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Request to Attending Physician
HLUE~DEFED
1. Please fill in this form so that the patient may claim the social insurance benefit.
Z DFRUTBE OHRROMBTORFIILETTOT, EAZBEVLET,
2. This form should be completed and signed by the attending physician.
ZORFHEENRFE, hOELLTFEL,
3. One form for each month and one form for hospitalization/outpatient (home visit)

should be filled out. &A%, APt « ABesh@micft. Z O 1 BB ETT,

Attending Physician’s Statement

8% 4 R EEREE RN
1. Name of Patient (Last, First) Age (Date of Birth)
B EF A Fin (EFAB)

B4 RUOHRRAERRREIRES

#RE

K4
g & X &P

T OOBOOHO O
OO0&EH#OO
®  123-456-7890

Sex (Male * Female)
5 (B-%)

2. Name of Illness 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) .

(No. )
3. Date of First Diagnosis : ; 20
M # B
4. Days of Diagnosis and Treatment : days
Z K& B ¥ B
5. Type of Treatment
BROSE —= ~ S
CORIEEMICEALTEL>TLZa W
OHospitalization : From . to , 20 ( days)
A 73 B £} ( A )
) , 20
[JOutpatient or Home Visit
A RS : , 20

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

7. Prescription, operation and any other treatments (in brief) 275, FfE OfthD LB DOHEE

8. Was the treatment required as a result of an accidental injury ? Yes [ No OJ
BRI ERDEZICL LD TY M, T Y
9. Itemized Amounts paid to Hospital &/ or Attending Physician. : Fill in Form B
HAREEER BABIZLD
10. Name and Address of Attending Physician
Y E DA RTR OERT
Name 4801 : Last#f First 4 Title Ff &

Address ¥FF : Home HE

Phone EiE

Office JABE X I3 2 HEFT

Phone E &5

Date B ff Signature 4

Attending Physician # % &
Reference Number of your Medical Report (if applicable)

2EHOE S




Request to Attending Physician or Superintendent of Hospital/Clinic
HUEX I HAREBRE~ DS
1. Please fill in this form so that the patient may claim the social insurance benefit.
Z DRAIIAE OHSRBROBMHOBHFIINETTOT, AEHEZBENLET,
2. This form should be completed and signed by either the attending physician or
the superintendent of a hospital/clinic.
ZOHFRNIFBRLEEBREOFERLEE, HPOBALTREI,
3. One form for each month and one form for hospitalization/outpatient (home visit)
should be filled out.
K RE. ARt - ABtshEictt. Z ok 1 BB BETY,
4 . If not in dollars, please specify the unit used.
RSN OEEDBEEIFEDEEZENTT I,

Iltemized Receipt

BRE

K4
g & KX HR

B 00BOOHmOOR
0OZE#OO

n 123-456-7890

LR @0
(1) Fee for Initial Office Visit # Z # 3
(2) Fee for Follow-up Office Visit "2z H $
(3) Fee for Home Visit *® 2 % 3
(4) Fee for Hospital Visit AP & E 3
(5) Hospitalization A Bt & 3
(6) Consultation ZER 3
(7) Operation F v B 3
(8) Professional Nursing WER AT 3
(9) X-Ray Examinations XHRER 3
(10) Laboratory Tests ERER 3 R
COWIFERICEALTEL 2T LSy
(11) Medicines E ¥ R® s
(12) Surgical Dressing R 3
(13) Anaethetics FE B & 3
(14) Operating Room Charge FiERA 3
(15) Others (Specify) & DA (R B BAFE) 3 3 3
Unit is
W EAL
(16) Total & at 3
Important Exclude the amount irrelevant to the treatment, i. e., payment for a luxurious room charge.
fd -3 AR EE SRR EEBR OV L DBV T T EL,

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

BB ImbrE SR D4 Al R OMERT

Name 4 il Last 2 First £

Title #15

Address f£FT : Home BE

Phone E&&

Office fABE X I3

Phone EzF

Date : A ft Signature 4






