Request to Attending Physician
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1. Please fill in this form so that the patient may claim the social insurance benefit.
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2. This form should be completed and signed by the attending physician.
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3. One form for each month and one form for hospitalization/outpatient {home visit) should be

filled out. &R, AR ABSEIMH, SOBRAIBABETT.

Attending Physician’s Statement
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1. Name of Patient(Last, First) Age{(Date of Birth)————_Sex{Male - Female)
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2. Name of Illness or Injury preferably with the number of International Classification of Diseases for
use of Sacial Insurance (Please refer to the table attached to this form).
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B OW oH # B
. Type of Treatment
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6. Nature and Condition of Illness or Injury(in brief)
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7. Prescription, operation and any other treatments(in brief)
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8. Was the treatment required as a result of an accidental injury?
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9. ltemized Amounts paid to Hospital & /or Attending Physician, :
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Fill in Form B
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10, Name and Address of Attending Physician
RO &R UTERT
Name &0l Last £ First & Title $58
Address {EF : Home B Phone 7i5
Office HbREXITIBRAT Phone &%
Date B{F Signature & %
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Reference Number of your Medical Report{if applicable)
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Request to Attending Physician or Superintendent of Hospital  Clinic

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZOMARBEOHSRBOBRTOFHFINECTOT, EHEEIHALE T,
2. This form should be completed and signed by either the attending physician or
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the superintendent of a hospital/chinic.
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3. One form for each month and one form for hospitalization/outpatient (home

visit) should be filled out,
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4. If not in dellars, please specify the unit used.
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Form B
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{1) Fee for Initial Office Visit
(2) Fee for Follow-up Office Visit 1 # #

(3) Fee for Home Visit
(4) Fee for Hospital Visit
{5) Hospitalization

{6} Consultation

{7} Operation

(8) Professional Nursing
{9) X—Ray Examinations
(10 Laboratory Tests

(1) Medicines

(19 Surgical Dressing

(13 Anaethetics

(14 Operating Room Charge
(15 Others (Specify)

(16 Total

Important | Exclude the amount irrelevant to the treatment e, payment for a luxurious room
EEMEZEOZVLDIIBVTTE Y,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic

charge.
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Itemized Receipt

R E
wE s

£ 2 H
ABRE R
A B %

L 4

F W R
BRI
XRER
IR

E & %

aw W

BB B
FHTER A

B2 [ &8 |82 j&& |8 &2 [ &8 |8 e & @ |ea |ea

& B s

18 BEXUSREREHH RO B MR OER

Name % Bl : Last #&

First &

Unit is

et o0k

Title 7

Address {EFT : Home 8 =

Phone 8%

Office IRFEIL SR AT

Phone &%
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