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U A(Form A)
Request to Attending Physician
Y EA~DIBFEN
1. Please fill in this form so that the patient may claim the social insurance benefit.
ZOMFUTBE OHSRROFEAT O HFEICLETT O T, FEHZ BV LET,
2. This form should be completed and signed by the attending physician.
CORITHYENEE HoEFEA LTSN,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
AT AR AR LI ORI LD ET,
Attending physician’s Statement
7o W x B oM F
Form A #3 A

1. Name of patient (Las , First) Age (Date of Birth) Sex
BF A4 ( ) Fm ZEFEAR) (0 / / ) MR (B - &)

2. Name of illness of injury preferably with the number of International Classification of Diseases for the use of
Social Insurance (Please refer to the table attached to this form).

B4 Mo UL 2 ORBR T EI R 10 % 5 (8B i) #HIRR

(No. )
3. Date of First Diagnosis 2 F A H
# 2 H
4. Day of Diagnosis and Treatment days
7z W B % H M
5. Type of Treatment
R W
|:| Hospitalization From to ( day’s )
A 574 (8 A A A) (& A A ) ( HFE )
|:| Outpatient From to ( visit )
4N ¥k (8 A A H) (& A A ) ( B)
|:| Home Visit From to ( visit )
4 2
C wmoF A B & & A ) ( E
6. Nature and Condition of Illness or Injury (in brief). FHER
EoRk o M oH
7. Prescription, operation and any other treatments (in brief). |&H&R
W BT E o oo noE o B
8. Was the treatment required as a result of an accidental injury ? DYes (Fxvy) |:|No (Wvz)
BRI FELOEWRITEDZ2L O T T »n
9. Itemized amounts paid to Hospital and / or Attending Physician. Fill in Form B
H OB A e O R E R A B I2XD
10.Name and Address of Attending Physician
Y E o 4§ kO FEF
Name Last First Title
Address Home phone
Office phone
Date ZES H H Signature &4

Attendding Physician 8 4 [&
Reference Number of your Medical Record (if applicable)

PRI D



= B(Form B)

Request to Attending Physician or Superintendent of Hospital/Clinic
P R TR P R~ D A
1. Please fill in this form so that the patient may claim the social insurance benefit.
ZOMFUTBE OHSRROFEAT O HFEICLETT O T, FEHZ BV LET,
2. This form should be completed and signed by either the attending physician or the superintendent of a hospital/clinic.
ZORRUTH Y E XUIFRBEDOFBE RN EE 02 0BL L TIZENY,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
S NPNN TIPS P N ) = S W NN A b
4. If not in dollars, please specify the unit used.
RPN D ERE DG EITE D B A FHENTITZEN,

Itemized Receipt / #8 IX B #l &

Form B #=X B

1 Fee for Initial Office Visit W #Z Ok
2 Fee for Follow up Office Visit B 2 #
3 Fee for Home Visit (G I
4 Fee for Hospital Visit A Be & BBt
5 Hospitalization N = ¢
6 Consultation 7 % '
7 Operation F oIl
8 Professional Nursing T E G ey
9 X Ray Examinations X &
10 Laboratory Tests R N ¢
11 Medicines =R
12 Surgical Dressing (- < ¢
13 Anaetetics B e
14 Operating Room Charge F i =E#H H
15 The Others (Specify) ORI i’}
16

17

18

19 Total & at Unit is

WAL

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

bact B EERERRICEBERR WS OIERWNTLEE N,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y E o 4§ kO fE T

Name Last First Title
Address Home phone

Office phone
Date EES A H Signature &4,

Attendding Physician 8 4 [&
Reference Number of your Medical Record (if applicable)

PRI DE T

H27.4 HURR S SEAE R IR A&



=\ A(Form A)
Request to Attending Physician
24 E A~ D FSJFEV
1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRRUTBE OHSRROFEAT O HFFEICLEETT O T, GEHZ BV LET,
2. This form should be completed and signed by the attending physician.
COMITH Y ENEE HOEFEA LTSN,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
AT AR AR LI DRSS EE LD E T,
Attending physician’s Statement
72 o W Ox B oM F
Form A #3 A

1. Name of patient (Las , First) Age (Date of Birth) Sex
BF A4 ( ) Fwn CEFEAH) (0 / / ) MR (B - £

2. Name of illness of injury preferably with the number of International Classification of Diseases for the use of
Social Insurance (Please refer to the table attached to this form).

15994 Mo UL 2 PRBR A EI BRI 70 4807 5 ((HR2 ) FER

(No. )
3. Date of First Diagnosis #W & 4+ A H
I H
4. Day of Diagnosis and Treatment days
2 O H i H [
5. Type of Treatment
R N
|:| Hospitalization From to ( day’s )
A 572 (A = H H) (& = H H) ( HfH )
|:| Outpatient From to ( visit )
48 X (B A H) (= % A A) ( ml)
|:| Home Visit From to ( visit )
A g/é\
w2 B # A B E £ A B ( | )
6. Nature and Condition of Illness or Injury (in brief) . 3
JEOR o B =
7. Prescription, operation and any other treatments (in brief). |&3
e B oo i E o o
8. Was the treatment required as a result of an accidental injury ? |:|Yes (v |:|No (Wz)
BRI FEEOEWHITEDIZE O T T 0
9. Itemized amounts paid to Hospital and / or Attending Physician. Fill in Form B
HOHE BB KB ER A BI2Ls
10.Name and Address of Attending Physician
H Y ®E o 4§ KO EF
Name Last First Title
Address Home phone
Office phone
Date fES A H Signature &4

Attendding Physician 1 ¥ [&
Reference Number of your Medical Record (if applicable)

IR DOE 5



¥ B(Form B)

Request to Attending Physician or Superintendent of Hospital/Clinic
Y R SR P R~ D FBE
1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRRUTBE OHSRROFET O HFFEICLEETT O T, GEHZ BV LET,
2. This form should be completed and signed by either the attending physician or the superintendent of a hospital/clinic.
ORI Y EUIRROFB RN EE 9 OBA L TWLIEZSY,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
KHZTE AR AR LI Z DRSS B LD E T,
4. If not in dollars, please specify the unit used.

R LA DD B3 7 0 & TS,
Itemized Receipt / 48 IX B #i &

Form B #£=X B

1 Fee for Initial Office Visit moZ ok
2 Fee for Follow up Office Visit B 2 #
3 Fee for Home Visit = 2 ¥
4 Fee for Hospital Visit A B & BRE
5 Hospitalization A BE #E
6 Consultation - ¢
7 Operation F oW &
8 Professional Nursing Tk ST AN 2y
9 X Ray Examinations X iR A
10 Laboratory Tests B R ¢
11 Medicines = ¥R %
12 Surgical Dressing oo #
13 Anaetetics S S =
14 Operating Room Charge FH=EEHEH
15 The Others (Specify) = O M
16

17

18

19 Total = i Unit is

T HL

Important  Exclude the amount irrelevant to the treatment,i.e,payment for a luxurious room charge.
£ B ERERERRICEEERR VB DOIIFRWLTIEE N,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
oY = o 4§ kO E

Name Last First Title
Address Home phone

Office phone
Date E£S H H Signature 24,

Attendding Physician 1 ¥ [&
Reference Number of your Medical Record (if applicable)

IR DOE 5

H27.4 FOUIR S R R &
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