1. This form is wused for claiming the social insurance benefit.
Z OFERTHAERBEOKBAA OBFEIHEN S ET,

2. This form should be completed and signed by the attending physician.
ZORRRITHYENFEE, hOBAL LTI IEZIN,

3. One form for each month, one form for hospitalization outpatient and home visit.

FHE, ABE - ABESMEISAT Z O LT,

Form A (£ A)
Attending Physician’s Statement
TRARAME (—R)
1. Name of patient (Last, First) Age(Date of Birth) Sex(Male + Female)
BEL EAVEFEAR) PERICE - &)

2. Name of Illness or Injury preferably with Number of International Classification of Diseases for the use

of Social Insurance

E5hi%
3. Date of First Diagnosis : , 20
I
4. Day of Diagnosis and Treatment : days
AR S
5. Type of Treatment
18R DIHE
O Hospitalization : From , 20 to , 20 ( days)
B H £ ( H [#)
[0 Out patient or Home Visit: , 20 to , 20
N4 , 20 to , 20

6. Nature and Condition of Illness or Injury (in brief)
SR DR B
7. Prescription, operation and any other treatments (in brief)

AR TP OO MLE O

8. Was the treatment required as a result of an accidental injury ? Yes O No [
BRITFROEEFEIZL D2 DT, (E3 Ay
9. Itemized amounts paid to Hospital and/or Attending Physician : Form B
TR EH £k B
10. Name and Address of Attending Physician
824 = > 44 Bip B OMEFT
Name 4:fi : Last # First 4
Address {EFT : Home HE Phone
Office JpbE I T Phone
Date Hf¥ Signature &4

Attending Physician H4[%



1. This form is wused for claiming the social insurance benefit.
Z OFRTHARBEOKBAA OB ICHEN S ET,

2. This form should be completed and signed by the eitherattending physician.or the

superintendent of a hospital/clinic

ZORRRITHYENEFEE, OoBA LTI EIN,

3. One form for each month, one form for hospitalization outpatient and home visit.
FAM, ABE « ABesZ &I 2o 1 A KETT,

Form B (£:= B)

Itemized Receipt

I M E

(1) Fee for Initial Office Visit W K

(2) Fee for Follow-up Office Visit B2 R

(3) Fee for Home Visit Tt 2 H

(4) Fee for Hospital Visit A Bt & BB

(5) Hospitalization AN BE #

(6) Consultation 7% #

(7) Operation F o

(8) Professional Nursing kT 7 I 2

(99 X-Ray Examinations X R A

(10) Laboratory Tests A B¢

(11) medicines S

(12) Surgical Dressing oo

(13) Anaethetics BB

(14) Operating Room Charge F il & H

(15) The Others (Specify) Z DML E L)
(16) Total & s
Important : Exclude the amount irrelevant to treatment, i. e, payment for luxurious room charge.

T B AEREEERREICEEBROR NS DTN T E SN,
Name and Addres of Attending physician / Superintendent of Hospital or Clinic
24 [ TIPS R O 44 Bl R OME T

Name 47 : Last # First £ Title
Address {Eff: Home HF Phone
Office e X IF 2 AT Phone

Date Hf Signature &4




