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Request to Attending Physician HRRA(ER]

HYEAOHFEN
1. Please fill in this from so that the patient may claim the social insurance benefit.
ok BE Dt ARROBAT O ICLETT O T, EHEZBHNL 7,
2. This from should be completed and singned by the attending physician.
CORAFHEELFZ, 2OEA LTI,
3. One from for each month and one from for hospitalization/outpatient (home visit) should be

filled out. &A%, Abt - ABSMEICf, & ORRADBLETT,

Attending Physician's Stantement
ZTERANBTHEME

From A

FRX A

1. Name of Patient(Last,First) Age(Date of Birth) Sex(Male + Female)
R 4 Flm(EFEHAH) HR(E - %)

2. Name of Illness or Injury prefarably with the number of International Classification of Diseases for
the use of Social Inserance (Please refer the table attached to this from).
54 e Ot PRI [ B 0 JE 3

(No. )

3. Date of First Diagnosis :
1] 2 H
4. Days of Diagnosis and Treatment : days
Z & H K H
5. Type of Treatment
B o o M
OHospitalization : From , to
A e H
OOutpatient or , to
Home Visit
NI T
6. Nature and Condition of Illness or Injury (in brief)

iE K o B

, ( day)
( H )
, ( day)

[

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

W5 Tl o fth DILIE DR

8. Was the treatment required as a result of an accidental injury? Yes O No 0O
ERIEFROHEEICL 2 b DT, EOR VB Z
9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in From B
THH AR E HABIC X %
10. Name and Address of Attending Physician
18524 £ o 44 il S O A
Name % i Lastit First % Title Fi5
Address fEfT Home HE Phone &%
Office Jfe X L2 R Phone &;
Date HfY Signature &%
Attending Physician {1 ¥4 &
Reference Number of your Medical Record (if applicable)
SR DFE S
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FRIB

Request to Attending Physician or Superintendent of Hospital ,/* Clinic

BYEXIHRREEBRASREN
1. Please fill in this form so that the patient may claim the social insurance becefit.
ok BE Dt ARROBAT O ICLETT O T, EHEZBHWL T,
2. This from should be completed and singned by either the attending physician or
the superintendent of hospital / clinic.
ORI HEEXIHREEHBERIEEZ, 22FALTT I v,
3. One form for each month and one form for hospitalization / outpatient (home
visit) should be filled out.
HHEE, Abt. ABeAMEICH 2 ok 1 s Ecd,
4 . If not in dollars, please specify the unit used.
FALSLOEIEOGA&IRZ OB EFHF T I v,

Itemized Receipt

FRUNEAME
Form B
kA B
(1)  Fee for Initial Office Visit W2 KL $
(2)  Fee for Follow-up Office Visit 2kt $
(3)  Fee for Home Visit (G2 $
(4)  Fee for Hospital Visit UNTZR-EE $
(5)  Hospitalization UNUA: $
(6)  Consultation DR $
(7)  Operation FHli# $
(8)  Professional Nursing WA & $
(9)  X-Rey Examinations Xt 2 $
(10) Laboratory Tests AEREE $
(11) Medicines P 2y $
(12) Surgical Dressing i $
(13) Anaethetics JrRIE: $
(14) Operating Room Charge ~ FliZE %M $
(15) Others(Specify) Z o (CHHED) $ $
$ $
Unit is

(16) Total & &t $ =g -3 KivA

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

i BRI ERFRRICEERERO R0 b DRFRLT S v,

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

fH2Y PRSI BE R = 44 AT S MEERT

Name #%Hij : Last i First % Title Fr&-
Address {£77 : Home H%E Phone &3
Office Ji e X L2 Phone &k

Date Hft Signature &%
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