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Form A Request to Attending Physician
Bt A HEEADBFEL

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

2. This form should be completed and signed by the attending physician
COBKITBLUENESEZ, N DOERALTTILY,

3. One form for each month, one form for hospitalization/outpatient and home visit.
ZFATE. AR - AN EIZZOHANIBBETT,

Attending Physician’ s Statement
PEATHME

1. Name of patient(Last, First) Age (Date of birth) Gender (Mai |l - Female)
BEL FE(EEAB) %R (8- %)
2. Name of I[llness or Injury

R4

3. Date of First Diagnosis:
RS
4. Days of Diagnosis and Treatment: days
5. Type of Treatment
BEDONHE
OHospitalization: From ) to , ( days)
A BR =] S ( HFE)
Oout patient or Home Visit:
ARzt :
6. Nature and Condition of Illness or Injury (in brief)

FERDEE

7. Prescription ,operation and any other treatments (in brief)
nEH. FRZ0MmONEDBE

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

BRIIEHRDEZFIZLDELDTITH, A ez Od
9. Itemized amounts paid to Hospital and/ or Attending Physician. : Form B

AREER el B
10. Name and Address of Attending Physician

HLUEDLFIR OMERRT
Name 4£&Hi : Last ¥ First £ Title i &
Address {¥Fr : Home B=E Phone EEE

0ffice fBBERILEZ AR Phone EEE
Date B{t Signature £4

Attending Physician $HYE

Reference Number of your Medical Record (if applicable)

PREDES

EEHYERAR] JMR—=JIZHEEFT, ) ) )
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;;[@ E Itemized Receipt
g FEUNBAHAE
(1) Fee for Initial Office Visit FIECE $
(2) Fee for Follow-up Office Visit BZH $
(3) Fee for Home Visit FoH $
(4) Fee for Hospital Visit AlREER $
(5) Hospitalization N $
(6) Consultation PRE $
(7) Operation FiTE $
(8) Professional Nursing BERERE §
(9) X-Ray Examinations XiRREE $
(10) Laboratory Tests HREE $
(11)  Medicines EXE $
(12) Surgical Dressing anE $
(13) Anesthetics MRErE $
(14) Operating Room Charge FiHI=EEMR $
(15) The Others (Specify) T FEE&K)
$
$
(16) Total & &t $
Important : Exclude the amount irrelevant to the treatment, i.e, payment for luxurious room charge.
B . ERERFEAERICEEBEZROLGTVEDFRULTCEEL,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
HHEXIREEFROLEIR ER

Name 4 i - Last ¥ First & Title 15
Address {XFfr : Home BH=E Phone T

0ffice mPERIFEZ AT Phone &E:E
Date Bt Signature £4
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AR
BEE Agreement of Authorization

BNEBEIHNBREZHICHIEE (BETAZITo-BE., B, BBNAES) ¢RI 50, BE
EROREZFICK ST, BETAZT O IEHICEBEZTL. HZBEBHISZTOREABICIOVTERIZHZE
Z+A5EIZRAELEY,

In order to confirm the facts(date, time and place of medical treatment, treatment details, etc.)
stated in the form for claiming overseas medical treatment benefits, | agree that an inquiry
shal |l be made of the person who perfomed the medical treatment, wherein such an inquiry is
conducted by, for example, providing the claim form, to obtain information from the said person
regarding the dontent of the inquiry

[E4 - FHENIR]
KOMERRIZMEES
Z48: 3 A H
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