Request to Attending Physician BZHEADHFELN

1.please fill in this form so that the patient may claim the health insurance benefit.

C ORISR B DRRIRROIGH DPRFE(CHEBCTIDT. itAZESFENLET.,

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

COFKIFHBHENTA L. HhDBRHLTSIZEL,

3.0ne form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
EFAB, FAR - ABRSB(CDE, COFRAIKRNRETT,

Itemized Receipt

f8 UIX BA # =
Name of Patient(Last,First) Age(Date of birth) Sex(Male - Female)
FBEL Fip(EFAH) . . Mel_ 8 - Z&
(1)Fee for Initial Office Visit #1 2  #$
(2)Fee for Follow-up Office VisitEB 2 %l $
(3)Fee for Home Visit = 2 #s
(4)Fee for Hospital Visit A &2 A
(5)Hospitalization A Bk Bl
(6)Consultation Z g &H|s
(7)Operation F M &El$
(8)Professional Nursing HXEEME|$
(9)X-Ray Examinations X #R1& 8 &|$
(10)Laboratory Tests* R A A *Please fill in the content of
$ the Laboratory Tests.
$ HREOWEETALT
$ Q=AW
(11)Medicines** E E B **Please fill in the name and
$ the amount of the prescription
$ of an individual medicine.
$ **ROT5 U T B 2 DFEDZFRE
(12)Surgical Dressing 2 w® &$ BERALTIE N,
(13)Anesthetics B B B&|$
(14)Operating room Charge F 1t & & A|$
(15)The Others(Specify) s I CEERENIE))
$
$
$
(16)Total a 5t $

.

BEHEAI Unit is

Important : Exclude the amount irrelevant to the treatment.i.e,payment for a luxurious room charge.
AR FRIENE. BRICEZEBHRDRVEDEBRVTIZEL,

10.Name and Address of Attending Physician BXED&FIRMEFR

Name Last(i%) First(£a) Title(¥15)
Address Home(B%) Phone(&E:E)

Office(fRBR 1= (XE29EF) Phone
Date(BH1T) . . Signature(E4)

Attending Physician(B%[&)

Reference Number of your Medical Record(if applica Z2ExDES




