<2021.7 8> Request to Attending Physician {84 E~ D HFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOBAIIEBEOERRROBHORFIIHETTOT, dRAZBEANLES,

2. This form should be completed and signed by the attending physician.
COKRAFBHUENTAL, " DBLL TS0,

3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
&RE. £1-AR - ABSMEICDE, oKX L KABRETT,

Itemized Receipt §EINBAAE

Name of Patient (Last, First) 2%% Age (Date of birth) 44 A8 Sex 13 (B - %)
LM OIF
Items (IHE) Amount (£%8)
1 | Fee for Initial Office Visit e s
2 | Fee for Follow up Office Visit Bk
3 | Fee for Home Visit FER
4 | Fee for Hospital Visit ABTE R
5 | Hospitalization NS
6 | Consultation ZRE
7 | Operation FiiiE
8 | Professional Nursing e e =
9 | X-Ray Examinations X e EaE
Laboratory Tests* HREE
*Please fill in the content of the Laboratory Tests. FERBEORNRE AL TLALAZL
10 @
@
®
Medicines** R
**Please fill in the name and the amount of the I LT B4 OFEOZLIRE 8% 50
prescription of an individual medicine. ALTLIEE W,
11| @
@
®
12 | Surgical Dressing (b=
13 | Anesthetics R
14 | Operating room Charge F=EER
The Others(Specify) Z Ot (RFEdE L)
15 | @
@
16 | Total &t
Unitis @& HEAL

Important : Exclude the amount irrelevant to the treatment. i. e, payment for a luxurious room charge.
CERZ - BRIERE, RRICEEBRRALD OEBRL TS L,)

Name and Address of Attending Physician (484 o 4 51% O4EAT)
Name (&#0) Last(i4) First(4) Title(#2)

Office Address (Rt 7= 1E 2B D1ERT)

Office (Rt % 7= 1E &R D4R Phone(%:5)

Date (Hf¥) : : Signature (£4)

Attending Physician((84 %)
Reference Number of your Medical Record(if applicable) o &ES
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