Request to Attending Physician
BLHEADEBFEL

1. Please fill in this from so that the patient may claim the health insurance benefit.
ZOFKRHKIIEEDORERROMBIOPRFICHETTOT, ARAZBENLET,

2. This form should be completed and signed by the attending physician.
CORIFBHENTZAL, BDOBRALTLIZE L,

3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
FERZE. FEABRE - ABRAZEICDE, ZOKK 1 BABETT,

Attending Physician's Statement

Form A Z B RN B B M@ E
R A
1. Name of Patient (Last, First) Age (Date of birth) Sex (Male - Female)
B oE & Eip (EERR) . : Rl (5 - %)

2. Name of lliness or Injury preferably with the number of International Classification of Diseases for the use
of Health Insurance. (Please refer to the table attached to this form.)
BRa R MERRRAEBRERDRES
(No. )

3. Date of first Diagnosis
) 2 H
4. Days of Diagnosis and Treatment days
2 & B #
5. Type of Treatment
B R 0 5 8
[J Hospitalization From / / to / / ( days)
A B S ( H )
[J Outpatient or Home Visit / / . / /
N / / . / /
6. Nature and Condition of lliness or Injury (in brief)

R DB

1

7. Prescription, Operation and any other Treatments (in brief)

WA, FZEOtDNEDHE

8. Was the treatment required as a result of an accidental injury? Yes[] No[]
BERIETERDEEICLLLDTT D, (EqW AT
9. ltemized amounts paid to Hospital and/or Attending Physician :Fillin Form B
EEMEE, F/IEBERICKIL>TEEEOHR (ERABICL B
10. Name and Adress of Attending Physician
BUE DL OMERT
Name (@1 :Last () First (&) Title (#F%)

Medical Institution Name (EE#E4)

Address({Fmr) Phone :

Date (HfH) : . . Signature (E%)




