TO BE COMPLETED BY PHYSICIAN (HEAITHCARE PROVIDER)
[ iR S ) A

Reguest to the Attending Physician
B E ~ DI

1. Please fill out this form so that the patient may claim health insurance benefits,

T oBRRAEORBEROATORBILETTOT, HEBENLET,
2. This form should be completed and signed by the attending physician.

T OFRITREERRA L, p0BA LTSN,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

K HE, FlAB, AL &, DoEX 1L ERBRNETT,

 Attending Physician’s Statement

Form A
Rommd TRANE B M E
1. Name of Patient {Last, First) Sex
N ] Male . Temale
B4
Date of Bixth (D / M / Y) Medical Record Number BiEREH
#4488 R

2. Name of Nllness or Injury, Preferably with the International Classification of Diseases Number
For Health Tnsurance Purposes. (Please refer to the table attached to this form.)
S R OMERRRNERERSAES  (No. )

3. Date of Initial Visit (D / M / Y)

M2 H
4. No. Days of Visit/Treatment
BEAEE _ days
5. Type of Treatment
EEEDLE (D/M /YY)
[OHospitalization  From / / to / ! { days}
PN B f i E:) / ! ( 53]
DHOutpatient or Home Visit / / . / 7
AREst / / . / /

6. Nature of Tllness or Injury (n brief
ks

7. Prescription, Operation and Any Other Treatments (in brief)
W, FE OO BEORE

8. Was treatment required as a result of aceidental injury? ————— OYes [INo

BFIEENOBEFLL A LOTTRY

9, Breakdown of Medical Expenses Paid to Hoapital and f or Attending Physician : Please fill out Form B
ESN, FRRESEREL - L EREONR R BICES

APTENDING PHYSICIAN INFORMATION 824 EF31H
Medical Institution Name: (EFR#E4)

Address: (fE57)

Name of Physician: $824E4) Title: (f5)

Sigmature: (E4) Phone: (#H75)
Date Completed: (fER¥4FH B)
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TO BE COMPLETED BY PHYSICIAN (HEALTHCARE FPROVIDER)
| Efm G RFEAR

Regquest to Aftending Physician
Y E~DRBEN

1. Please fill out this form so that the patient may claim health insurance benefits.

C OFIIRE O BEREOGHORSICLETTO T, EHEREVLET,
3. 'This form ghould be completed and signed by the attending physician.

D OWSRIHEYMERRAL, oBALTLEEN,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.
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Form B Ttemized Receipt
BB B o | e E

1. Tnitial Office Visit kil B #
2. Follow-Up Office Visit ® Z #
3. Home Visit = % 218
4, Hospitalization A B %
6. Consultation ® % %
6. Operation * i #
7. Nursing Fee W % oF ¥ B R
8, X-Ray Examination I B OB E A
9. Tests Performed *RERNEETDA

*Please provide details below L S
1¢. Medications L AEREA LR B P %

*Please provide the name and dosage for each medication
11, Treatments/Procedures L = #
12, Surgical Dressings 2] # B
13. Anesthetics i3 [ %=
14. Operating Room Charge £ W =2 B H
15. Other (Please specify) F o (TR L)
16. Total & &

Currency Unit
BEHN

IMPORTANT : Exclude any irrelevant costs to the treatment, i.e., payment for private/deluxze room.
A BUEEE, RERCEERRORV OBV TIIES,

ATTENDING PHYSICIAN INFORMATION B =535
Medical Institution Name: (EFSE4A)
Address: ((FFD

Name of Physician: (24 EA4) Title: (#-5)

Signature: (E-4) Phone: (EBFFE)
Date Completed: (fERIER H)
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10. EIHEFHROWNIR ED4FR, &)
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FHEIC LA RIEE (Agreement of Authorization)

FHRERTITHRESERS  HP

o OORBERITHE). L TERTITHTEB LA OB SO T
IRATITRIBRE A& S FRE L8 D, IR TEERC L 28 (RETA%
Tol B, BET, FEANR) E2WRTH720, WFEHORMEIC L - T, HRITAL
TolBICRESEIT, SEEF LRSI T ERORLERT S Z LICRAEL Y.
T, LERERICHIEY . SAR- PO —BREL R AREITE, AR P ETIE
R E A EHS TR T 5 Z S bRECRIB L £,

24 - A (Signature)
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