Form A

Attending Physician s Statement

w2 FT PN Z= BA FH =

1. Name of Patient (Last , First) Age (Date of Birth) Sex(Male * Female)
BEA iy (AFHB) MR (5B - %)

2. Name of Illness or Injury preferably with Number of International Classification of
diseases for the use National Health Insurance (See the other side of this form)

0 K OVE R R PRI [E R 20 JE 3 5

3. Date of First Diagnosis : D / M /Y / /
w2 H H ~ A / % / /

4. Duration of Treatment : days

U EE H

5. Type of Treatment
B8

CHospitalization : From / / , to / / ( days)

N H / / , B / / ( H )

(JOut patient or Home Visit : / /

ABesh / /

6. Nature and Condition of Illness or Injury (in brief)

FER O 2

7. Prescription , Operation and Any other treatments (in brief)

WV, FATE Ofth DAL E OB

8. Was the treatment required as a result of an accidental injury ? Yes[] NolJ
BRITEROEFICL DD TT D, EUANEANAY-4

9. Itemized Amounts paid to Hospital and/or Attending Physician : Form B

TR EE X B
10. Name and Address of Attending Physician
FH Y = D4 R M OMERT
Name BT : Last Bk First 4 Title #r5
Address {¥FF : Home HFE phone FEE
Office JHBE XIZ2HEFT phone &
Date Hf¥ : Signature &4

Attending Physician $HX4E
Reference Number of your Medical Record (if applicable)

LRIRDE




Form B

Itemized receipt

fH U BA sH =

(1) Fee for initial office visit W2k $
(2) Fee for follow-up office visit P2 $
(3) Fee for home visit TEZE $
(4) Fee for hospital visit ABEE BE $
(5) Hospitalization N ¢ $
(6) Consultation i3 $
(7) Operation Tl $
(8) X-ray examination XMt A $
(9) Medication = 3K E $
(10) Anesthetics SR $
(11) Operating room charge T H $
(12) Others (specify) < DAl (FH HBHRD) $ $
(13) Total & &t $

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.
E B O ERERERRICEERR VD DIIFRWT T IV,

Name and Address of Attending Physician, Superintendent of Hospital or Clinic
24 = SR PR BS R D4 R OMERT

Name
A : Last First Title

: 4 e
Address : Home HE Phone EEH
B Office JRPE ITRZHEAT Phone ZEZE
Date : Signature

EER) T4



SAEICEE4 ARIEZE Agreement of Authorization

- J6EBAAH  Starting date of medication Year 4 Month H Day H
« (BB 4 Name of patient)

({EFT Address)

(A%-H H Date of birth) Year 4% Month_ HDay  H

To R R [ R RS T

o ORBEZITT2E) &L MEER. (3, B E R
R E H oW T, BERBFREAREENEFE L FEE D, BIMVRBRERFERICOLEFE (FE
TREATOTZ AR, G, HENE) 22T 570, FFEHORMFICL > T, BRITHET T2
FHICRE 2TV, YEE DL ORITH T HERORMEZZ T L Z EICABLET,

To : iR National Health Insurance Association

I (patient who has received treatment). and association member.

authorize National Health Insurance Association and its subcontractors to refer and obtain any
and all factual information related to an overseas medical treatment benefit claim(s) filed or
to be filed including date of the treatment, place, and any treatment records and information

from the medical organization in order to verify by submitting the related application forms.

E L4 Signature

BAT, BIREZTIZRANB T TLIZE W, 0B, ROGEI, BEE (KRADBPRBEDOHE). K
FRAN RADEERERADOEE) . EEBBA CKADBEL L THWDL5EE) B8EA LTSN,

Insured person who has received treatment shall sign one’s signature. However, in the following
case, guardian(insured person is under age), guardian of adult(insured person is adult ward),
heir (insured person is dead) shall sign one’s signature.

« (K44 Signature)

({EFT Address)

(B At Date) Year 4 Month_ HDay  H

(BB & OBIf% Relation to patient)

AN Self + BIHEH Guardian - JEEMHEA Heir - Z Ol Other[ ]

KAREEOADHIRIZEZEL AN 6 » AR T,

k. EROME, EREBECITEDREBEEFSCRER R ELRO DNIZGE. ITEDFRICLEFHEL
FHETES 2L 3BV £,

K TRIBETITOWVTRRALTLLEEN,



