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‘Request to Attending Physician
BYEADOBEL

1. Please fill in this form so that the patient may claim the social insurance benefit.
CORARBEOHESRROGMOHFILETTOT, AHZBHELET,

2, This form should be completed and signed by the attending physician.
CORFUTHYENTEAL, BHLTIEZ,

3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
HZE. Abt- ABStZ i, ZoRR 1 BBBETT,

Attending Physician's Statement
ZRASHEEE (C)-

1. NameofPatient(Last,First) ~ Age (Date of Birth) ~ Gender(Male/Female)
BEL £l (EFHH) B (8- %0
2. Name of Illness.
BR4

3. Date of First Diagnosis:
#2ZH
4, Days of Diagnosis and Treatment:
PEAKROM
5. Type of Treatment
BEROSE
[0 Hospitalization: From ___ 3 to —, days)
(1) A= ( Bl
[J Outpatient or
Home Visit
(2) ABist , :
6. Nature and Condition of Illness or Injury(in brief)
FEROBEEE

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

8. Was the treatment required as a result of an accidental injury? Yes [J No [
BRIFHOEEILL 2 b0, (Z48) Vg
9. Itemized amounts paid to Hospital and / or Attending Physician. Fill in Form (B)
HENRREE B (B) k3
1 0.Name and Address of Attending Physician
HUEDR4AE L UERT
Name [K45:Last %% ~ Fist £ Title %
Address 5 : Home H% - 7 - Phone 3%
Office B % 7 KA REIEDT Phone 3
Date HAS * Signature &4

Attending Physician #1X4E
Reference Number of your Medicial Record (if applicable)
LRBROES

L eREEAM

HPOB03K02 3?' (TEL )



Request to Attending Physician
BYEADSRE
1. Please fill in this form so that the patient may claim the social insurance benefit.

COFIEBEOHSFROBN ORI LBETTOT, HEHESEVLET,

2. This form should be completed and signed by the attending physician.
CORNBBELENGTDAL, BELTIEE,

3. One form for each month and one form for hospitalization / outpatient(home visit)should be filled out.
B&. ARt - ARthEic. oKX I VB ETT,

Attending Dentist's Statement
BERNERANERAS (D)

| Name of patient (Last, First) Age (Date of Bu'th) Gend;r_(Mallle * Female)
(BER ' 9 EEHH R (5 - &)
Date of First Diagnosis (#J22H)
| Eys_ of Diagnosis and Treatment €2 =10 —: _ days . B e
| Perm:‘:oet?at g{ { 'W U‘: Vim J oo (1 il q [ /] jﬂ (7m
(Upper) g 9 10 11 12 13\){\14_)115 1] E E ﬁ.t\(i% ;l E‘gg i)_fiﬂ',g
(Lower) E Y_E;. Tﬁzzz '?/R—' : ; & TE RQPH:J"]EE@E
A 7
Tooth No, Desceription of Service Date 4
| of Letter (IncludmgX Rays, Prophylaxis, Materials used . ETC.) MO.| DA.| YR. Amount
— s =

_ - —_—— ——— —_— = —— e
|

— + +

| . * l

S - Total Amountl
Name and Address of Attending Dentist
BESEORA L L UHER
Name K% Last & First 4 Title #5
Address 7 :Home B% - _ Phone &E# B
Office JRPR X 7cidB2HM Phone &%
Date Bff Signature & %

Attending Dentist ff ¥4 E
Reference Number of your Medical Record (if appilicable)

AR |

BARA

pe (11}

ET Y

(TEL )

HP0603K02



Request to Attending Physician or Superintendent of Hospital/Clinic
HURFREREBERAOEEW

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORARBEOHESRROBMNOPFHICLETTOT, AREEBELET,

2. This form should be completed and signed by the attending physician.
ZORRBHEEDRAL, BALTIEE Y,

3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
Az, AB- At tic, ZoRR 1 MR ETT,

4. If not in dollars,please specify the unit used.
FADADERDBERZZOEZBHTIHEI v,

Itemized Receipt

%X 85 & W (E)
(1) Fee for Initial Office Visit wgH $
(2) Fee for Follow-up Office Visit BHZH S
(3) Fee for Home Visit ez > N
(4) Fee for Hospital Visit ABREHE $
(5) Hospitalization ABEE $
(6) Consultation - PEN S
(7) Operation FHE $
(8) Professional Nursing BMEERERR $
(9) X-Ray Examinations XEs s
(10) Laboratory Tests wRERS 00
(I1) Medicines EEES
(12) Surgical Dressing 25 - &)
(13) Anaethetics PEERE §
(14) Operating Room charge et I
(15) Others(Specify) zofs (EEmE) § $
$ $
(16) Total & & Unitis
$ p=te:2Livd

Important Exclude the amount irrelevant to the treatment,i.e.,payment for a luxurious room charge.
EOE BRENSHRECEZERRVLORBRCTIESY,
Name and Address of Attending Physician / Superintendend of Hospital or Clinic

HEUE ¥ 7 3RREEFEROKEE L UAR

Name K4 :Last #% First % ___ Title %58
AddressfEfi : Home B% o o B Phone #&
Office i % 7 XBH N Phone % R
DateBf ~ Signature Z4
. BRERE AM o
K
%
&
Bt
HP0B03K02 (TE L - - )




