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(DThis form is used for claiming the health insurance benefit. ZORERU TR R O T O R I S E T,

@This form should be completed and signed by the attending physician. ZORERUTIE Y ENEX  oBL L TLIEEN,

(@Please fill in the description of service other than listed items. (3%11) K11ZDOMMOIE B~ 10132 4 L2 Wi BN B ETE AL TLEEWY,
(®One form for each month and one form for hospitalization/outpatient. % H . APt ABeshmlcoE  ZOERIE S LE T,

ATTENDING PHYSICIAN’S STATEMENT
BN R B M

Name of Patient Date of Birth Sex O M O F
BEL AEAH Ll 5 =
Diagnosis/Symptoms OSick ¥4
B / EIR [IPreventive care T B5{EfE
OPregnancy in normal condition IE % &8 DIEHR
Description of Service Fee Description of Service Fee
BRNE Fhé BRNE Fh
Irl. Outpatient 4}k 6. Inpatient AP
Date of services %2 From to
Initial Visit (in this care) %4-D#J72 H (Admission AP5z) (Discharge iR[5%)
Total &&t Days H
Subsequent Visit T2 Doctor’s Fee AR 45 2
Room,Food,etc. ¥k}« H %
7. Operation FIFHNE
Total &7t Visits [A]
Fixation — [EE
I"2. Medication Oyes CIno Dressing Ve
s - Other Procedure (specify) ZDLOALE:
Ir3. [lInjection LIV Treatment
BT T AL 8. Anesthesia JFRME
I'Y4. Laboratory/Clinical Exam (specify) f4: OLocal [JSpinal OGeneral
OUrine # JRyi FHE -
[OBlood IMi% 9. Operation/Emergency Room
OECG (EKG) E[X Ffr= BRRIAIRE
J Ultrasound #B3F K4 10. Radiology {42 Wt
O O X-ray L7 sl
- O CT avta—2—WiEiRE
|r5' Physiotherapy times O
B @] -
Contents of operating  Fiffi N2 11. Others(Specify) it
e O
O
[0 Medical Certificate F2Hi
Name and Address of Attending Physician #8324 D4 Fij & OMERT Total Fee
Office/Phone J73l5% X IZ ZHEHT/ s aat
Name %0 Last First 4, Reference Number of your
Date Physician’s Signature Medical Record(if Applicable)
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