Form A 1. This form is used for claiming the social insurance benefit.
R A Z ORRAIAE SRR OFEAT O HEFIHE T S E T,
2. This form should be completed and signed by the attending physician.
ZORRKITHEERES, 1OFH L TIIZEN,
3. One form for each month, one form for hospitalization / outpatient and home visit.

K HmE, ABT - ABTAMEITA & Z O 1 Bd BT,
Attending Physician’s Statement
B2 L PN A B R
1. Name of patient ( Last , First ) Age (Date of Birth ) Sex (Male * Female )

BEH FAEER R) PR (5 - %0)

2. Name of Illness

(2R

3. Date of First Diagnosis : ,
W17 H

4. Days of Diagnosis and Treatment : days
=R

5. Type of Treatment
1R D 58

[0 Hospitalization : From , to , ( days)
N B £

[] Out patient or Home Visit : , ,
NS , ,

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

REIR D2

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

W5 Fhr OO RLE DR

8. Was the treatment required as a result of an accidental injury? Yes [J No [
IBEITFHOEFEIZCL DO TT N ? =N A4

9. Itemized amounts paid to Hospital and / or Attending Physician : Form B

e ¢ ¥ B
1 0. Name and Address of Attending Physician
Y EOARTER L OERT
Name #fFj : Last I First 4
Address fFf : Home HF
Phone
Office Ji[%
Phone
Date HfF Signature &4

Attending Physician #H34%

Reference Number of your Medical Record ( if applicable )

PRk D



1. This form is used for claiming the social insurance benefit.
Z ORRAIAE SRR OFEAT O HEFITHE T S E T,

2. This form should be completed and signed by the attending physician.
ZORRKITHEERES, 1OFH L TIIZEN,

3. One form for each month, one form for hospitalization / outpatient and home visit.

Form B
X B

T ABE « ABSMEICH & Z O B 2T,

Itemized Receipt

FE N BH A 25
Fee for Initial Office Visit W2k $
Fee for Follow-up Office Visit 2Bk $
Fee for Home Visit EZ Bk $
Fee for Hospital Visit AR Bk $
Hospitalization NI $
Consultation 23 $
Operation FilrE $
Professional Nursing W o $
X-Ray Examinations X Fpt A $
Laboratory Tests AR A $
Medicines [ HE A $
Surgical Dressing LA $
Anesthetic PRIy $
Operating Room Charge Fifr=8H $
The Others ( Specify ) Zofth (Rt &) 3 $
$ $
Total Al $

Important : Exclude the amount irrelevant to the treatment , i.e, payment for luxurious room charge.
e etk AR IS B RR R NS DIFERN TS 7230,

Name and Address of Attending physician / Superintendent of Hospital or Clinic
Y R SUTIR P S Hs & DA Rl K OMERT

Name : Last First Title

EAi| i 4

Address : Home HZF Phone
Office JilE Phone

Date Signature

H{f B4



