Form A

Request to Attending Physician s#uE~osmE.

1. Please fill in this form so that patient may claim the socila insurance benefit.
COBRKIBEBEOURRIZOBTORFBICHETT DT, SIAZHEBELLETS,

2. This form should be completed and signed by the attending physician.
COBRKIFELHENTAL. MDOEBALTTFSLY,

3. One form for each month and one form for hospitalization /outpatient(home visit)should be filled out.
L£RE. AR AIRNEIZ. COBXTHHABRETT,

4, Exclude the amount irrelevant to the treatment,i.e.,payment for a luxurious room charge.
EREHRE, ARICEEBRGREVLDIFBRLTTSL,

Attending Physician’s Statement & Itemized Receipt ssnzmmzsrErsnEs =)

Name of Patient Date of Birth Sex O M O F
BEA H$F 88 451 5 =
Initial Office Visit Month of Services Days of Service days
=] 395 ZEBH SI B

Type of Treatment

O Outpatient or home visit A4t

O Hospitalization ARz

Day of Services
Z#EH

1234567891011 1213141516 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

Name of Illness

BR%

O Sick &%
O Preventive Care FRHRIZHE
[] Pregnancy in nomal condition i@

Nature and Condition of Iliness or Injury(in brief)

R DB E

Prescription, Operation and any other Treatments(in brief)

7. FMEDMDNEDHRE

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

AREEROBEICLIEDTT D, HYes  HNo
Medical treatment contents zmmz Fee
Sy
A supplement 2 aRH
linitial Office Visit EES O
Follow'up Office Visit B2 O
Home Visit 2 O
Hospitalization AlzZE | O
Hospital Visit AlRERZEE| O
Consultation i O
Operation FHli O
Operatin/Emergency room Fii/grasz | [
Anesthetics FRE O
Professional Nursing EMEE | O
Injection / IV_Treatment Fs/amE | O
X-Ray Examinations xggE | O
Physiotherapy Bk | O
Psychotherapy wagE | O
Please fill in the name and the amount of the prescription of
Medication s |:| an individual medicine.
Please in the content of the Laboratory Tests.
Laboratory Tests HRE O
If you choose other, please be sure to fill in the contents
The Others Z 0t O
If not in dollars,please specify the unit used. = Unit is Total F
FILLS D ERDIGEEIFZDEFEZELNTTILY, j=:-1-2vs otal ree

Name and Address of Physian/Hospital,Clinic. Office Effin& £ RUEFRE- LR BEFOLHRUAFEH

AH =4

Date Signature

Reference Number of you rMedical Record
(if applicable)
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Nature and Condition of Iliness or Injury(in brief)
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Prescription, Operation and any other Treatments(in brief)
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Was the treatment required as a result of an accidental injury ?
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linitial Office Visit IR O
Follow-up Office Visit B O
Home Visit #2 O
Hospitalization NS O
Hospital Visit AlREREE| O
Consultation B O
Operation Fl O
Operatin/Emergency room F/taanz | [
Anesthetics FRE O
Professional Nursing EMEE | O
Injection / IV Treatment FEH/EE | O
X-Ray Examinations XiggzE | O
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Psychotherapy wagE | O
Medication B O
Laboratory Tests HEREE | O
The Others Z Dt O
If not in dollars,please specify the unit used. = Unit is Total F
RILUADEEDISEEZFDEEENTTSL, RWEu otal ree
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