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Form A Request to Attending Physician
A HYE~OBFEN

1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORRATBE O RROKGH OHEEIHKLETTO T, dEHEZBBWLE T,

2. This form should be completed and signed by the attending physician.
CORUFHYEREFE, »oFHLTES,

3. One form for each month,one form for hospitalization/outpatient and home visit.

KA, ABE - ABSAMEIZ D& Z OB 1 M ETT,

Attending Physician's Statement

TRNERME
1 Name of patient(Last,First) Date of Birth Sex(Male * Female)
BEA AR A PRI (5 - %0)

2 Name of Illness or Injury preferably with Number of International Classification of Diseases
for the use of Social Insurance

A e U2 R R B E BB 20 H 3% 5

3 Date of First Diagnosis :
LIERE

4 Days of Diagnosis and Treatment: days
PR A

5 Type of Treatment
TRIR D4
OHospitalization: From to ( days)
NS NEN
JOut patient or Home Visit:
ABest

6 Nature and Condition of Illness or Injury(in brief)

JEDR O 22

7 Prescription,operation and any other treatments(in brief)

BTG FAfrE OO RLE O
8 Was the treatment required as a result of an accidental injury? Yes [0 No [
BRITFEDEEICL DO TTH, TN Z

9 Itemized amounts paid to Hospital and/or Attending physician : Form B
Y S BB

Reference Number of your Medical Record(if applicable)
PIREROF



Form A  Translation

BRA  E

2 Name of Illness or Injury preferably with Number of International Classification of Diseases
for the use of Social Insurance

B4 o O L PR B [ BB o0 B 75

6 Nature and Condition of Illness or Injury(in brief)

SR O 22

7 Prescription,operation and any other treatments(in brief)

WV T Ofth O AL E DR

IR ON.




Form B
#X B
Itemized Receipt

IR R

(1) Free for Initial Office Visit 2 H $
(2) Fee for follow-up Office Visit B 2ZH $
(3) Fee for Home Visit ® Z # $
(4) Fee for Hospital Visit ABREEN $
(5) Hospitalization AR E $
(6) Consultation Z R B $
(7) Operation F i & $
(8) Professional Nursing BEEERE $
(9) X-Ray Examinations X BREE $
(10) Laboratory Tests HREE $
(11) Medicines E X & $
(12) Surgical dressing a % B $
(13) Anesthetics B B $
(14) Operating Room Charge FHiEEM $
(15) The others (Specify) TOM( HFiEtEL $

$
(16) Total a &t $

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

I B aRENFARICERBEROBVDLOEERLTTIL,

Name and Address of Attending physician / Superintendent of Hospital or Clinic
HAEX X REEHROBHIRFER

Name : Last First Title
EA:) <3 %

Address : Home BH=E Phone

£rr Office @BEXIXEZHEAT Phone
Date Signature

B+ Z4

Form B Translation



#XB W

(15) The others (Specify)
Ot ( FEEEL)

FHRRA FE A
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