Form A 1. This form is used for claiming the social insurance benefit.
% X A COKRANTHEMRROBHFORFFIHEMN S E T,
2. This form should be completed and signed by the attending physician

CORNFTHEENES, »OBALLTTFIN,
outpatient and

3. One form for each month, one form for hospitalization,” home visit.

HFHE. ABE - ABRAMEISAT 2O 1L ETT,

Attending Physician's Statement

1. Name of patient (Last,First) Age (Date of Birth) S Female)

ex
##% 4 _TARO KENPO 4 (EFAR) __1976.4.1 51 %)

2.  Name of llIness or Injury preferably with Number of International Classification of Diseases for

the use of Social Insurance (See the other side of this form) & U\ 246D EE (No.59)
B kOB AERRERSEE S (Emz i)

3. Date of First Diagnosis Mar 7 , 2020
# % H

4. Days of Diagnosis and Treatment : 4 days
% B

5. Type of Treatment
1B O A

0 Hospitalization : From , 20 to 20 ( days)
A 73 H £} ( H )
P Out patient or Home Visit : Mar 7 , 2020 Mar 10 , 2020
A BE 4 Mar 20 |, 2020 Mar 30 , 2020
6. Nature and Condition of Illness or Injury (in brief)
I Atk oD 1 2
Pl

7. Prescription, operation and any other treatments (in brief)
LT FTE o AL E oo i 2

- BRRRELR F

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

BT ESOBEEICLD HOTT A, T

9. Itemized amounts paid to Hospital and , or Attending physician : Form B
16 W E & A B
10. Name and Address of Attending Physician
124 = 0 4 Al &k O T

Name 4 #i - Last %=  KENPO First 4 IINO
Address {EfT : Home HZE Phone

Office JiBx X X2 #1304 Orchard Road #05-05 Phone +O0O-X X-AAA
Lucky Plaza Singapore 238863

Date H fF Mar 30, 2020 Signature &% Dr. KENPO IINO
Attending Physician #4 [E

Reference Number of your Medical Record (if applicable)

BRI F 1234567




Form B

% A B
(1) Fee for Initial Office Visit
(2) Fee for Follow-up Office Visit
(3) Fee for Home Visit
(4) Fee for Hospital Visit
(5) Hospitalization
(6) Consultation
(7) Operation
(8) Professional Nursing
(9) X-Ray Examinations
(10) Laboratory Tests
(11) Medicines
(12) Surgical Dressing
(13) Anesthetics
(14) Operating Room Charge
(15) The Others (Specify) R
(16) Total

Date

Itemized Receipt
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$ 83.25
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750

Important : Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.

OB ERERER CEZEROLVLOEBRVTTFIN,

P R U3 B 5 & O 4 R R OMERT

Name and Address of Attending physician  Superintendent of Hospital or Clinic

Name . Last KENPO First IINO Title Dr.
Z 2 a8 4
Address : Home H= Phone

£ 7 office Wiz iz g 304 Orchard Road #05-05

Phone TOO-X X-AAA

Mar 30, 2020

Signature

A fF

Lucky Plaza Singapore 238863
Dr. KENPO IINO

& 4





