Form A

10.

Attending Physiclar s Statement

B2 B¢ P 5 B A W

. Name of Patient (Last , First) Age (Date of Birth) Sex (Male * Female)

BEA o Fi (EFAR) _ o R (B

. 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)

BRA R OCERBRERAERERTRES

. Date of First Diagnosis : D / M/ ¥ / /
EIERS B /A /F / /
. Duration of Treatment : days
ZREE I -
. Type of Treatment
BRDI]A
OHospitalization : From / , to / / ( days)
ABt ] A A E__ /L Wy ( A &)
[(JOut patient or Home Visit : / / S /
ABest / A S oS

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

FEROPEE

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

W, FHFEOMOLEDOHE

. Was the treatment required as a result of an accidental injury ? YesO No[J

BRIIFEDOEEIZLDZLDTTA, FUMEANAY-S
. Itemized Amounts paid to Hospital and/or Attending Physician : Form B

BRER #AB

Name and Address of Attending Physician

BYEOARERER
Name 4B :Last ¥ First 4  Title ®HE
Address {¥FF : Home BHE phone &

Office fMBEXIZZHAT phone 3%

Date At : ____ Signature B4

Attending Physician H¥4E
Reference Number of your Medical Record (if applicable)
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Form B

Itemized recelpt

8 U2 B3 M &

(1) Fee for initial office visit e L S
(2) Fee for follow-up office visit Bk I
(3) Fee for home visit T2k $
(4) Fee for hospital visit ABrE s $ _
(5) Hospitalization N2 ¢ $

(6) Consultation ZER $

(7) Operation FHR $ ~
(8) X-ray examination XBRRER $ o
(9) Medication EXER $

(10) Anesthetics FRERR $
(11) Operating room charge FHEEA $

(12) Others (specify) Zonfth (BB BHE) $ $
(13} Total & #t $

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.

fa ¥ . BRERERRICERBE2V LDV TT S,

Name and Address of Attending Physician,/'Superintendent of Hospital or Clinic
Y EULRRESE DL R MER

Name
£ ui Last First Title

35 4 w5
Address : Home BZE o Phone M3%
=i Office WP LILREHPT Phone #Ei%
Date S Signature —
A+ E4
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Agreement of Authorization
RERED
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« Starting date of medication Year Month ~ Day
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- Insured (Patient)
(Name of the insured)
(Address)
(Date of birth)  Year Month_ Day_

- WS E (BE)  Insured (Patient)
(BARKS # 4%  Name of the insured)
({¥ht Address)
(4 HH# Date of birth) E H H
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F7. FREERICHID . RAR— O C—RNRERED, SRR b E R R
RHESIERRTHZELHETRIELE T,

To: National Health Insurance Society
I (patient who has received treatment), and society member,

authorize National Health Insurance Society or its staff, and

National Health Insurance Society’s subcontractors (including sub-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.

Also, I agree to submit a photocopy of my passport to National Health Insurance Society
in order to confirm the information written above.
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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.
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Signature
(Signature)
(Address)

(Date) Year Month Day



(Relation to the insured) : Sef -Guardian -  Heir « Other
¥ This agreement of authorization expires twelve month after the signed date.
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Also, we might ask you to fill out the formatted documents if countries or regions. and
medical institutions required submitting their format of agreement of authorization or
authorization letter.
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