EEATELE

]
RERIE o, BEBXREEE ean)

E
== E==) EEAH 3 B 5]
| mEREO _ D A
iy O Bk
& SO O 5
i (: B - -~
= e -
fa HEFRAM FRTEHS
IRETHRNF I — T RS R ER Al F A H
2R SEOMEEEE AL, MBI LUSRINZSEDSEEELTICEEV LT, YHEBITEL.
JRETHILF—0 ) — TRERRIEA N ERMEEICIL T, SR R BEIC S B EADBAETSE.
FLHERAREN TONSIEEETBEIRBUELET. posr s o
o H£ERAH =3 B =i
1 B2 1. BIRRE 2. FE(HHEES) -
O HEliﬂ:\l
1-ORBENEEE Df%
-OR O 40
2 DHDES Ml
3 HEFLIIAED F B =]
2 BFE Syl
BRRUTEE
4 REQOERERU 1. A%
/(L)
2.0 = BHELFE=EOTAHICLDIDNOBEMRABAS LT,
5 E@ﬁ&&lj‘t %*;F Fﬁﬁiﬁ:‘, E?ﬁbt@gﬂi%@&%
EREEE% D
lel% ] X FRTEHD DEUEEMEDRS
6 s £ H H £ B H
S5 740 H0 ns £ =t g
6~ FEEDiAmIC £ A H £ B H )
A JIU= oS S0 ns T Sk 5|
7 BEICELEBRAOE ( : 8 BEOWE
T BB ETTA
HRIIBEARICTEFEEDYEITH, XLIFI/EINELZD,.
e O\ ESERRE (B =3 B H ~ $f =3 B =P
9 SBEDIES Semm )
O W2 -BIMEEDER [ }
XN
e < DERE> BESAE
AR )
a & A x % =
EHEE | S5 6 & M
()
B x % — 30,000 =

=
2024/12/1 3% ARETIRIE—T I — TREFRES 1/5



E-E0is e ] L5 &S TO BE COMPLETED BY PHYSICIAN (HEALTHCARE E’ROVIDER)
EERT (L) ST A 1@ 3

K&:

Request to the Attending Physician
BHEEADSEEL

1. Please fi ll out this form so that the patient may claim health insurance benefits.
CORRRNIFEBE DRRRROMBTDRBICHETTD T SIAZESELLET,

2. This form should be comp | eted and signed by the attending physician.
COBFRKIFEHENTZAL M DOBRZL TS,

3. One form for each month , and for each hospitalization o u tpatient visit home visit should be f illed out.
ZRE. £ AR ABRAEIC D =, ZORK 1 BB ETY,

FormA Attending Physician s Statement

#RA 2 EARBSHE NS

1. Name of Patient(Last, First) B2& & Sex £Bl  Male B8 - Female &
Age (Date of birth) E# (EERH) . . Medical Record Number / B2 R85 55

2. Name of lllness or Injury Preferably with the International C lassification of Diseases Number For Health Insurance Purposes

( Please refer to the table attached to this form.) {555 & & OMEER{RI% FA EMRERR 2 EE S (No. )

3. Date of First Diagnosis #J:2H

4. Days of Diagnosis and Treatment 2 H#X days
5. Type of Treatment SAEEDD4E (DD/MM/YY)

O Hospitalization AR From . . to . . ( days )

O Out patient or Home Visit AR5+ From . . to . . ( days )
6. Nature and Condition of Illness or Injury (in brief) FEJRDEITE

7. Prescription, Operation and A ny O ther Treatments  (in brief) 75, FMIZ DEDALEDHEE

8. Was treatment required as a result of accidental injury? SAEIIBHOEZEICLDENDTIN? O YES O NO
9. Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician P lease fill out Form B

EREES, FRIFEYEICKILSEERED WRRIHFX B ICL3

ATTENDING PHYSICIAN INFORMATION 384 154R1#
Medical Institution N ame EEHEETZ

Address {EFf

Name of Physician I8 4[E%& Title # 8

Phone &:&

Signature £4 Date Completed fERKFHH
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umpug| £S5 ES TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER) 123
BRI (REEYE) AR
K&: Request to the Attending Physician
BHEADSFRW

1. Please fi ll out this form so that the patient may claim health insurance benefits.
COFRAILEBEDRRRROIGHDBFICHETT DT, AERZHRVLET,

2. This form should be comp L eted and signed by the attending physician.
CORRNIFHEHBENZAL DMDBERLTEE L,

3. One form for each month, and for each hospitalization o u tpatient visit home visit should be filled out.
ZRE. £ AR ABRAEIC D E, ZORK 1 BN ETY,

Form B Itemized Receipt
=B M OUN BA M &

1. Initial Office Visit #1:2%t

2. Follow U p Office Visit B&#
. Home Visit 2%

. Hospitalization ABz&

. Consultation #R&

. Operation Fi&

. Nursing Fee BZEERE

. X Ray Examination X{#e&E&
. Test s Performed #®R&EE *x Plase provide details below EBERBZEA

O 00 3O U1 » W

10. Medic ations EZZE *Please provide the name and dosage for each medication ERE -RSE%ELA

11. Treatment s /Procedure s LEBE
12. Surgical Dressing s @&&

13. Anesthetics &

14. Operating R oom Charge Fi=E&MH
15. Other Please s pecify) ZDfth(*Fac)

16. Total & &t

Currency Unit @&8141
* k IMPORTANT Exclude any irrelevant costs to the treatment i.e payment for private/deluxe room.
ARCEREN £ OAERICEEBRRODZVEDIFERVTIZE L,

ATTENDING PHYSICIAN INFORMATION 184 [E 154R1%
Medical Institution N ame EEA4RIZ
Address {EFf
Name of Physician I8 4[E%& Title #5&
Phone &:%

Signature £4 Date Completed fEREFHH
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BR=VA FRER

2. BRBRURRERRAERRAOBES

6. IR DFE

7. /IR DEELTS  FMZDMDLEDHE

BERE

1XrR

K#

BEES
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R B R

9. EREBENHWRGERENAR)

10. ERBEDHR (KDL, &)

15. %55cE1H

K&

ERES
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