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Form A
B A
1. This from is used for claiming the social insurance benefit.
(Z ORI ERROIGT OB S ET)
2. One form for each month, one form for hospitalization outpatient andhome visit.
(BAEE, ABE -« ABSBMEAT Z O B ET7,)
Attending Physician’ s Statement
2 N N B
1. Name of patient (Last, First) Age (Date of birth) Sex (Male * Female)
& & 4) () (A4FEHR) M) B - &)
2. Name of Illness (& ¥/ 4)
3. Date of First Diagnosis: () 2 H) , 20
4. Days of Diagnosis and Treatment: G2 # H %0 days
5. Type of Treatment (JBHEDSFE)
[(Hospitalization : (A [5%) From , 20 to , 20 ( days)
[(JOut patient or Home Visit: (N PBi b , 20 , 20 ( days)
, 20 , 20 Gt H)
6. Nature and Condition of Illness or Injury (in brief) (BRI
7. Prescription, operation and any other treatments (in brief) ()5, FrE OOAGE OREER)
8. Was the treatment required as a result of an accidental Injury? Yes[] Nol]
(RRITFMDOEEC LD HDOTTDY,)
9. TItemized amounts paid to Hospital and, or Attending Physician :Fill in Form B
(BRI . HaBITL D)
10. Name and Address of Attending physician/Superintendent of Hospital or Clinic
(FES U IR s R DA BRI O
Name : Last First Title
(&Hi) (k) (%)
Address : Home (H=) Phone
(fEFT)
Office (PFbE3ITRBHN) Phone
Date Signature

() (B4)
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