Form A (This form must use one piece in two months)
KX A (KRII2MAADTIMEFERTHIL)
1 This form is used for claiming the social insurance benefit.
COHREIHEREOKBRTORBICERAEINET,
2 This form should be completed and signed by the attending physician.
CORKIFEHENEE, hDOBLL TS,
3 No.5(Type Of Treatment) should be filled out monthly when hospitalization

/outpatient (home visit) extends for two months period.
A ABRSNDRD B IChT=55EE &, TEEDS5ICARIZEALTIZELY,

Attending Physician’s Statement

SN Lo
PRARHEE
1 Name of patient (Last, First) Age (Date of Birth) Sex (Male*Female)
2EA FE(EFAAR) %5 (B -%)
2 Name of lliness or Injury
BR% (AXR:EE )
3 Date of First Diagnhosis
EIEA=]
4 Days of Diagnosis and Treatment days
=k
5 Type of Treatment
BEODNEE
Hospitalization Mark the date patient received treatment ( days)
N Month 1 2 3 45 6 7 8 910111213 141516 ( BRE)
( )17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 /
Month 1 2 3 45 6 7 8 91011121314 1516
( )17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 /
Outpatient or Home Visit |Mark the date patient received treatment ( days)
NS Month 1 2 3 45 6 7 8 9101112131415 16] ( HfE)
( )17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 /
Month 1 2 3 45 6 7 8 9101112131415 16
( )17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 /

6 Nature and Condition of Iliness or Injury (in brief)

FER DI E

7 Prescription, operation and any other treatments (in brief)
WA, FHizOmONEDHE

8 Was the treatment required as result of an accidental injury?
BERIIEHOEEICLDBLDTTH,

|:| Yes |:| No
[=4A (AIAY-4
9 Itemized amounts paid to Hospital and /or Attending Physician : Form B
BEEE #=X B
10 Name and Address of Attending Physician
BHEEDQZFRMMER
Name £R Last %% First %

Name of Hospital or Clinic (RBEX L ERM4%)
Address 1EFRT
Phone £
Date B+

Signature (Attending Physician)

Reference Number of your Medical Record (if applicable) Z&Ei#HZDES

* AKAIL, BN TOEMZZOGE, [BREMENFHERE (BER) IICRATRRATHBELLTRRATEEY.
BE. AFRRETHABI GRIBAME) Ly bTRAL TS,




