Request to Attending Physician

Y EA~DOBFEN

1. Please fill out this form so that the patient may claim health insurance benefits.
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2. This form should be completed and signed by the attending physician.
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3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.
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ATTENDING PHYSICIAN'S STATEMENT
DRENEAME

Name of Patient (R#4:) Date of Birth (A24EH H) Sex (TR
Male Female
Date of First Diagnosis(#]72H) Days of Diagnosis
days.
Diagnosis/Symptoms (G2 Wi/fEK)
Type of Treatment (JEHED43%H)
F) d
[ Hospitalization (ABt) [J Outpatient or Home Visit (AFE41) Tzom ¢ ays)
Item(ZEH) Fee (£%8)

1. Consultation (ZRE)

2. Home Visit ({£:2%})

3. Hospitalization (ABtE)

4. Operation (FMTE)

5. Radiology (EI{&ZZHT)
OX-ray (L> k&) OUltrasound (BEK) ONuclearScan (#ZEFHT)

6. Laboratory (i 45 #) *Please provide details below (AN EETTA)

7. Medications (EZE%) IR - BEEETA
*Please provide the name and dosage for each medication
Name Quantity

8. Anesthesia (FRELE)
OLocal (J&#6) OSpinal (%) OGeneral (£5)

10. Other (Please specify)Z O (Y86 A B FE)

16. Total (&3t

P

Currency Unit (BEH(T)

IMPORTANT : Exclude any irrelevant costs to the treatment, i.e., payment for private/deluxe room.
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ATTENDING PHYSICIAN INFORMATION #H24 [ {7 £ A
Medical Institution Name:([E#HBI4)

Address:({EFT)

Name of Physician:(84E4) Title: (Fr'5)
Signature:(E41) Phone:(E:%)

Date Completed:({Ef%4FH H)

2025.6




