Request to Attending Physician
HYEA~DFBFA

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

ZORRRITEBE OHRRE OO FHZMETT O T, FEHEZRBEVLET,
2 This form should be completed and signed by the attending physician.

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

B A4, ABEs ABESMEICSE 2O LE T,

Attending Physician’s Statement
ZENZEBHAME

Form A
BX A

1

10

Name of Patient (Last, First)
B4

Age(Date of Birth) Sex ( Male / Female )
Fin(EFEHRB) MRl (5B - &)

Name of Illness or Injury preferablry with the number of International Classiffication of Diseases for
the use of Social Insurance (Please refer to the table attached to this form).
40 B O PRI [ B 0 43 JE T 5 (

No.

Date of First Diagnosis :
W #Z A

Days of Diagnosis and Treatment : days
R H

Type of Treatment
B DIHE

[J Hospitalization : From to ( ) days
NI H ES ( ) H 4]

(] Outpatient or
Home Visit
NG

Nature and Condition of Illness or Injury (in brief)
SiE R oo A 5

Prescription, Operation and any other Treatments (in brief)
W5 | FATE DA D ILE DAL EE

Was the treatment as a result of an accidential injury? Yes O No O
BRI EROEFEICLALOTT N ? =LA |A\AY-4

[temized amounts paid to Hospital and / or Attending Physician : Fill in Form B
HAMARFEE / RABICES

Name and Address of Attending Physician
A E D4 Bl e OMEFT
Name Z4Hi] : Last First 4 Title #r &
Address {EFT: Home H=E Phone &%
Office JRpE L2 HT Phone &
Date Hft Signature %4

Attending Physician 04 [E

Reference Number of your Medical Record (if applicable)
LR DT




Request to Attending Physician or Superintendent of Hospital / Clinic
FH Y [ TR PR R~ D BFE
1 Please fill in this form so that the patient may claim the social insurance benefit.
ZORRITBE OHARROMA O HFEICNLIETT O T, fEAZBEVLET,
2 This form should be completed and signed by either the attending physician or the superintendent of hospital/clinic.
ZORRRUTH Y E XIIFBRFHEEN AL, BALTEFI,
3 One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
%A ABE ABESMEIC & ORI LE T,
4 If not in dollars, please specify the unit used.
RPN DO EEDLEIXED BEENTTIIN,

Itemized Receipt
ZTERERAEHAMHZEF

Form B
X B
(1) Fee for Initial Office Visit o1& b
(2)  Fee for Follow-up Office Visit B2 $
(3)  Fee for Home Visit e b
(4)  Fee for Hospital Visit B BLE b
(5) Hospitalization A Bt # $
(6) Consultation R3¢ $
(7)  Operation F i & $
(8)  Professional Nursing T EF IR 3
(9)  X-Ray Examinations XMt $
(10) Laboratory Tests AR $
(11) Medicines = 5 % b
(12) Surgical Dressing (¢ $
(13) Anaethetics JER W 2 $
(14) Operating Room Charge Fhfr=2 H $ $
(15) Others (Specify) Z O (3 H BED) $ $
Unit is
(16) Total & &t $ B AL

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

T E - SRRESERRICEEBEROLROBOIFERNT S,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
FHY = SR PEF s K O 44 Bl OMERT

Name Z4H] : Last First 44 Title #r5
Address fFfr: Home H=%E Phone #&E:f
Office JHbt X IZ2%T Phone &%
Date Aff Signature Z4

Attending Physician 84 &=

Reference Number of your Medical Record (if applicable)
PR OE
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