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Request to Attending Physician BH4EADHEEL FormA (%3 A)
1.Please fill on this form so that patient may claim the social insurance benefit.
COBRREBEDHSRIRDEAOBRBEITLETT DT, FEAZHSEOLET,
2.This form should be completed and signed by the attending physician.
COBKRKIFEHENEE, HhDOFBLHLTTE,
3.Please fill in the description of service other than listed items.
K13 ZDMDIERICIE, 1~12 [SERELBVEZRABRELALTTSL,
4.0ne form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
ZAE. AlR- AIRNEICOE, COBRKXTBHABETT,
Attending Physician’s Statement ZEARHME (EFH)
Name of Patient Date of Birth Sex OM - OF
BEA £%AA T3 g %
Diagnosis /' Symptoms [OPhysical Check-up #EZET
X FELE OImmunization FRht%TE
[OJPregnancy in normal condition
EEEBDEIR
Description of Service PZERNE Fee #& Description of Service PZENE Fee $&
1.Days of Diagnosis and Treatments days 7.Hospital Visit
AN =] ARFEZERE
Ofﬁc? YiSit ?*;'E 8.Hospitalization days
Initial #)E2 20 INGER:: B
Subsequent Admission  ABE .20
5 20 Discharge ER% .20
Subsequent 9.0peration
B .20 FilT
Home Visit Fixation
2 .20 EE
2.Medication %% [] yes [ no Dressing
Please fill in the name and the amount of the az%
prescription of an individual medicine.
10.Anesthesia
FRRE
[0 Local [ Spinal [] General
B B 25
3. [0 injection [ IV Treatment 11.0Operation / Emergency room
SE&T A Fiff= RRERE
Pharmacy Z#l
4.Please fill in the content of the Laboratory Test. 12.Radiology ERZZHET
HRE O X-ray
LUNF R
[0 Ultrasound
BERRE
5.Physiotherapy [0 Nuclear Scan
B2EE BREZZ M
6.Medical Supplies % 13.0ther
EERM ZD it
Total Fee &5t

Name and Address of Physician / Hospital, Clinic, Office

EEND KB R MERFEL LR, 2RAOBMEU TR

Date
AH

Physician’s Signature

EEDE 4
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