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Request to Attending Physician
HYEADHSFEL

1 Please fill in this form so that the patient may claim the health insurance benefit.
ORI EBBEOREFRROIGTOHFBICHETIDT. FAEAZHFEVLET,

2 This form should be completed and signed by the attending physician.
CORRNIBEHENTEE AL NMDOBRZLUTZEL,

3 One form for each month and one form for hospitalization/outpatient(home visit)should be
filed out. &HE. FAR. ABRIMBICOE, 2O 1 MR ETT,

Attending Physician’s Statement

ZERANSHMEE
Form A
LA
1 Name of Patient(Last,First) Age (Date of birth) Sex ( Male - Female )
FBEE Filn (££AHAR) . . 451

2 Name of Iliness or Injury preferably with number of International Classification of Diseases
for the use of Health Insurance. (Please refer to the table attached to this form)
Ena RMERARRAERRR DRSS

(No. )
3 Date of first Diagnosis
IR
4 Days of Diagnosis and Treatment
= days
5 Type of Treatment
JBEDIAE
O Hospitalization From / / to / / ( days)
O ABx 8 / / E / / ( HRE)
[1 Outpatient or Home Visit / / . / /
O ABzst / / : / /
6 Nature and Condition of Iliness or Injury(in brief)
Ph N7
7 Prescription,Operation and any other Treatments(in brief)
75, FTEDMOILEDEIE
8 Was the treatment required as a result of an accidental injury? [JYes [INo

BEISENOEECLSZEDTIN,.

9 Itemized amounts paid to Hospital and/or Attending Physician :Fill in Form B
EEHER . FPBEIECZIAOEFEDOAR : U BICLD

10 Name and Address of Attending Physician

B EOZRTRMMER
Name Last (%) First (%) Title (#55)
Address Home (B%) Phone (EB:5E)
Office(JRBT I (FEZHEFN) Phone (EB:#)
Date (Hf¥) - . Signature (&%)

Attending Physician GEXE)
Reference Number of your Medical Record (if applicable)
PEEROES




Request to Attending Physician
HYEADHSFEL

1 Please fill in this form so that the patient may claim the health insurance benefit.
ORI EBEORREFRROIGTOHFBEICHETIDT. FAEAZHFEVLET,
2 This form should be completed and signed by the attending physician.
CORRNFBEHENTEE AL, NMDOEBRZLUTZEL,
3 One form for each month and one form for hospitalization/outpatient(home visit)should be
filed out. &HE. F AR, ABRIMBICOE, 2O 1 MR ETT,

Attending Physician’s Statement

ZENEIRME
Form B
%L B
(1) Fee for Initial Office Visit IS $
(2) Fee for Follow-up Office Visit 28 $
(3) Fee for Home Visit F2n $
(4)  Fee for Hospital Visit AP EIER $
(5)  Hospitalization N $
(6)  Consultation oEE $
(7)  Operation FiiE $
(8)  Professional Nursing XEEME ¢
(9)  X-Ray Examinations XiREE $
(10)  Laboratory Tests HIREE $
$ *Please fill in the
$ Content of the
$ Laboratory Tests.
$ HEERBONSTZEALTK
&,
(11)  Medicines E= $ .
**Please fill in the
3 Name and the amoun
$ Of the prescription of an
$ Individual medicine.
$
*R TS U 2 DEERDOZ TR
(12)  Surgical Dressing aEE $ EREEAL T2
(13)  Anesthetics AR ER $
(14)  Operating room Charge Fii=EH $
(15)  The Others(Specify) zoftt (FFiet  $
&)
$
$
$
$
(16)  Total & &t $ Unit is
WEEA

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

Name and Address of Attending Physician

BHEEOZRIARMERR
Name Last (i) First (%) Title (#5+5)
Address Home (B=E) Phone (ZE:%)

Phone (&E:%)

Office(JRbr £ IcIE2HERT)
Date (BHft) :

Signature (%)

Attending Physician (BXEE)

Reference Number of your Medical Record (if applicable)
PR OES
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