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Request to Attending Physician

HUE~ADEFEL

1. This form is used for claiming the social insurance benefit.

COHRIIHERIROMBADRFICFERSNET

Form A 2. This form should be completed and signed by the attending physician.
X A COBRRKIFELENEE, ADELELTTI,
3. One form for each month, one form for hospitalization / outpatient / home visit.
ZRE. A E-FZEICHIOBRKXIBHABETT,
Attending Physician’s Statement
1. Name of patient (Last, First) Age (Date of Birth) Sex (Male + Female)
BEL FE(EEAR) %5l (5-%)

2. Name of Illness or Injury preferably with Number of International Classification of Diseases for the use of

10.

Social Insurance (See the Classifications Table on Sheet 1 and 2).

BRE RUHERIRAERER D EES (Sheetl L2005 ERSR)

. Date of First Diagnosis: DD/MM/YY
CIEA=!
. Days of Diagnosis and Treatment Days
2R
. Type of Treatment
REDNEE DD/MM/YY DD/MM/YY
1 Hospitalization : From To ( days)
A B =] £ ( HFED)
[J Out patient or Home Visit : , 200 , 200
sh3k- 12
, 200 , 200
. Nature and Condition of Illness or Injury (in brief)
FER DB E
. Prescription, operation and any other treatments (in brief)
T FHETOMDNEDHE
. Was the treatment required as a result of an accidental injury? Yes [ No 0O
AEREBHROEEFICLDIILOTTMN? (&L (AYAV-4
. Itemized amounts paid to Hospital and/or Attending Physician : Form B
BEEE ¥ B
Name and Address of Attending Physician
PHEQBFRTER
Name 48] : Last i First £
Address X7 : Home BE Phone
Office i X (43 HAT Phone

Date Bt Signature 4

Attending Physician 8 4E

Reference Number of your Medical Record (f applicable)

PREDES
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Request to Attending Physician
HEEADHFEL
1. This form is used for claiming the social insurance benefit.
COHREIHERIZOBAOBRBIFERAEINES,
Form B 2. This form should be completed and signed by the attending physician.
= B COBRITBLENEE A DEALTTIL,
3. One form for each month, one form for hospitalization —outpatient and home visit.

EFRE. AR5k EREBIHCOKRKX1BABETY,

Itemized Receipt
fH U B M E

(1) Fee for Initial Office Visit m B oH $ Please be as specific as possible
(2) Fee for Follow-up Office Visit B ¥ #H $ regarding details of estimation.
(3) Fee for Home Visit *® =% $l $ Any relevant additional infor-
(4) Fee for Hospital Visit Alx & B H $ mation should be attached on a
(5) Hospitalization A R OE $ separate sheet.
(6) Consultation B =B $ ERICEREL-IER OBERLICD
(7) Operation F O OB $ WT BB EICTESIZITELLSEE
(8) Professional Nursing BEEERE $ ALTFEW, BEIZSCTHIHRIZ
(9) X-Ray Examinations XIEBREE 3 BALREFLTTEL,
(10) Laboratory Tests HREE $
(11) Medicines E K # $
(12) Surgical Dressing a &% B $
(13) Anesthetics w B & $
(14) Operating Room Charge FHMEEHR $
(15) The Others (Specify) Tt (FREE L) $ $

$ $
(16) Total a it $

Important : Exclude the amount irrelevant to the treatment, i.e. payment for luxurious room charge.

be3 B alRENFARICEEEROBVDLDEIRVDTTSLY,

Name and Address of Attending physician/Superintendent of Hospital or Clinic
PUHEXIHFREFRO LR TERN

Name @ Last First Title
A Al % %

Address: Home BE Phone
£ Bt Office mREXIIZEM Phone
Date Signature

Bt Z %

* COBRMENNEFTHERSN TS EEIE, BARFEDORRXERTL TS,



Request to Attending Physician
BHEE~ADHFEL
1. Please fill in this form so that the patient may claim the social insurance benefit.
COBRKIEEDHERIROIEFTORFITBLETT DT, FAAZHMOILET,
Form C 2 . This form should be completed and signed by the attending physician.
#= C CORKITELEMNTAL, BEALTZE,
3. One form for each month and one form for hospitalization / outpatient(home visit)should be filled out.
B&E. AR ARRSNEIC. COKK BMHABETT,

Attending Dentist's Statement
R PZ2ERNTBAMES

Name of patient (Last, First) Age (Date of Birth) Sex (Male * Female)
(BEA) FE(EEAH) 451 (8- %)

Date of First Diagnosis(#]&H) :

Days of Diagnosis and Treatment (2B %) : days

Permanent Primary

tooth tooth

(Upper) |i| 5 J1o MYz 1= oeo Wﬂlﬂ mﬂm

(RIFHT)

(LI I
(RIGHT)
(14T T

Tooth No, Description of Service Date A ¢
of Letter (Including X-Rays, Prophylaxis, Materials used . ETC.) MO.| DA. | YR. ot
Total Amount
Name and Address of Attending Dentist
PHEOKEZHIUERN
Name #81: Last % First £ Title ¥75
Address {¥fr: Home HE Phone
Office f&kE X (X2 HEFT Phone
Date Bt Signature &4

Attending Physician 84 [E

Reference Number of your Medical Record (if applicable)
TEEOES
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