Request to Attending Physician
HEE~DOHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOKKIZBEORERROBMOBRBIINLETTOT, EAZBEVLET,

2 . This form should be completed and signed by the attending physician.
ZOMITHEYENTAL, DOBAHLTIEIN,

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be

filled out. & A, ETARR - ABSMEBICHOE, ZTORK L BLETT,

Attending Physician's Statement
2 B AN & BH # =

Form A
£R=CA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEA ] EEFAR) . . ezl
2 . Name of Illness or Injury preferably with the number of International Classification of Diseases

10.

for the use of Health Insurance. (Please refer to the table attached to this form. )

% e ORI A E R R 0 &

( No. )
. Date of first Diagnosis
fe2s . .
. Days of Diagnosis and Treatment
TR B ~ days
. Type of Treatment
IBE D HE
[0 Hospitalization =~ From / / to / / ( days)
PN B - / / E / / - ( =1i5))
[0 Outpatient or Home Visit / / . - /
APk ! / . / /
. Nature and Condition of Illness or Injury(in brief)
FEAR O
. Prescription, Operation and any other Treatments(in brief)
F5. FAfE O OLEDBEE
. Was the treatment required as a result of an accidental injury? — [ Yes ] No

BEITEROEEICLDZ LD TTD,

. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B

EEEE, FITHYEICH T EREREONR  HRABIZLD

Name and Address of Attending Physician

HYEOL IR OMERT
Name Last(#) ~ First®) 7 Title(F:%)
Address ~ Home(H %) B 7 Phone(&:#)
Office(FRPE £/ ITRHEPT) Phone .
Date(F ) S Signature(£4)

Attending Physician(f8 %4 [E)
Reference Number of your Medical Record(if applicable)

LREOES




Request to Aftending Physician
HEE~DHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZORFITEE ORBERROBIIORFICKHETTOT, ;EHEZBEVLET,

2 . This form should be completed and signed by the attending physician.
TOFRRITHEHYERTAL, »OEBLLTIESN,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be

filled out. #A®E, ELABE - AFSMEIZ &, ZORKNIMBLETY,

ltemized Receipt
Ol B oM F

(1) Fee for Initial Office Visit ] &z £k 3
(2) Fee for Follow-up Office Visit 7 ¥ 3§ -
(3) Fee for Home Visit 1= Z £t $
(4) Fee for Hospital Visit A B B OE OBS$ B
(5) Hospitalization A 7 S
(6) Consultation 2z s %3
(7) Operation == i #$
(8) Professional Nursing WExEF HEMES 000
(9) X-Ray Examinations X #% m & &3
(10 Laboratory Tests* A R - ¢ * Please fill in the
$ ___ content of the
$ Laboratory Tests.
$ C HEREONEETEALT
) $ 7EEUY,
(1) Medicines** = * # ** Please fill in the name
$ and the amount of the
- - . ___prescription of an
$ individual medicine.
. $ L ST LT A 2 DIEDAFR
$ LEEFTALTEEN,
{12 Surgical Dressing 2 H # $
(13 Anesthetics R 28 % 3
{4 Operating room Charge F ol 2 & BS$ -
(15 The Others(Specify) Z O (R e k)
$
$ -
$
$
(16) Total & R ~ Unitis
W EAL

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

HE BRI ZERNE  TERICEERRZWVLOIEERNTEEN,

Name and Address of Attending Physician

Y E DL FIK OMERT
Name Last®h) First(4£) Title(# %)
Address  Home(H %) Phone(&E3H)
Office(FPE £ 12T - Phone
Date(Bff) . . Signature(E-4)

Attending Physician(f8 %4 &)
Reference Number of your Medical Record(if applicable)

BRROE S
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72, LERERIZHIZD, RNAR—bOa—BRELRLGEEITIE, SAKR— L
MR E P EMEREREARESIIRT T2 ZLLHETREL T,

4 - FHEIH

B4 - FHIT. BEREZTTEERREARADB T TSN,
BB, BRADPREEDHE THEE . KADPRERERADBEITIRFEERA. BA
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OBNERBOFHRE
@D ZEBLLEBAOERMETIE. —H. M >EERBOHAEFAHNZIANET,
@ TOEBEET. ABARCHIN > EEBREFOIMAZTLZLS5VVET,
EmATAME. TARAEE,. TEAR THLVTFHOIE—)
Q@ ImEE. WHERESNRELET.
LEENERETEOERHIRVEELVET,
TEREXGPRAE
FAZ$—F®ELJ@%E%ﬁT56N—9&0 EMAAEOREHITEZIN—)
. FREE) (RIREVBABBROABICOVTENTIESHALEY)
@ WEHERTE. BHEEFAEROBSICERERICHRERELET.
TLT. BRESEANBEEKRZLFT.
©® ZHREFHERESIVEABSICHUTRESIET,

ORNDBRICI+RIHES EE WL
EHERESNDILVWRLEDHFEKAMMIS. THamBEEZIL->LAOH
BASEHLT2E[MTY.
BRICH U TRBAOBARTRERRFICOEMALELL S,
BADBEE. HAERERUB/IPHHTS, EPERBEICE > THK
EWHKESRLVET,
BACT<AORELFHEECREROREBIRZITZLSB5DEL &S,
HMICOWTIR. EHERESICEFR T,
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