EMERERFRRES 58

Request to Attending Physician
HIEEADDFE

1. Please fill in this form so that the patient may claim the health insurance benefit.
C ORI (SR EDRERFROGHIDOHBICKHETIDT, ARZHELILET,

2. This form should be completed and signed by the attending physician.
CORRFBEHENTZA L. NMDBELTIZEN,

3. One form for each month and one form for hospitalization/ outpatient(home visit)should be filled out.
ZA8. FZAR - ARRSMBICDE. ZORAIKNRETT,

Attending Physician's Statement

ZERENAEE
Form A
HRIA
1. Name of Patient(Last,First) Age(Date of birth) Sex (Male + Female)
BEE Fin (£%£AR) . . £
2. Name of Iliness or Injury preferably with the number of International Classification of Diseases for the use of Health Insurance.

10.

(Please refer to the table attached to this form.)
B RUMERRRAEBRRRDEES
(No. )

Date of first Diagnosis
Wz

Days of Diagnosis and Treatment
2=k days

Type of Treatment
TABRODHE

O Hospitalization From / / to / / ( days)
b B / / ES / / ( BfE)

[0 Outpatient or Home Visit / / . / /
N4 / / . / /

Nature and Condition of Iliness or Injury(in brief)
TEIRDOEIE

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

Was the treatment required as a result of an accidental injury? — [ Yes CONo
BEIBHMDEEICLDIBDTIN.

Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EEHE. F(FHBHEEICZIA D> TZEREDAIR @ #RRABCLD

Name and Address of Attending Physician

BYEEDZRIRUERR
Name Last (%) First (&) Title (#1+5)
Address Office (JRbzaRT=(FE2HERN) Phone
Date (Hf¥) . . Signature (&%)

Attending Physician (1BE)
Reference Number of your Medical Record (if applicable)
ZREOES




BRIVA  EHER

2. BRAENUERRERAERRRDEES

6. AEIRDEIE

7. 475, FizDMONEDEIE

BIERE
1P T
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Form B
B

1)
(2
(3
4
()
(6)
)
(®
9
(10)

(11)

(12)
(13)
(14)
(15)

(16)

Request to Attending Physician
HIEADSFE

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

C ORI (FBEDRRFRROGHIDOHBCHETIDT, RZHELLET,

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

CORRFBHENTZA L. NMDBELTIZEN,

One form for each month and one form for hospitalization/ outpatient (home visit) should be filled out.
ZA8. FZAR - ARRSMBICDE. CORAIBNRETT,

Hospitalization
Consultation

Operation

Laboratory Tests*

Itemized Receipt
MRUNERHEE (ERD

Medicines**

Surgical Dressing

Anesthetics

Total

Fee for Initial Office Visit | 52 ¢
Fee for Follow-up Office Visit 2 %
Fee for Home Visit *® Z B¢
Fee for Hospital Visit A kR B B ¥
A [ & ¢
2 ® #
¥ ity & ¢
Professional Nursing B % & £ 0 & ¢
X-Ray Examinations X 8 % B & $
B & & & *Please fill in the content of the Laboratory Tests.
$ HERBDOASZEEAL T ZEN
$
$
$
£ £ =1 **Please fill in the name and the amount of the
$ prescription of an individual medicine.
$ LTS LT E 2 DFEORIFEEZRTALTIIZE,
$
$
$
2 W & ¢
Rx i =
Operating room Charge F W E & HBH $
The Others(Specify) Toft (FEEt K)
$
$
$
$
a it s Unit is
BEEEA

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

pa =g

FRIERE, BRCEEBFLRVBDEBROTIZE0.

Name and Address of Attending Physician

BYEDOZRTRMEFR

Name Last (i) First (&) Title (FFS)
Address Office (RBRETz(FE2HEPN) Phone
Date (BHfH) Signature (&%)

Attending Physician (1BHE)
Reference Number of your Medical Record (if applicable)
PRBOES




BRINB  #HER

(10) FEREBEOAR (GEREOHNE)

(11) EREONR (0L, B)

(15) % FA

HERE
PR T

K+




