Request to Attending Physician 8 ZEA~NDHFELY

1.Please fill in this form so that the patient may claim the health insurance benefit.
Z OFERITRE OBEFRROKGF ORFFICLETTOT, FEHEZ BBV LET,
2 . This form should be completed and signed by the attending physician.

CORRRUTHEYENTAL, OBAH LTI EEN,

3 . One form for each month and one form for hospitahzation/ outpatient (home visit) should be

fUled out. & A, F-ABE ABEAMEIZ DX, Z ORI B LE TS,

ltemized receipt $EURBAHEE

(1)Fee for initial office visit P2 E $

(2 ) Fee for follow-up office visit w2k $

(3) Fee for home visit T2k $

(4) Fee for hospital visit AR ) $

(5) Hospitalization NS $

(6) Consultation P $

(7) Operation T $

(8) X-ray examination Xt ps A5 2 $

(9)Laboratory Tests* HZEE
$ * Please fill in the content of
$ the Laboratory Tests.
$ HREDNEE
$ RBALTLZELY,

(10) Medicines** [ R ** Please fill in the name
$ and the amount of the
$ prescription of an
$ individual medicine.
$ LB R DEDETR
$ LEFRALTESEL,

(11) Anesthetics PRI $

(12) Operating room charge Fir=EEH $

(13) Others (specify) £ Ofth (B WIFD) $
$
$

aRl $

(14) Total

Important: Exclude the amount irrelevant to the treatment, |-e, extra charge for a bed. 7
B ek B R E R IS EEBR RV S DIFERNT RS0,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic 2

Y US55 & D4 i S OMERT

Name
4| : Last Title
Ik PR
Address : Home H=% Phone &3
R  Officemke X X2 B PhoneE:%

Date Bf+ :

Signature E 4 :
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