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Request to Attending Physician
HIEE~DHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z DRITEE ORBIRROIRM ORFICSLETTOT, iAEBENLET,

2 . This form should be completed and signed by the attending physician.
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3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
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(1) Fee for Initial Office Visit )| 2z #t 8

(2) Fee for Follow-up Office Visit & 2 £ $

(3) Fee for Home Visit 1= B #t 8

(4) Fee for Hospital Visit A B & B OES$

(5) Hospitalization A 73 %S

(6) Consultation 2 2 %S

(7) Operation F i %S

(8) Professional Nursing BExFEMES

(9) X-Ray Examinations X % ® & &$
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$ prescription of an
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Important : Exclude the amount irrelevant to the treatment. i. e, payment for a luxurious room charge.
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Reference Number of your Medical Record(if applicable)
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