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{Form

Request to Attending Physician
FHEE ~D I

1 Please fill in this form so that the patient may claim the social insurance benefit
T OERNHAEOHSRBORACHERIIUETIO T EATEEVLET,
2 This form should be completed and signed by the attending physician
IOBEHEYEREE. HoBRL T{EEN,
3 One form for each month and one form for hospitalization f outpatient (home visit) should be
filledout ®AE. A ABSEICoE, ZoERS 1 BEETT,

Attending Physician’s Statement
ZHENEHMEE

Name of Patient (last, First)

BEA
Age(Date of Birth) Sex (Male » Female)
iy (EEAH) B (5 &)
Name of Illness
R

2)

Date of First Diagnosis
#E A
Days of Diagnesis and Treatment days
BRI
Type of Ilreatment
BEOSE
[J Hospitalization: From , ~ To ¢ days)
PN B
] Cutpatient : From , ~ lo ¢ days)
N B
Nature and Condition of Illness or Injury { in brief }

FEHR A

Prescription, Operation and any other Treatments { in brief )

TG, FIRE O/MOME O

Was the treatment required as a result of an accidental injury?

EFITEHOEFRIC LD O TTN? Yes 1 , No [

Itemized amounts paid to Hospital and / or Attending Physician: Fill in Form 3
TEHAHERER BR3izLs

Name and Address of Attending Physician
2 [ o0 44 B R OYERT
Name 48T : Last 2k First & litle B 5
Addtess {FFF :Home B Phone EE

Office IRER | ZEBHET Phone EEE
Date HfF Signature ZE4&

Attending Physician HYE



Request to Attending Physician or Superintendent of Hospital / Clinic
HYE VIR FEERE~OBEN,

1 Please fill in this form so that the patient may claim the social insurance benefit

ORI BB ORSBEROBFOFFCLETIO T, EEEBENLET,
2 This form should be completed and signed by either the attending physician or the
superintendent of hospital / clinic

IOFRERYERIFARRERSEE. POoER L T AN,

(Form 3)

3. One form for each month and one foxm for hospitalization / outpatient (home visit) should

be filled out

BAE. Ak ARSEII X, OB LEEETT.

Ttemized Receipt

|

Fill in the paid currency {e g. US dollar)

(B
(2)
(3)
(4)
(5)
(6
(7}
(8)
(9)

Fee for Initial Office Visit

Fee for Follow—up Office Visit

Fee for Home Visit

Fee for Hospital Visit

Hospitalization
Consultation
Operation
Professional Nursing

X-Ray Examinations

{10) laboratory lests
{11) Medicines

{12) Surgical Dressing
(13) Anesthetics

(14

(15) Others {Specify)
(16)

(17

(18)

(12

(20)

(21) Total

Impor tant : Exclude the amount irrelevant to the treatment, i.e.

Operating Room Charge

B &

iz
B
APE R
PNy
FHTE
WEEERE
HrinER
EER
DEE
i
FHFEIEH

Ot (TR B BHED)

& 3

TE  RAREAFRRCEEERRVL O TESN,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic

Name BT

Address {¥PF ©

Date

payment for a luxurious room charge

Last & First & litle ¥ &
Home B ¥ Phone &3
Office JE[E X I B2HAT Phone &3

A fd

Signature ZEA&




