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1. This form is used for claiming the social insurance benefit.
ZOERIHSRROBHORBICERINET,

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

ZOBERITEYENEE, 1 oELELTTE,
* 3. One form for each month, one form for hospitalization / outpatient and home visit.

% B 8. A ARABCIOBRBILETY,

Form A

B A Attending Physician’s Statement

DERNEREE

1. Name of Patient(Last,First) Age(Date of Birth) Sex(Male - Female)

BEH i (EE AR R) 3l (5-%)
2. Name of Illness
(ERER
3. Date of First Diagnosis: 20
WMZH
4. Days of Diagnosis and Treatment: days
BERE A

5. Type of Treatment
BROSER

[0 Hospitalization: From , 20 to , 20 (

PN = = (

0 Outpatient of Home Visit: , 20 , 20

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

5, B OMONBEORE

8. Was the treatment required as a result of accidental injury?  Yes 0 No O

days)

)

BRIEROEBELZLOTTN? v IAAY-4
9. [temized amounts paid to Hospital and/ or Attending Physician: Form B
BRER #xX B
10. Name and Address of Attending Physician
M EDLBTR OYERT
Name #4GHi: Last ¥ First 45 Tittle 355
Address {£FT: Home BHE Phone EEE
Office BB XUIBBHERT Phone EES
Date Bf Signature Z4%

Attending Physician 8 2 E
Reference Number of your Medical Record (if applicable)
DREDES




1. This form is used for claiming the social insurance benefit.
BRI ESEROKBFORFICERENET,
2. This form should be completed and signed by the attending physician.
COBRBYEREE, HOBELTTEN,
3. One form for each month, one form for hospitalization / outpatient and home visit.
& B8, A ARSI OB IS ETY .
4. If not in dollars, please specify the unit used.
FALSAOEEDZEITT D EEEVTILEN,

Form B
#X B
Itemized Receipt
SEI S
(1) Fee for Initial Office Visit EIECE S $
(2) Fee for Follow-up Office Visit Bk $
(3) Fee for Home Visit (e $
(4) Fee for Hospital Visit ApEEEr  §
(5) Hospitalization NER $
(6) Consultation BER $
(7) Operation FINE $
(8) Professional Nursing RIEEERE §
(9) X-Ray Examinations XgmEE §
(10) Laboratory Tests ERER $
(11) Medicines EIEE $
(12) Surgical Dressing k3 ¢ $
(13) Anesthesia RERE $
{14) Operating Room Charge FHEER §
(15) Others (Specify) Zof (TS § $
$ $
(18) Total &t $
Unit is
IR

Important: Exclude the amount irrelevant to the treatment, i.e., and payment for luxurious room charge.
e . HRENSRFCEEBROZVEOERANTTEN,

Name and Address of Attending Physician  Superintendent of Hospital or Clinic
8% B LRI R & 04 BT R UMERT

Name #%5i: Last & First & Tittle #5%
Address £fF: Home HE Phone Eif
Office J5B7 XIS HRET Phone &%

Date Rft Signature E4




