference Number of your Medical Record(if applicable)

PREDES




Reqguest to Attending Physician
BHEE~OHRFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZORRIIBE ORBRRROBM ORFBIILETTOT, EHZEHENLET,

2 . This form should be completed and signed by the attending physician.
ZOBUTHEYENRTAL, OBALTLIEIV,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. &A%, THAR - ABRSMRICSE, OB 1L EBKLETT,

ltemized Receipt

MO B E
Form B
#HAB

(1) Fee for Initial Office Visit )| 2 3

(2) Fee for Follow-up Office Visit & P2 # 8

(3) Fee for Home Visit * 2 e

(4) Fee for Hospital Visit A B A OB

(5) Hospitalization A fisg %3

(6) Consultation B B S

(7) Operation * i S

(8) Professional Nursing WEGFHAMES

(9) X-Ray Examinations X 8 m & #3

{10l Laboratory Tests* B ohm O 7 * Please fill in the
$ content of the
$ Laboratory Tests.
$ *HEREDONFEZTRALTL
$ 7ZE,

(1) Medicines** S 'S % ** Please fill in the name
$ and the amount of the
$ prescription of an
$ individual medicine.
$ LT (B A DIEDL TR
$ LEFFTALTIERN,

{19 Surgical Dressing a # #3

39 Anesthetics R [ #$

(14 Operating room Charge F M oE B BS

(5 The Others(Specify) Z o (LX)
$

N $
$
$
(6 Total & it 8 ~ Unitis
BEEM

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

EE HERIEBHE | IREICE RV S ORBRNTIEE N,
Name and Address of Attending Physician

Y E DA TR UHER
Name Last() First(4) Title(#5)
Address Home(B %E) Phone(E:%)
Office(Flr E /- iX AN Phone
Date(H 1) 7 7 Signature(E4)

Attending Physician(}8 ¥4 [E)
Reference Number of your Medical Record(if applicable)

LEEOES
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