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[Form A]

Request to Attending Physician
YR A~ D FJFE

. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRRITBE DS RBROGIT HFEICLETT O T, GEE BV LET,

. This form should be completed and signed by the attending physician.
ZORRIFHYENFEE OBEALTEI,

. One form for each month and one form for hospitalization / outpatient should be filled out.

& H i, ABE AR ZOFER BT TS,

Attending Physician’s Statement
2O N R B M E

. Name of Patient . Date of Birth / / . Sex (Male*Femaile)
BE K4 A4EAH PERI (5 - 42)

. Name of lllness or Injury

(EIEES

. Data of First Diagnosis: / /
w2 A

. Days of Diagnosis and Treatment: days

. Type of Treatment

TRIRDS A

[0 Hospitalization: From / / to / / L ( days)
NG

[0 Outpatient: / / , / / , / /
ahk

. Nature and Condition of Illness or Injury  JEJROMEEE

. Prescription,Operation and any other Treatments  #LJ; . FiFZ D ALE O

. Name and Address of Attending Physician
Y= D4 A& OMERT

Name

Office Address

Phone

Date / / Signature




Request to Attending Physician or Superintedent of Hospital/Clinic [Form B]
Y = TP B R~ D BEN

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRRITBF O S RROFAFT HEFICMETT O T, GEAZ BV LET,

2. This form should be completed and signed by either the attending physician or the superintendent
of hospital/clinic.
ZORRITILY E IR F B ENES hOBAL TR,

3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
£ At AP AR Z ORI BT TS,

4. Please specify the monetary unit used.
WERMAZHFELTRI,

[temized Receipt
HOI B oM E

Head I 7I;e/jeé Moggg{gnit
1. Initial fee M2k
2. Follow—up fee BHZE
3. Hospital sharges NG ¢
4. Medicines Pk
5. Injection EH
6. Treatment AL
7. Operation Fif
8. Laboratory Tests AT
9. X-Ray Examinations 2k
10. Others ZDAfth

(Specify) (THH R0
Total &Et

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
Y R SR B S & D44 il e OMEFT

Name

Office Address

Phone

Date

Signature




FER (Form A , Form B {22\ C) [Form C]
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