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RECEIPT (NON-DENTAL) TR

(FEURBAME (—HRERA))

Request to Attending Physician

1.

Please fill in this form so that the patient may claim the social
insurance benefit.  ZORERUTEE OSBRI OB EE IS
BECTOT, iEHZBEWLET,

. This form should be completed and signed by the attending physician.

ZOMRIFHYERES, OB L TSN,

. One form for each month and one form for hospitalization/outpatient

(home visit) should be filled out. % H 5. ARt AfEsh @24, 2o
B BT,

Separate receipt required for prescriptions.

IHUEADHFEL CERAEHIBN I FEEZRIT O L)
Name of Patient(Last,First) (EB&HR) Age(Date of Birth) (FE#r. £EHAR) Sex (Male*Female)

Name of lliness or Injury (559%4)

Nature and Condition of lliness or Injury (EJROAEEL)

Diagnosis and Treatment  (2J%)

Currency paid

Date of First Diagnosis Days of Diagnoses and Treatment B
#za) PIREAT -T2 R A XOQLFEU A
days
(B [#)

Description of Treatment or Operation*Anesthesia

(AL 36 J Ol - RER O

X-Ray Examinations & Other, Including Number of Times

(LU MR EBLOFOMEEE H)

X-Ray Examinations (L2 ~7F U fAr)

Other Examinations (ZDLOMH)

Medical Prescriptions AL S)

Hospitalization ~ (APi)

( days)
From To
( H )
The Others  (ZF N1,
Name of Hospital or Clinic  (J55 /58 XX 244 FR) Total ()

Signature of Doctor  (fHY4[EE4)

Date (Hf})
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(H) % EENCBIR A FEICRAL T RS,

5. Trauma to upper fornix of left eye.

FE B Lo sME

Return for follow up visit.

BREDTOHERTDIIL,

B T

AR K4




