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REEYE RES5-ES TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)

FEE (B iE L) S A 1@ 3
K&
Request to the Attending Physician
HYUEADHREL
1. Please fi ll out this form so that the patient may claim health insurance benefits. %;;O;éﬁg%%g
COBRRFBEDERFRROBMAOBRBICHETT DT GEAESENLET. - §IT:C <7._“.:"L\
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.
Z2AE. £ AR ABRNEIC DT, ORI 1KBANETT,

Form A Attending Physician s Statement

HEXA 2 EARBSHE NS

1. Name of Patient(Last , First) BE& % Sex TR Male 88 - Female &
Age (Date of birth) 8 (EEHH) . . Medical Record Number / Z2 % &=

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

( Please refer to the table attached to this form.) {855 K U R R AR EFRRR D48 ES (No. )

3. Date of First Diagnosis #]52

4. Days of Diagnosis and Treatment E2EEHE % days

5. Type of Treatment SAEEM4E (DD/MM/YY)
O Hospitalization APz From . . to . . ( days )
O oOut patient or Home Visit AFz4h From . . to . . ( days )

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

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

8. Was treatment required as a result of accidental injury? JAEIZEHDEZEICLDEDTIHN ? [ YES [0 NO
9. Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician P lease fill out Form B
EFHE. FRIFEYEICKISERED WRR:HFR B I2LD

ATTENDING PHYSICIAN INFORMATION 18 24 [ {&¥RH#
Medical Institution N ame EEE#REI &
Address {7
Name of Physician B4 E & Title ¥72
Phone %

Signature 4 Date Completed fERKEHFH
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ESEATE M 5 -&S TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
A (REENE) AR
K& Request to the Attending Physician
HHEADHFE

1. Please fi ll out this form so that the patient may claim health insurance benefits.
COBRIEBEDERRROBAORBICHETT DT EAZSELLET.

2. This form should be comp L eted and signed by the attending physician.
COFRAIFBEENTAL MDOERLTIES W,

3. One form for each month, and for each hospitalization o u tpatient visit home visit should be filled out.
£, Fz AR ABRAEIC D E, COKRKX 1KMABETT,

Form B Iltemized Receipt
8 HIX BA M E

. Initial Office Visit #z2H

120

. Follow U p Office Visit B##

. Home Visit E22#t

. Hospitalization A&

. Consultation #Z2&

. Operation Fiii&

. Nursing Fee Bi¥EEMZE

. X Ray Examination X{f1a&5&

O 0 3o o W N 2

. Test s Performed #ER&E *x Plase provide details below BRBERBZEA

10. Medic ations EZ& *Please provide the name and dosage for each medication FER&Z - ZKEE%ECA

11. Treatment s /Procedure s {LiEE

12. Surgical Dressing s a&&

13. Anesthetics FfBLE

14. Operating R oom Charge Fii=E&H

15. Other Please s pecify) ZDM(4FEC)

16. Total & &t

Currency Unit y@&E81

* *IMPORTANT Exclude any irrelevant costs to the treatment i.e payment for private/deluxe room.
ERCERIEN F | OAERICEEBRROZVEDIFERVNTIZE L,

ATTENDING PHYSICIAN INFORMATION B4 = |&EHiE
Medical Institution N ame EEHRT&

Address {EFf

Name of Physician B4 E & Title #72

Phone &:E

Signature £4 Date Completed fERKEFH
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6. IR DFE

7. /IR DBELTS  FMZDMDLEDHE

BERE

1ErR
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R B R

9. EREBENHWRGERENAR)

10. ERBEDHR (KDL, &)

15. %55cE1H

K&

ERES
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