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(DThis form is used for claiming the health insurance benefit.
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@This form should be completed and signed by the attending physician.
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(®Please fill in the description of service other than listed items.
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@One form for each month and one form for hospitalization/outpatient.

EHE, ABT -

ABEAAEIZ &, Z 0L MALETT,

ATTENDING PHYSICIAN' S STATEMENT

TRANEHME

Name of Patient Date of Birth Sex OM OF
BEA £ER B PER % =
% Diagnosis / Symptoms O Sick &E#H
% PN O Preventive care TSR
[J Pregnancy in normal condition IE# %@ LR
Description of Service Fee Description of Service Fee
PEANE & PRNE Bh&

1. Outpatient sk

Date of Services %2 H

Initial Visit (in this case) LD HZ A

Subsequent Visit &2

Home Visit fE#

From

7.Inpatient AR

to

Total &5t

(Admission APBE)

Doctor’s Fee APelE & H
Room, Food, etc. =¥} « BERE

(Discharge &%)
_ Days H

8. Operation FHfF

Fixation [EE
s .
Total &3 Visits [H] Dressing ¥
2. Medication Oyes 0O no Other Procedure (specify) & DAl DALE
2
Pharmacy
A 9. Anesthesia R}
3. [ Injection [J IV treatment [0 Local [0 Spinal [ General
BT - ik IR SE FhE =
Pharmacy
A 10. Operation / Emergency room
FFE BRARRE
4. Laboratory / Clinical Exam (specify) HRZ
OUrine R 11. Radiology E{&ZM
OBlood I#& 0O X-ray WM Vsl
a gcr vt a-I-WiRE R
JECG (EKG) L EX O Ultrasound #BEHHE
OUltrasound BHEEHRE O
d
- DS
12. Others (specify) % DAl
5. Physiotherapy times O
FERIE [B] O
6. Medical Supplies . . .
[ 5 21 O Medical Certificate ZWiE

Name and Address of Physician / Hospital, Clinic, Office
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Physician's Signature
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