Form A 1. This form is used for claiming the social insurance benefit.
FRA ORI RBROFGAT O REFIE S ET,
2. This form should be completed and signed by the attending physician.
ZORGUIHEENEE, D oFEHLTLIZEN,
3. One form for each month, one form for hospitalization / outpatient and home visit.

FH g ABt - NG ZORRAD AT,

Attending Physician’s Statement
ERZENEHME

1. Name of patient ( Last, First ) Age ( Date of Birth ) Sex ( Male « Female )
BEL FEln(ZEFEAR) PR (5 - %)

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

Social Insurance
s (R PRBRF 3 M E A 73 JE3% )
3. Date of First Diagnosis : s 20
W2 A
4. Days of Diagnosis and Treatment : days
PR A
5. Type of Treatment
1RO SHE
[] Hospitalization : From , 20 to , 20 ( days )
N H ES
[] Out patient or Home Visit : , 20 , 20
APk , 20 , 20
6. Nature and Condition of Illness or Injury ( in brief)
SER O ZE
7. Prescription, operation and any other treatments ( in brief )

BLT5 | TR DD AL iE DOAEEE

8. Was the treatment required as a result of an accidental injury ? Yes [] No [
BRI F R OEGEICLLDLDO TN ? EA VA
9. Itemized amounts paid to Hospital and / or Ateending physician : From B
1aIRFEH A B
10. Name and Address of Attending Physician
24 E D4 FiT K O
Name 44 i : Last #F First 44
Address {¥FF  : Home H%E Phone
Office TRt XIL2 AT Phone

Date Af+ Signature &4

Ateending Physician fHY4 =
Reference Number of your Medical Record ( if applicable )
PIRGROE S




Form B

B B

Itemized Receipt
TR E
(1) Fee for Initial Office Visit I $
(2) Fee for Follow—up Office Visit B2 # 3
(3) Fee for Home Visit Tt 2 $
(4) Fee for Hospital Visit A Bt & BB 3
(5) Hospitalization A BRSO 3
(6) Consultation v % % $
) Operation F i & 3
(8) Professional Nursing T 267 7 m B 3
9) X-Ray Examinations X R A 3
(10) Laboratory Tests E L - ¢ 3
(1) Medicines - $
(12) Surgical Dressing (I - ¢ 3
(13)  Anesthetics T ¢ $
(14) Operating Room Charge F il E #H H 3
(15)  The Others ( Specify ) T Ofth (Frat &) $
$
(16)  Total = it $
Important : Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.
SESHEN D R E R ICEBE RO DIIERV T RSV,

Name and Address of Attending Physician " Superintendent of Hospital or Clinic
FH24 2 339 B S = O 4 BiT K OMEFT

Name . Last First Title

A4 o 4

Address : Home HZ Phone

fET Office JiPE X IX2 AT Phone
Date Signature

H AT E4



