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Request to Attending Physician ,
HUE~OBREL HFE

L. Please ﬁll in this form. 5o that the patient may claim the social insuranice benefit. | K4
Z o&“ﬂiﬁ%mﬁﬂ%ﬁ%@iﬁﬁ@@% CHETT DT, SEHEBE Li“s’“
2 This form should be cbmp]eted and 51gned by the attendmg phy51c1an

o e@%*u:tméléﬁ:%% BOBL LTFEW, o A BERT
‘3. One form for éach: mdnth and one form for ho,spl’cahzatlon/outpatlent (home v151t)
 should be filled out: . % A % 2N 7\?’ Aﬁ&%ﬁzluﬁ~ »UJ%E‘C TEPRETT,

T
P Attending Physician’s Statement
nx o P R R E B oM OE
1. Name of Patient (Last, First) Age (Date of Birth) Sex (Male + Female)

B F A4 iy (E£AR) #5 (B-%&)

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

ERs RO 2RBRAERERSEES

(No. )

3. Date of First Diagnosis : , 20
m # H

4. Days of Diagnosis and Treatment : days
Z B o B

5. Type of Treatment
BEEDO SR

OHospitalization : From , to , 20 ( days)
A B B <} ( BB

UIOutpatient or Home Visit
A B S , , 20

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

7. Prescription, operation and any other treatments (in brief) 7, FHEOMOMNEOHEE

8. Was the treatment required as a result of an accidental injury ? Yes [] No O
BREEHEDEBCLZ L0 T, = ARV
9. Itemized Amounts paid to Hospital &/ or Attending Physician. : Fillin Form B
HBRNIAHER BXXBitL?
10. Name and Address of Attending Physician
Y E DA TR OMERT
Name 487 : Last¥ First 4 Title 715
Address 7 : Home BE Phone B
Office BT X LT Phone &%
Date B Signature E4

Attending Physician £ % [E
Reference Number of your Medical Report (if applicable)

PHEEDODEF




Reduest to Attending Physician or Superintendent. of Hospital/Clinic
?E%Emiﬁﬁ$§§ﬁf\®&ﬁu

1. Please fill in this form s0 that the patient may claim-the social i msurance benefit.

L OBRIBEOHARROBNOBRICKETTOT, ERLBRD LT, ORE
2. T}us form shouild. be completed and. s1gned by either the attendmg physmlan or K4
the supenntendent ofa hospltal/chmc o
A »O%ﬁliﬁé"iﬁ_ﬁx{if‘ﬁ*@$¥§ﬁ7ﬁ%if 7‘»’3%% LTF& Vs, .
3. One form for each month and one form for hospltahzatlon/outpatlent (home v1s1t) B
should be filled out: )
&R, ABt- Nﬁ:%@ i \.(D%’t 1 JBU)»%E'CT
4. Ifnotin dollars, ‘please. specify the Unit used.
szuﬂmﬁiﬁém%‘\m%ma FBOTTAELY, -
. B ltemized Receipt
ﬁ;’ rfg" 8 N WE
(1) Fee for Initial Office Visit 2 ¥ 3
(2) Fee for Follow-up Office Visit B2 3
(3) Fee for Home Visit T2 $
(4) Fee for Hospital Visit IN2cgih e $
(5) Hospitalization AR 3
(6) Consultation BER $
(7) Operation F B 3
(8) Professional Nursing SRR 3
(9) X-Ray Examinations XHRBRER 3
(10) Laboratory Tests EHRER 3
(11) Medicines E % % 3
(12) Surgical Dressing AR ¢ 3
(13) Anaethetics = g 3
(14) Operating Room Charge FTERA 3
(15) Others (Specify) T DH(E B B EE) 3 3 3
Unit is
HEEEAL
(16) Total & & 3
Important : Exclude the amount irrelevant to the treatment, i. e., payment for a luxurious room charge.

3 B OREREBRICERBROZVLOEERNTT SN,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic

HEYE IR FEE &R O4A MR OER

Name 481 : LastB First & Title %55
Address £ : Home BE Phone EiE
Office % XL 29T Phone E &5

Date : B Signature 24




MR (%K A)
2.8R% RO AR A ERRR 5 HE 5
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155 . i€ DM OLEDOBEE

WHRFR #FHKXB)
1570 (EHAR)



