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Form A 1. This form is used far claiming the social insurance benefit.
B A L ORI HLSRROBHORFcERShET,
2. This form should be completed and signed by the attending physician
LORARBBYENSEE, »2BLELTTIN,

3. One form for each month, one form for hospitalization,” outpatient and

home visit.
ERE, AB - ABREAEICHC 0BRSS 1| EETY,
Attending Physiciars Statement
ZTHEAZTHAE
1. Name of patient(Last, First) Age(Date of Birth) Sex(Male - Female)
B ESZ FEEEARD (B -0

2. Name of Iliness or Injury preferably with Number of International Classification of Diseases for
the use of Social Insurance {See the other side of this form)
BRERUVHSERRERAERORTHEES (BEEHSH)
3._ Date of First Diagnosis : , 20
#l 2 H
4. Days of Diagnosis and Treatment : days
Z2H|AEHK
5. Type of Treatment
BEONE
{0 Hospitalization : From , 20 to 20 ( days)
ALK g S (B
O Out patient or Home Visit : .20 ., 20
A B 4 . 20 . 20

6. Nature and Condition of Illness or Injury (_in brief)

ERO|E

7. Prescription, operation and any other treatments (in brief)

T, FlEOMOHLEDRE

8. Was the treatment required as a result of an accidental injury ? Yes (I No (O
BRIBHOHELLZ O TTD, ' 24N VZ
9. Ttemized amounis paid to Hospital and ~or Attending physician : Form B
FRESR : #®i B
10. Name and Address of Attending Physician
BAREROZHI R EMR
Name &B] : Last # First &
Address ¥Pr : Home BE Phone
Office WBE X2 2R Phone

Date B Signature &

Attending Physician {HM4E
Reference Number of your Medical Record ( if applicable )
LREGOES




Form B
¥ B

Itemized Receipt

PR X BA #E W
{1}  Fee for Initial Office Visit w2 #® $
(2)  Fee for Follow-up Office Visit "7 z #® $
(3}  Fee for Home Visit # % # $
(4)  Fee for Hospital Visit AREEH 3
(5)  Hospitalization A B OB §
(6}  Consultation z B % $
{7} Operation F W OH $
{8)  Professional Nursing MEFTHIRY $
{8) X-Ray Examinations XaREs $
10)  Laboratory Tests HEBRE Y 3
1) Medicines E X = $
{12  Surgical Dressing . 4 % # $
13  Anesthetics ® B &8 $
{i4  Operating Room Charge FHEHEH $
18  The Others ( Specify) T O (FEE L) $ $
$ $
18 Total = it 3

Important : Execlude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.

¥ B . SERENSHERICEZEEROLOLDORBLTTF S,

Name and Address of Attending physician ./ Superintendent of Hospital or Clinic
EXEX I RRFEREOLH RO &R

Name :  Last First Title
ZHi ¥ &
Address : Home HE ' Phone
N Office e X 3 21#mT Phone
Date Signature

8 g &



