F A 1, This form is used for claiming the health insurance benefit.
orm OB FRERBOBA QORFICERINET.

2, This form should be completed and signed by the attending physician.
COFRIFELEENEE HDEBRLLTTILY,

3, One form for each month, one form for hospitalization/outpatient and home visit.
£BE. At AR EIC. COFEKXIMTBBETT,

Attending Physician’s Statement
ZENSH#EE

1, Name of patient (Last, First) Sex (i7I) Age (%) Date of Birth (:5A8)
(BEA)
Male - Female / /
(B (&) Month Day Year

2, Name of lliness or Injury preferably with Number of International Classification of Diseases for the use

of Long—term Care Insurance (See the Form D) (§&4RURHEEHEERHERERERSEES (ForomDSR))

No.
3, Date of First Diagnosis
(#W£a) / /
Month Day Year
4, No. Days of Visit / Treatment
(FZEBAH Days
5, Type of Treatment CAEDSH)
DHospitaIization (AR
From / / , to / / Days
Month Day Year Month Day Year
DOut patient or Home Visit (A=)
From / / , to / / Days
Month Day Year Month Day Year
6, Nature and Condition of Iliness or Injury (in brief) (EHknEs)
7, Prescription, Operation and Any other treatments (in brief) 5. FiHzoMONEDEE)
8, Was the treatment required as a result of an accidental injury ?
BERIERDEEIZLZBOTTM?) |:| Yes |:| No

9, Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B
UEb/ EAREICKIDONEIEREDNIR : Form BIZZTEEALIESLY,)

ATTENDING PHYSICIAN INFORMATION (8 E &R
Medical Institution Name (EE#E%)

Address (EFr) Phone (BE&S)

Name of Physician (EXEEK®R) Title (#%5)

Medical Record Number GE2#E#H%ES) Date (G2AR) Signature (£4)
/ /

X Attending Physician (B%E)



