Form A

Request to Attending physician (34 E ~JSEEV")
1.Please fill in this form so that the patient may claim the National Health insurance benefit. )
(COBNILBE OERBBERROGH ORHFICHETTOT, FEAZBEVLET, )
2.This form should be completed and signed by the attending physician. (ZO#EFIIHE Y ENTTAL, BLALTIEEN,)
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
v (% A& At ABSMEIC, ZofRl BBRSHETT,)
Separate receipt required for prescriptions. (FEAEHIBNIZ L F EL UM DL, )

Attending Physician’s Statement
ZRERANAEHME

1. Name of Patient (Last,First)  Age (Date of Birth) Sex(Male + Female)
BEL Fh (EFEAH) MR (B &) ;

2. Name of Illness or Injury preferably with Number of International Classification of
Diseases for the use National Health Insurance (See the other side of this form)

15973 R OV R A B PR T S 25 SR

Y / /
st / S

~'3. Date of First Diagnosis: D / M
#IF2H R ~ A /-

4. Duration of Treatment : days
PHRAH 2]

5. Type of Treatment
RO
O Hospitalization : From , to , ( days)
APz A / , EB_ / / ( i)
{1 Out patient or. Home Visit: ,

RS | ,

6. Nature and Condition of Illness or Injury (in brief)
SER DBE

7. Prescription , Operation and Any other treatments (in brief)

0T, FHE OMONEORE

8. Was the treatment required as a result of an accidental injury?’ Yesl] NolJ

BRITERDEEIC LD bDTTI, ‘ Hy bz
9. Itemized Amounts paid to Hospital and/or Attending Physician :Form B
RREE - B
10. .Name and Address of Attending Physician
HYE D48 R OMERT -
Name 48T : Last & First 44 . Title #i%5
Address fEFT Home B=E . phone TEEE
‘ Office JHFEXIIETT - phone EE
Date BT : Signature Z#4

Attending Physician #H4XE

Reference Number of your Medical Record Gf applicable)
PREDOES




Form B

Itemized receipt "

LR

(1) Fee for initial office visit

(2) Fee for follow-up office visit

(3) Fee for home visit
(4) Fee for hospital visit
(5) Hospitalization |
(6) Consultation
(7) Opera;cion
(8)X-ray examination
(9) Medication
(10) Anesthetics
(11) Operating room charge

(12) Others (specify)

(13) Total

Important Exclude the amount

- Name and Address of Attending Physician,Superintendent of Hospital
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irrelevant to the treatment,I-e, extra charge for a bed.

H LR E BRI "&F‘aﬁ{fﬁfﬁb\%@ FERNT TR &V,

or Clinic

Name .
4 Hi . Last First

43
Address : Home B Phone #Eg&
Fr Office ¥ ISJEX e 0 Phone &EE
Date Signature
HfF E4
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