Form A

10.

. Date of First Diagnosis : D
|

Attending Physiciand s Statement

B2 BT PN = B3 /A F|F

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

s kR UEREREARAERRR I EE S

/ M /Y / V
A /S A /7 % i A

. Duration of Treatment : days

PR A A

. Type of Treatment

RROSE
OHospitalization : From 4 Y , to / / ( days)

N B , = / / ( A )
[JOut patient or Home Visit : /

N2 / / %=

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

FEIR DL E

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

W5, FEDOMONE DEE

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

BRIIEHDEEICLZ DT, = AN AN AT

Itemized Amounts paid to Hospital and/or Attending Physician : Form B
IRER ags

Name and Address of Attending Physician
84 = DA RT R OMERT
Name 4Bl :Last ¥ First 4 Title #F
Address {¥PT :Home B phone FEFE
Office JABEXITHIRET phone FEFH

Date HAT : Signature E4£

Attending Physician X4 E
Reference Number of your Medical Record (if applicable)
PRERDOE R




Form B

Itemized receipt

fH U BA ®E F

(1) Fee for initial office visit Wk $

(2) Fee for follow-up office visit B2E $

(3) Fee for home visit ER2H $

(4) Fee for hospital visit A EHH $

(5) Hospitalization A% $

(6) Consultation PRE $

(7) Operation FirE $

(8) X-ray examination XRRER 3

(9) Medication EFR $

(10) Anesthetics PR $

(11) Operating room charge FirER A $

(12) Others (specify) % D fh (PR B BARD) $ $
(13) Total A&  Ft $

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

T B | R ERERRICERBRRV DDV TT S,

Name and Address of Attending Physician,/Superintendent of Hospital or Clinic
Y EXIIRREEE R DA R OMER

Name
4Rl : Last First Title

g 4 e
Address : Home B Phone 2Bk
E5 Office FRPEXUIIEZHRET Phone FEZE
Date : Signature

A+ E4



REICEAHLLIEESE

Agreement of Authorization

- IRFRBASE B £__H A

« Starting date of medication Year Month Day

- BRRERE (BF)
(HefrbE %)

(fEFT)

(A R) #__A E!

* Insured (Patient)

(Name of the insured)

(Address)

(Date of birth)  Year Month Day

FRERERREERES #HT

B (REZZTZE), L. FAOBEA, X, BERERARE
EOBEDH D VX, EERERERBEENEL (F4ERLETED) LIEFEED, IMNREERHRFS
BIIHLEE RETHAZIToTBE, 5T, FENER) BT L7100, FEFRORMEIZL- T,
REITRZTOIEIIREZITV., S%EP ORI T OFROBH LTI DL LIZRAELET.
Tz, LERHERIIHZD . RAR—FOa v —nBRELRDIFEITIE. AR — 2 EERERKBRE
BICRTFTDLZELHETRELET,

To: National Health Insurance Society

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



24 - HENHR

Signature

ZL - AN, BEERZITEHEBREARAAINMTo - TTFIV, RBEROBEEIT. BHEEL (RANRRE
DEE). REEBRAN (BABRKEREZRADBE). IBEMREN (AANFELE L TWBEE) BEA.
BWEIL TTF &Y,

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.

(K4) F

GD)

(BF) #=_ A A

(BBF L DEER) AN - BEE - EEMBEAN - ZTofh ( )

X ARBEOHDHRIZIEZAAND LERTT,

(Signature)

(Address)

(Date) Year Month Day
(Relation to the insured) : Self - Guardian - Heir « Other

% This agreement of authorization expires six month after the signed date.

7w, BERHIR, EFREENOCITEDREESEERR 2RO OLNZES. FTEOERICVLESEEY
ERE Z LDV ET,

Also, we might ask you to fill out the formatted documents i1f countries or regions, and medical
institutions required submitting their format of agreement of authorizationor authorizationletter.



