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Form A 1. This form is used for claiming the social insurance benefit.
BA A LoRRRHERROBMNORFIERSNT T,
2 This form should be completed and signed by the attending physician
CORABBYELBE, »OBELTTFEN,
3 One form for each month, one form for hospitalization”

&RE, AB -« ABRAGICNZ ORXN 1 KEETT,

outpatient and
home visit.

Attending Physicians Statement

ERATHER
1. Name of patient(Last, First) Age(Date of Birth) Sex(Male - Female)
252 (744 -B) 4 CEAEA ) s @ %)

2. Name of Illness or Injury preferably with Number of International Classification of Diseases for
the use of Social Insurance (See the other side of this form)
BRE RV H2FREEAERTRYEES (EASH)
3., Date of First Diagnosis : F avo , 2010
1 £ H
4, Days of Diagnosis and Treatment : ) days
Z®AEH
5. Type of Treatment
RO E
[0 Hospitalization : From , 20 to 20 (  days)
A [ 8 E ( B
J Out patient or Home Visit : P 20 , 2070 a2, 20/0
A B A 20 v 20

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

EROBE i
Z%Zb‘ /D)_ &l e per

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

W5, FRzOhoNEDBE

w]  HE

8. Was the treatment required as a result of an accidental injury ? Yes (J No (O
BRRBROBECLZ D TT D, Z3) AV S
9. Itemized amounts paid to Hospital and /or Attending physician : Form B
hRESR #X B
10. Name and Address of Attending Physician
HYEDZ A RUHER
Name #&AT : Last ¥ O 000 First & Qoo
Address {£f7 : Home A% Phone
Office bt iZHmH O O OO Phone © 002
Date Bff > o0/0. { > & Signature &% ( _/.} s el ,\' \ E”_,]

Attending Physician {4 K
Reference Number of your Medical Record ( if applicable )
LRROES

Form B
¥ B

Itemized Receipt
SR EA

(1) Fee for Initial Office Visit w2 H $.... 700

{2)  Fee for Follow-up Office Visit B 2z 8 $

(3)  Fee for Home Visit @ 2z H $

{4)  Fee for Hospital Visit ABREEN $

(5)  Hospitalization A Bk B $

(6)  Consultation Zz B 7 $

{7) Operation F WM OB $ 700

(8)  Professional Nursing MEFERH $

{9)  X-Ray Examinations XHmeEsd $§ o0

100 Laboratory Tests ERrEEB $

(1) Medicines E ¥ = $ Koo

12  Surgical Dressing a % B $

13  Anesthetics H B B $ Jo

14  Operating Room Charge FHEEH 3

18  The Others ( Specify) Zofs (BiEEk) $ $
$ $

18 Total & it $ 00 T

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

F B SRENFERICERBAROLOODRBRVTTEL,

Name and Address of Attending physician / Superintendent of Hospital or Clinic
HYE NI REEHROZH RO R

Name :  Last O Q First Q Q O Title

Al ¥ %

Address : Home BHE O Qo @ Phone Gl NS
E5r Office MBEX 3L L0 O © Phone

Date Qo/0. &. 28 Signature ) -) o : [:JJ_.)

B¢ g &



