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[EF] 1. Please fill in this form so that the patient may claim the social insurance benefit.
Form A ZORRRUITBE DS RROIE O RFEIZMLETT O T, A BV LET,
#X A 2. This form should be completed and signed by the attending physician.
ZORRAITIYENEEX OBAL TSIV,
3. One form for each month and one form for hospitalization/outpatient (home visit) should be
filled out. & H . APt ABAMEIZOE | 2O I BT,

Attending Physician’s Statement
ZENSHMEE
1. Name of Patient (Last, First) Age (Date of Birth) Sex ( Male * Female )
BEL Filn (EEHR) PRI S - 2)

2. Name of lllness or Injury preferably with the number of International Classification of Diseases for

the use of Social Insurance

B4 Mo OO EI BRI IR 0 JEHE B CRBIRREIRR STIRAT)
(No. )

3. Date of First Diagnosis : , 20
#I2 H

4. Days of Diagnosis and Treatment  : days
PR H [#]

5. Type of Treatment TR D534

[(DHospitalization : From , 20 to ;20 ( days)
PN H ES ( H )

[JOutpatient or Home Visit , 20 , 20

ABEgk , 20 , 20
6. Nature and Condition of Illness or Injury (in brief)
R OBEE  CRBIEIRR STIRAD)

7. Prescription,Operation and any other Treatments (in brief)
L5 FMFZ OO ULE OREEE GBI SCRA)

8. Was the treatment required as a result of an accidental injury Yes [ No [
BRI FROEFIZLLLO TN ?

9. Itemized amounts paid to Hospital and ,/ or Attending Physician : Fill in Form B
HHABNEREE / HRABICED
10. Name and Address of Attending Physician

Y EOL A K OMERT
Name 27 . Last First £
Office Address :
TABEEDT Phone
Date Hff Signature ZE#

Attending Physician 84 %
Reference Number of your Medical Record (if applicable)
PRGOS
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[E#] . Please fill in this form so that the patient may claim the social insurance benefit.
Form B ZORERITBFE O DREOIATOHFEICLETTOT, SERAZBEWLET,

¥ B 2. This form should be completed and signed by either the attending physician or

the superintendent of hospital/clinic.

ORI Y E IR F S ENEE D OFA LTI,

3. One form for each month and one form for hospitalization/outpatient (home
visit) should be filled out.
& A, A ABRsh Iz 0%, ZOBERIDSMETT,
4. If not in dollars,piease specify the unit used.
MV D EBEDSGAITED EEZENT I,
[temized Receipt
78 U BH &
(1) Fee for Initial Office Visit w2k $
(2) Fee for follow—up Office Visit H2 e $
(3) Fee for Home Visit F2Ek $
(4) Fee for Hospital Visit ABEE B $
(5) Hospitalization NI $
(6) Consultation P $
(7) Operation Ty $
(8) X-Ray Examinations XA e $
(9) Laboratory Tests AR $
(10) Medicines PR IE $
(11) Anaethetics Ry $
(12) Operating Room Charge Fir=HH $
(13) Others (Specify) ZOfth (B #FD) $ $
$ $
(14) Total &t $ Unit is
G AT

Important : Exclude the amount irrelevant to the treatment,i.e.,payment for luxurious room charge.
HOE - ERERERRICEEBR OO DIFFRWT TN,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
Y & SUTIR PR & O 4 1l L OMERT

Name  4mi : Last First 4

Office Address

e AT Phone

Date HfF Signature 4




