Form A 1. This form is used for claiming the social insurance benefit
B A Z oA, HRRBROBAOHFEICHEA S ET,
2. This form should be completed and signed by the attending physician
ZORRAITHYENRFEE, OBL LTIV,
3. One form for each month, one form for hospitalization /outpatient and home visit

KA. APt - ABes eI Z oKDY 1 KB T,

Attending Physician’ s Statement

DI
1. Name of patient(Last, First) Age (Date of Birth) Sex (Male * Female)
BOE 4 F4 (EHFEAR) PR (5B - &)

2.Name of Illness or Injury preferably with Number of International Classification of Diseases for
the use of Social Insurance (See the other side of this form)
T4 K Ot RRR I EBERER 2 EE S (Rms i)
No.
3.Date of First Diagnosis(D/M/Y) : / /
¥l #% A
4. Days of Diagnosis and Treatment : days
R
5. Type of Treatment (D/M/Y)

1B DI
OHospitalization : From / / To / / ( days)
N H / / £ / / ( HAD
OOut patient or Home Visit : / / . / /
NIV / / . / /
6. Nature and Condition of Illness or Injury (in brief)
FEPR DA 2
7.Prescription, operation and any other treatments (in brief)
TG, FTE OO E DO
8.Was the treatment required as a result of an accidental injury ? Yes[] Noll
IBFRITFHOREEICL D DO TTh, =4 AV
9. Ttemized amounts paid to Hospital and / or Attending physician : Form B
HiEp ¢ £ B
1 O. Name and Address of Attending Physician
FH24 £ D44 1l R OMERT
Name 4 Rl : Last I First 4
Address {EFT : Home HE Phone
Office JHRBE UL Phone
Date Hft Signature &4,

Attending Physician fHX4[E
Reference Number of your Medical Record (if applicable)
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Form B

0 B
Itemized Receipt

TR BT
D Fee for Initial Office Visit ] 2 S
@ Fee for Follow-up Office Visit H 2 S
® Fee for Home Visit 1 2 Bl
@ Hospitalization A 74 #
® Consultation B4 £ =g
® Operation F Pk %
(@ Professional Nursing Bk 26 F £ AD & -
X-Ray Examinations X MR B A
© Laboratory Tests A < ¢

Please provide details below (BENAZFA)

Medicines = 3K #

=

Please provide the name and dosage for each medication (FRKiL4 - #FHEAFTAN)

@ Treatments/Procedures AL =R o

@ Surgical Dressing @) H %

@3 Anesthetics J#k 28 # .

Operating Room Charge F i = & H

@ Other (Please specify) F Ot (FFEd)

Total = B
Currency Unit
T HAL

Important : Exclude any irrelevant costs to the treatment, i.e., payment for private/deluxe room.

HEE o RRRERE, [BRICEREEROZWE DIFRW TSN,

ATTENDING PHYSICIAN INFORMATION #H 4 [Z {75 4 A

Medical Institution Name : (E3EHEEE4)

Address : ({EFT)

Name of Physician : (JHX4[E4) Title : (#55)

Signature : (&4) Phone : (B3%)
Date Completed : (VERRAEH H)
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