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TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)

Request to Attending Physician FH4EE~DIBFE

| Efili (a4 %) A

1. Please fill out this form so that the patient may claim health insurance benefits.
Z ORERITEE ORFERIR OGO RFEICSLETTOT, FEHE BV LET,
2. This form should be completed and signed by the attending physician.

CORRSIFHYERTLAL, »OBALTIESN,

3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

BRAME. FABE ABSSMREICOE, ZORK 1 BSRBETY,

Ttemized Receipt fH UYL B fH &

1. Initial Office Visit ) 2 Ft
2.Follow-Up Office Visit 2 P Bt
3. Home Visit * 2 F
4. Hospitalization A [ %
5. Consultation 2 £ #
6. Operation F T %
7.Nursing Fee W ¥ F # m #
8. X-Ray Examination X ® B & %
9. Tests Performed B iy # #
*Please provide details below HRANR ZFLA

10. Medications = B #

*Please provide details below

WA 5 BETTA

11. Treatments/Procedures Al =2 %
12. Surgical Dressings ) e %
13. Anesthetics JEk [ #
14. Operating Room Charge F ol ¥ B H
15.0ther (Please specify) x o fin (R L)
16. Total = i

IMPORTANT : Exclude any irrelevant costs to the treatment,

R RIS IR EBERIME O A b DIEBRN T R A,
ATTENDING PHYSICIAN INFORMATION #H 4 % | s Hifl

Medical Institution Name : (EE#&M%RE4)

Currency Unit

g HAL

i.e., payment for private/deluxe room.

Address : (fEFT)

Name of Physician : (H¥4[E4)

Title : (Fr¥&)

Signature : (B4)

Phone : (FBzH)

Date Completed : (fERRAEH H)
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U B R

9. FREFEONR GEMEDONE)

10. EEEONR CEOLFR, &)

15. it FIE




