1. This form is used for claiming the social insurance benefit.
Z OFRIIHARBEORBA OBFEIHEN S ET,
Form A 2. This form should be completed and signed by the attending physician.
R A ZORRUTH S ENEE . pOBALTESV,
3. One form for each month, one form for hospitalization/outpatient and home visit.

F AR ABE « ABSMEISAT Z o1 MBS BE T,

Attending Physician’s Statement

A A
1. Name of patient (Last, First) Age (Date of Birth) Sex (Male/Female)
A4 Fln EFHRA) PERI (5 - %0)
2. Name of Illness or Injury preferably with Number of International Classification of Diseases for the
use of Social Insurance (See the attached paper)
R4 e Ot ORI E BRI 0 B 5 (BIRES IR
3. Date of First Diagnosis: ,
GIE3E
4. Days of Diagnosis and Treatment: days
EUEE
5. Type of Treatment
TR D53 HE
DHospitalizationi From , to , ( days)
APBi H EY)
[_lOut patient or Home Visit: , ,
NI , )
6. Nature and Condition of Illness or Injury (in brief)
SEPR O
7. Prescription, operation and any other treatment (in brief)
TG FfTZ Ot o SLiE O
8. Was the treatment required as a result of an accidental injury? Yes[| No[ ]
ERITFSBOREEIC LD HDTT N, (S Y4
9. Itemized amounts paid to Hospital and / or Attending Physician: Form B
1A EE £k X B
10. Name and Address of Attending Physician
FH Y = D4 HI & OMFERT
Name4 Hii : Lastitf First4
Address{¥FT : Home H % Phone
Officefpi Pt L2 IEPT Phone
Date B SignatureZ4,

Attending Physician 124 [=
Reference Number of your Medical Record Gf applicable)

DR DB




1. This form is used for claiming the social insurance benefit.
Z ORISR O ORFEICHER S ET,
Form B 2. This form should be completed and signed by the attending physician.
%= B ORI EEREE . OB LTFEN,
3. One form for each month, one form for hospitalization/outpatient and home visit.

F A ABE - ABESMEISAT Z ORI LT,

Itemized Receipt
fEHO B M E

(1)  Fee for Initial Office Visit 2 B $
(2)  Fee for Follow-up Office Visit B2 % $
(3)  Fee for Home Visit T 2 # $
(4)  Fee for Hospital Visit A B & B R $
(5) Hospitalization A B $
(6)  Consultation 2% B $
(7)  Operation F o B $
(8)  Professional Nursing W 35 5 3 m & $
(9) X-Ray Examinations X# A" $
(10) Laboratory Tests E O ¢ $
(11) Medicines E R % $
(12) Surgical Dressing GV ¢ $
(13) Anesthetics I ¢ $
(14) Operating Room Charge T =EHH $
(15) The Others (Specify) T o (Rt &) $ $

$

$

(16) Total = 7 $

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

EE - mkEEEERRICEZEBERO LN B DIFFRNT TS,

Name and Address of attending physician/Superintendent of Hospital or Clinic
P2 = SR B SR8 R D40 BT OMERT

Name : Lastith First£ Title
Address: HomeH = Phone
Officedi [t X I G2 HET Phone
Date: Signature

H AT 5 4






	Itemized Receipt

