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Attending Physician’s Statement
2 B N K B M F (BER) suszeasnnzen

Y

OThis form 1is used for <claiming the health insurance benefit.
(Z ORISR OST ORFEIEH SN ET,)

OThis form should be completed and signed by the attending physician.
(ZOBRNITHYEREE, OBALLTTE,)

OOne form for each month, one form for hospitalization/outpatient and home visit
(A, ARt~ ABESMEICA Z O 1 A3 T9,)

(OSeparate receipt required for prescriptions
GEAEHIRNC I EE RGO Z L)

1. Name of Patient (Last, First) :
(FBEA4)
Age (Date of Birth) Sex(Male-Female)Male[] Femalel[]
(4F#n (ZE4FAR)) (MR (5 - %))
2. Name of Illness or Injury
(EWi4)
3. Date of First Diagnosis : D /2 M /Y / /
(®#ZhH) (H) (A) (%)
4, Duration of Treatment : days
P E ) (H)
5. Type of Treatment
(WD )
OHospitalization: From / / , to / / ( days )
ONI) (8) () (R)
JOut patient or Home Visit : / / / /
(ABEst) / / / /
6. Was the treatment required as a result of an accidental injury? Yes[] Nol[

(BEITEROEEC LD LD TTH, (1T W)

7. Nature and Condition of Illness or Injury (in detail)
GER GELLKEBMLTHH-TLEEW) )




8.

Prescription, examination,

Attending Physician’ s Statement (E2MENEHME (EE))

Operation and Any

other treatments (in detail)

5, M, FIFE OMmOLE (A, A4, HE (B 5 BENICERL T T ZEW) )

Name and Address of
(4824 [ o> 4 Bt Je OMEFT)

Name : Last

Attending

Physician

Firs

(4 i) (k)

Office :

(%)

phone

B BE AT HR AT 4)

Address :

(FE&5)

(fEAT)

Date:

Signature

(AA)

(E4)

Attending Physician A4 [E



TR @mmamas =)

7. R GELL)

8. W - AUE - BE - LV N - FDOM
(&L - rEA. TE (HE) %, BEOICER)

%LI.__[(L

Al

EAT

e
FER




Itemized receipt

wo o FE(EM

(1) Fee for initial office visit (1) W12k
(2) Fee for follow—up office visit (2) mze
(3) Fee for home visit (3) 1EZH
(4) Fee for hospital visit (4) APBz&EHE
(5) Hospitalization (5) ABi#
(6) Consultation (6) 8%
(7) Medication (7) EFEHE
(8) Operation (8) Tt
(9) Operating room charge (9) Filv=%H
(10) Anesthetics (10) FRMEEEL
(11) X—ray examination (11) XpmaE
(12) Others(specify) (12) Ol
(CHHBER)
Total (&)

XImportant:Exclude the amount irrelevant to the treatment,l-e,extra charge for a bed.

((7F) @ik ERERRICEZERERO RN DRV T T EN,)

Name and Address of Attending Physician, Superintendent of Hospital or Clinic
($8.24 = 3B s B o0 44 mil e OMERT)

Name : Last Firs

(44 i) (k) ()

Office : phone

O BE X REHE AT 44 ) (FEFEH)

Address :

(AT

Date : Signature

(AA) (E4)




