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Request to Attending Physician
HYEADEBFEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
CZORRITBEFOBERBROENORFBICLETTOT, EHEBEVWLET,
2. This form should be completed and signed by the attending physician.
COBRITHLENTEA L, P2ERLTL S,
3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.

FRATE, FARK - ABSNTLIZDE, ZOKK L HPLETT,

Attending Physician’s Statement

Form A N EEEEE

LA

1. Name of Patient (Last, First) Age (Date of birth) Sex (Male * Female)
B E A iy (EFEHAH) ) . A (5 - L0

2 . Name of Illness or Injury preferably with the number of International Classification of Diseases for the use
of Health Insurance. (Please refer to the table attached to this form.)

W T O e R R E SR 8 (P8 ~ P10 2 R)

3. Date of first Diagnosis
) H
4 . Days of Diagnosis and Treatment days
% K OH H i
5. Type of Treatment
wE O S
[] Hospitalization ~From / / to 7 / ( days)
A B H Ed ( H )
[] Outpatient or Home Visit / i : / i
N / / t ¥
6 . Nature and Condition of Illness or Injury (in brief)

FER DB

@

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

WF. FlZEOMOMLEOFRE

8 . Was the treatment required as a result of an accidental injury? Yes [] No [
HEEEROBEICL DO TT D v Wi
9 . Itemized amounts paid to Hospital and,~‘or Attending Physician : Fill in Form B
R, Z A MEYE I - 7 ERE OPNER HRABICLA
10 . Name and Address of Attending Physician
HY & D &FI R O
Name (%%87) : Last () First (%) Title (#:5)
Address (£F7) : Home (B%) Phone (E7H)
Office (ke F 7217500 Phone
Date (Hft) : . . Signature (F%)

Attending Physician (fH4[E)
Reference Number of your Medical Record (if applicable)

ZHEOES
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Request to Attending Physician
HYEADEFE
1. Please fill in this form so that the patient may claim the health insurance benefit.
COBRITEZOEEEROBHOBEICLETTOT, HEBEVLIET,
2. This form should be completed and signed by the attending physician.
COBFIFHEHKEIFAL, 2B LTLEE W,
3. One form for each month and one form for hespitalization/outpatient (home visit)should be filled out.
ZETE, $1-AER - AR IZoE, ZOHR 1IBBELETY.

Itemized Receipt

Form B E o B oW B

% B

(1) Fee for Initial Office Visit Fill 2 B3

(2) Fee for Follow-up Office Visit & # 8

(3) Fee for Home Visit # i B 8

(4) Fee for Hospital Visit AN E BB S

(5) Hospitalization A = % 3

(6) Consultation B = ® S

(7)  Operation £ it % 3

(8) Professional Nursing WX FEEmME 3

(9) X-Ray Examination X M % & & §

(0) Laboratory Tests® oRoE# g * Please fill in the content of the
3 Laboratory Tests.
3 THEMEORBFERALTLLES
$ Ve

(1) Medicines™ E * # 8 ** Please fill in the name and the
g amount of the prescription of an
g individual medicine.
g L4 OEOLTREE
g FRALTLIE8w,

(12 Surgical Dressing 4, T B 8

(13 Anesthetics R e ® 3

(4 Operating room Charge F oy £ B OH O

(15) The Others (Specify) ZFoft (BB
$
$
$
$

(16) Total =1 CI Unit is

WAL

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

E AR, ERICEBERRVLORERBEWTLE S v,

Name and Address of Attending Physician

024 & > & il B UMERT
Name (%®7) : Last () First (%) Title (#%)
Address (f£FT) : Home (HZ%) Phone (E7#)
Office (JEkE ¥ 7213228 0T) Phone
Date (HAft) : ) . Signature (%)

Attending Physician (GH4[E)
Reference Number of your Medical Record (if applicable)

PEHOET
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