Request to Attending Physician (3B 4EADHSHELY)

1. Please fill in this form so that the patient may claim the health insurance benefit.
CORRIIBEDRERROBMTDOBRFBIZLELZD T, SERAZHBELLET,
2. This form should be completed and signed by the attending physician.
COHFRIFEHENTEAL, HDBRALTIZSLY,
3. One form for each month and one form for hospitalization/ outpatient(home visit) should be filled out.

FRE. F-AR- ARS (SR BISOE, COBRKTRODBETT,

FormB
%KX B

Itemized receipt

oM E

Monetary Unit is GBS Bi{i1)

(1)Fee for initial office visit PR
(2)Fee for follow-up office visit BiZH
(3)Fee for home visit (e S
(4)Fee for hospital visit AR E IR
(5)Hospitalization A&
(6)Consultation PERE
(7)Operation Fir&
(8)examination BREE
(9)Medication EXEHE
(10)Anesthetics REFE
(11)Operating room charge FiEEH
(12)Others(specify) ZDith(CEBBAEE)
(13)Total & &t

Important : Exclude the amount irrelevant to the treatmentl-e,extra charge for a bed.

TR GRENFARICEZEFRLEVLOEBRVDTTEL,

Name and Address of Attending Physician.”Superintendent of Hospital or Clinic
HHEXIIREEBEROBRRTER

Name (£ Bi) : Last (84) First(£) Title (F35)
Address ({£Fff) :Office phone
(fRPEX L2 BN (EED)
Date B{¢ / / Signature(Z4)

Reference Number of your Medical Record (if applicable) ZHEiZERDEFS

Attending Physician(3E 4 &)




