Request to Attending Physician
HEE~DBEW

1. Please fill in form so that the patient may claim the social insurance benefit.
COBRXEBEOURBEROBHORFICHLECTOT. EAAEZBHMOLET,

2. This form should be completed and signed by the attending physician.
TOHNFEEENES, MDFELTTFEL,

3. Onpe form for each month and one form for hospitalization /outpatient(home visit) should be
filled out. HAE. AR AIRshEICH. COBK 1 BAABETT,

Attending Physician’s Statement

Form A SERENME

B A '

1. Name of Patient(Last , First) Age Sex(Male Female)
2 F A . FEr - e

9. Name of Tllness or Injury preferably with the number of International Classification of
Discases for the use of Social Insurance (Please refer to the table attached to this form).
ERARUHSERBERERAMEES GIF2R)

(No. )
3. Date of First Diagnosis: , , 20
W ¥ B
4. Days of Diagnosis and Treatment: days
2 & B ¥ A
5. Type of Treatment .
OHospitalization: From , to , ( days)
LA R ‘H S ¢ B
MQOutpatient or From , to , (  days
Home Visit B CE ( =] ;)
A B4 _
6. Nature and Condition of Illness or Injury(in brief) IEROHE

7. Prescription, Operation and any other Treatments(in brief) .75, FHZOMDONEDOHE

8. Was the treatment required as a result of an accidental injury? Yes [1 No O

ARITEROERCLLLOTTH Ly ARV
0. Ttemized amounts paid to Hospital and/or Attending Physician: Fill in Form B
HERAREE HBABICkB

10. Name and Address of Attending Physician i8E®E A&k RN

Name B : Last # First & Title 55
Address {£f : Home BH®E Phone BEE

Office fil X I S HEF | Phone 55
Date B} Signature EH&

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

REDBMENNEETERShTLALE L. BREOARIEZLT RMAL TSN,
(BAREOKS., EHMEERMLTIESLY)



Request to Attending Physician or Superintendent of Hospital / Clinic
BRAEXIFEREEBEE~OBRBL

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

2. This form should be completed and signed by either the attending physician or the

superintendent of hospital/clinic.

COBRLTELSERITHEREHFRENEE. MOERLTTEL,

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

filled out. HRE. AR ARSECHIOER L RABRETT,
4. If not in dollars,please specify the unit used. FILUA DB OB ST FOEEENTT XL,

Itemized Receipt
THUNERHRE
FormB
#B
(1) Fee for Initial Office Visit ZH $
(2) Fee for Follow - up Office Visit ' H2H $
(3) Fee for Home Visit exor ) $
(4) Pee for Hospital Visit AREEE 08
(5) Hospitalization PN $
(6) Consultation pRE $
(7) Operation . FHig $
(8) Professional Nursing BB WIRE $
(9 X - Ray Examinations * XHeEH $
(10)Laboratory Tests ' HREE $
" (1DMedicines ExE $
(12)Surgical Dressing : BFR $_
(13)Anaethetics BER $
{14)Operating Room Charge FHiEBH $
(15)Others(Specify) ' T O (BB $ $
$__ $
’ Unit is
(16)Total &5 $ R

Important'Exclude the amount irrelevant to the treatment,i.e.,payment for a Iuxurious room
charge. ¥ & @ EBREHFARCEZERROGLSOBLTTEL,
Name and Address of Attending Physician/Superintendent of Hospital or Clinic
BUEXIIAREHEROBMRCER

Name 1] : Last # First & Title #%
Address 77 : Home B Phone B35

Office MR IZESHEAT ] Phone B35
Date Bt Signature FH |

XCOBRMELNBECERIMTOIEEL, BAZSOBRIEBHTRALTIREN,
(BREOKE. EREERHL TS




