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Form A TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
A REN(EEBYE)ZCAA
Request to the Attending Physician
FEBHEADBFEL
1. Please fill out this form so that the patient may claim health insurance benefits.
ZORKRAIEEEDRRERROMTORFICHETTOT, AEPHEBENLET,
2. This form should be completed and signed by the attending physician.
CORMFBEYENTLAL, " DOBALTIZE L,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

ERE. T AR ABRAEICOE, oK 1 AR ETT,

Attending Physician’s Statement
ZERNABAMEE

Name of Patient (Last, First) Sex
BEZ 45 Male - Female

Date of Birth (D/M/Y) Medical Record Number ZEiHES
£ERH

. Name of Illness

e
Date of Initial Visit (D/M/Y)
##ZH
No. Days of Visit/Treatment
=R days
Type of Treatment
SREDDE (D/M/Y)
[IHospitalization From / / to / / ( days)
N H / / ES) / / ( H )
[1Outpatient or Home Visit / / . / /
INEZS / / . / /
Nature of Illness or Injury (in brief)
IR OHE
Prescription, Operation and Any Other Treatments (in brief)
W5, FTZ O DOE DE
Was treatment required as a result of accidental injury? [OYes [ONo
FREIEEROBEICLZb0TTA?
Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B

EEME. R BEREICKTEREEONR KA BICLD

ATTENDING PHYSICIAN INFORMATION 18 ¥ [E |5

Medical Institution Name : (E&E#EEIZ)

Address : ({EFF)

Name of Physician : (B &%) Title : (FR5)

Signature : (B4) Phone : (£

Date Completed : (fEpRE A H)
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Form B TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)

=B

Request to Attending Physician
BHE~DBFEN
1. Please fill out this form so that the patient may claim health insurance benefits.
ZORKRAIEEEDREFRROMBIORFICHETTOT, APHEBENLES,
2. This form should be completed and signed by the attending physician.
CORIFEYENTZAL, " DOBALTLIZE L,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

ERE. £ ARk, ARAEICOE, 20K 1 BHABETT,

Itemized Receipt

ERI(RBIELE) AR

L =

1. Initial Office Visit ) Z #
2. Follow-Up Office Visit = 2 w
3. Home Visit Zes 2 x
4. Hospitalization A T &
5. Consultation 2 fad =
6. Operation F fit7 =
7. Nursing Fee BxEsEME
8. X-Ray Examination X 8 % & &
9. Tests Performed = B A B

*Please provide details below  * IRERAE% i A
10. Medications MEMEREEETA

*Please provide the name and dosage for each medication [& -3 b=
11. Treatments/Procedures 0 [ =
12. Surgical Dressings ) L =
13. Anesthetics R i =
14. Operating Room Charge F M E B B
15. Other (Please specify) o (R L)
16. Total & B

Currency Unit

WE BN

IMPORTANT : Exclude any irrelevant costs to the treatment, i.e., payment for private/deluxe room.

FE O FRERE, ARICEEBRROAVEDIIKRLTETN

ATTENDING PHYSICIAN INFORMATION 18 4 &5

Medical Institution Name : (E&E#EEIZ)

<)

Address : ({£FF)

Name of Physician : (B &EZ)

Title : (Fr5)

Signature : (B£)

Phone :

B

Date Completed : ({ERE A H)
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