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1. This form is used for claiming the health insurance benefit.
Z ORI, RIS ORI S E
2. This form should be completed and signed by the attending physician
ZoRIT, EERIAL, BA LTSNy
3. One sheet of this form is to be used for each month / hospitalization / out patient / home visit.

BHZE, N - NS LIS Z OB L KMAsE T,

Form A

Attending Physician’ s Statement
7o N R®K M E

1. [ & 4] Name of Patient
[44 A H] Age (Date of Birth) : Day : Month : Year : Age:
[ %111 Sex : Male . Female

2. Name of illness or Injury preferably with Number of International Classification of Diseases for the
use of National Health Insurance (See the other side of this form)

[155754] A sickness and wound name :

(= R R RIS s (ISR ]

international classification of diseases for the use of national health insurance :

3. [[BEOFERE] Type of Treatment : (AB%) Hospitalization  (AB#/M out patient or home visit
[#] 32 HB] Date of First visit : Day : Month : Year :

[Z29EFH] Duration of medical examination and treatment :

Mark the day when a patient visited your medical institution.
(The day when a patient was hospitalized in the case of the hospitalization)

[4 H] Month : Year :

[(2%H] Date:1 2 3 4 5 6 7 8 9 10 11 12 13 14
15 16 17 18 19 20 21 22 23 24 25 26 27 28
29 30 31

[H %] Duration:  Days

4. [EROWEL] Nature and Condition of illness or Injury (in brief)

5. W)y, FiFofouEOREEL] Prescription, operation and any other treatments (in brief)

6. NERITFSOEEZLDHOTTN?]
Was the treatment required as a result of an accidental injury? : Yes + No
7. [i5 98 32 %] Amounts paid to Hospital / Clinic : 3¢ Please fill in Form B with the details.

8. [HEUEDLRIMOYFEAT] Name and Address of Attending Physician
[3= 75 £ 4] Name

(B Title :
[ 55 #% B Name of medical institution : (FBZE) Phone :
(AR Address  : (E44) Country :
[;2 A H] Date :Day : Month : Year :

[#H4%=2E4] Signature of Attending Physician :
Reference number of your medical Record (if applicable)

DHROB -




Form A (E4<EEERAIE)

1. [ # 4]
(&4 H H] : 4 A : H : = H COHEHD :
[ B] - B . S

2. & w 4] :

(E R ER R RS GRS ]

3. lipFofEsE] . AL / NG4S
(w12 H] : A H :
[F2FEA ] l:fﬁ%%%‘é%iﬁ’) L7z BITEIZ DT TLI2E0, (ANBEDSETIABE L Tz
H)
[ Al E A
[ A] H 2 3 4 5 6 7 8 9 10 11 12 13 14
15 16 17 18 19 20 21 22 23 24 25 26 27 28
29 30 31
(B #]: H

4. [EROBEE]

5. [W5. FizofhoiuE s

6. BRIIFSDOEEFECLLbOTIN?] 1TV - Wiz

7. MBREHE] X FEL<IIHABIC RO 72 S

8. [HHUEOHARIN OYEAT]
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1.Fill in the insurance fee in your country currency. Ex(§,% Y...)
Form B BT DEDET, RPFUR AR <7280,
2.Exclude the amount irrelevant to the treatment, e-g+, extra charge for a bed.
R RIEDIRFR ZERERAR D72 S DITFRNT RSV,
Itemized receipt
I B M E
Country (E4) : Currency GHEEHAT) :
Items H OH Amount  (4B%H)

(1) | Fee for initial office visit 2k
(2) | Fee for follow-up office visit 2k
(3) | Fee for home visit a2k

(4) | Fee for hospital visit NBEEERE
(5) | Hospitalization UNT=¢
(6) | Consultation DR
(7) | Operation eS¢

(8) | X—ray examination XA
(9) | Medication [k
(10) | Anesthetics I

(1 1) | Operating room charge Fifr=EH

(1 2) | Others(Please mention the details in the following blanks.) (Zdfth)

Ttems IH H Amount (4%H)

Others total (FDOAFH

(13) | Total &G

(4= D4R KR OMFERF] Name and Address of Attending Physician
[Z= 16 1= 4] Name

(Fra) Title :

[1Z= % #4 BH] Name of medical institution : T5ak) Phone :

(EPEEEESE-PT) Address

[;2 A H] Date : Day : Month : Year :
[fHY4%=84] Signature of Attending Physician :

Reference Number of your medical record (if applicable)

IR D




