Form C 1.This form is used for claiming the social insurance benefit.
ZORRNUTFEEARBROFET O B FEITE HSIVE T,
B C 2.This form should be completed and signed by the attending physician.
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3.0ne form for each month, one form for hospitalization/outpatient and home visit.
HHIZ &, ABt AP Z LI Z ORI LB TS,
4.Specify the currency unit used.
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ATTENDING PHYSICIAN’S STATEMENT
Z N xR W O #F(ER D)

1.Patient’s Name ( Surname, Given name ) | 2.Patinet’s Date of Birth 3.Patient’s Sex
B4 R A PRI
0 Male % [0 Female #%
4 Name of lllness or Injury Preferably with Number of 5.Nature and Condition of Illness or Injury ( in brief )
International Classification of Diseases SEIR O ZE
(refer to the attached)
B4 Je O R [ A E BRI 0 J8 5 5 (FHE S IR)
(No. )
6.Type of treatment [JHospitalization = AB# give hospitalization days APBEIEDIGE D B %K days HIH
TR D5 FE From To
‘M: ‘D: ‘Y: ‘ ‘M: ‘D: ‘Y: ‘
[JOut Patient or Home Visit ABis+ Days Required for Diagnosis and Treatment 229& H%&  days HFH
From e}
IM: D: lY: \ IM: D: Y: |
7.Was the treatment required as a result of A. patient’s employment B. an auto accident C. other accidents
IRIEILHEBOEEIZEDH DT, ES AL FOMOHEL
[ Yes ] No [J Yes ] No ] Yes ] No
. . 4 " 9.Prescription, operation and any other treatments
. FEIY B E TRRE . ) P
8.Itemized Receipt RN B A Fee (&% Cinbrief)  MJ7. FHiZOMOME DS
(1) Initial Office Visit 2k
(2) Follow—Up Office Visit B2k
(3) Home Visit T2
(4) Hospital Visit PN
(5) Hospitalization NS
(6) Consultant i3
(7) Injection , Drip S - AR
(8) Medicines = 4R}
(9) Treatment JLIE B
(10) Operation Tk
(11) Anaethetics R
(12)Laboratory Tests R RAE
(13) X-Ray Examinations XA
(14) Others ( Specify ) ZOfh (it k)
(15) Tax Bide
Total &t
Important : Exclude the amount irrelevant to the treatment,e.g.payment for luxurious room charge.
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Name of Attending Physician Signature
%= ffi D44 il B4

Name and Address of Hospital or Clinic
2 SR B D44 B B ONEITAE it

Date
H A




