Request to Attending Physician
HHYEADEBFEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORI EEORERBROKFTORFCLECTTOT. SEHEBHEVWLET.
2, This form should be completed and signed by the attending physician.
ZORRBHELENTLAL, POERLT(FE,
3. One form for each month and one form for hospitalization/outpatient thome visit}should be filled out.

FRTE, ThARE - AR EIZDE, ZOFK 1 S RETT,

Attending Physician’s Statement

Form A 2 B A B B @ =

B LA

1. Name of Patient (Last, First) Age (Date of hirth) Sex (Male + Female)
B OH & Fim (EFEHA) . ) B (B - &)

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

Bmak CRERRAEEERRSEES (P8~ P10 &)
(No. )

3. Date of first Diagnosis
m % H
4 . Days of Diagnosis and Treatment days
#z B H # H M
5. Type of Treatment
Bw oS E
[1 Hospitalization From / / to / / ( days)

A I H ( H )
[] Cutpatient or Home Visit

i

A B A

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

FERDOBEE

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

W, FEomMmoLEOE

& . Was the treatment required as a result of an accidental injury? Yes [] No [
HERABPAAFECL B DDOTT I By ez
9 . Ttemized amounts paid to Hospital and~or Attending Physician : Fill in Form B
AR, F A BRI o L EREOAR HRBIZX A
10. Name and Address of Aitending Physician
121 B o 2 Bl R UMERT
Name (&R0) : Last (i) First (%) Title (%)
Address (£8F%) : Home (BHH) Phone (EFE)
Office Uk F /- 38T Phone

Date (BfH) , . Signature (GB<&)

Attending Physician (E4E)
Reference Number of your Medical Record (if applicable)

SHEOES
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Request to Attending Physician
FAHEADEFEL
1. Please fill in this form so that the patient may claim the health msurance benefit.
Z ORI EEDRERBROMMAOPEICUETIOC, A BHENL I T,
2. This form should be completed and signed by the attending physician.
ZORFITHLEENRTA L, POBRLTLEE Y,
3. One form for each month and one form for hospitalization/outpatient (home visit) should he filled out.

EZRZE, FhAR - ABRAZLIC0E. ZoRR L EDWETY,

Itemized Receipt

Fom B B m oW oE

# XB

(1) TFee for Initial Office Visit ¥l E 8

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

(3) Fee for Home Visit # B3 8

(4) Fee for Hospital Visit Al E B R $

(5} Hospitalization A e % 0§

{6) Consultation % = % 8

(7)  Operation F iy E

(8} Professional Nursing WEEEME §

(9} X-Ray Examination X ¥ mmEE

(0 Laboratory Tests® L S g * Please fill in the content of the
$ Laboratory Tests.
§ HREONELRALT 28
$ e

(L) Medicines™ B o £ ¢ ** Please fill in the name and the
$ amount of the prescription of an
g individual medicine.
3 =G LA A OB EE
g FRALTL 3w,

(3 Surgical Dressing ) T ® 0§

(13 Anesthetics /i3 [ % 8

(4 Operating room Charge F oM oE HE OH S

(18 The Others {Specify) it (FEWE)
$
$
$
$

6 Total & i $ Unit is

HE RN

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

& B RRIERAE, WRIOERBRZ VL DEFRWT (28w,

Name and Address of Attending Physician

HME DA BILR CER
Name (&35 : Last (%) First (%) Title (e
Address (#£77) : Home {(H%) Phone (EE%)
Office (3% & 7= 12 HEHT) Phone
Date {B1I) ) Signature (E4)

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

THREDHT
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