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RECEIPT (NON-DENTAL) EE 1.

(FEURBAME (—RERA))

Please fill in this form so that the patient may claim the social
insurance benefit. ZORERUTEFE OHARROKEFT O HEF M
ETHOT, iEERBBOLET,

. This form should be completed and signed by the attending physician.
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. One form for each month and one form for hospitalization/outpatient

(home visit) should be filled out. 45 5. AP+ ABESMEITfT, 2
R ME T,

Request to Attending Physician o Separate receipt required for prescriptions.
HHE~ADHFEL CEAIEHERINC LT EA RO L)
Name of Patient(Last,First) (EBE&EA) Age(Date of Birth) (F#i. £FFEHH) Sex(Male*Female)

Name of lliness or Injury (E9:4)

Nature and Condition of lliness or Injury (JiEIRDOHEZE)

Diagnosis and Treatment  (2¥%)

Currency paid

Date of First Diagnosis Days of Diagnoses and Treatment ()
Wiz H) (W EATIRoT2FBE) XOLFIU HE
days
(A )

Description of Treatment or Operation*Anesthesia

(RLE IS JOVFAi « BRER O EE)

X-Ray Examinations & Other, Including Number of Times
(LU NP BERB IO DOMEE H)

X-Ray Examinations (L > M7 )

Other Examinations (ZDOFA)

Medical Prescriptions  (GEHIZLS7)

Hospitalization ~ (A\[5%)

( days)
From To
( H R
The Others  (ZMth)
Name of Hospital or Clinic (J&[5E LI F2 T4 #1) Total (1)

Signature of Doctor (Y [EE4)

Date (HfT)
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5. Trauma to upper fornix of left eye.
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Return for follow up visit.
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