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_ =R 1. Please fill in this form so that the patient may claim the social
REGEIPT (NON DENTAL) insurance benefit. ZORERITERE DOHSIRROIEFT O HE5 IZ LB

(PEURBAME (—RREFR D) TFOT, FEHEBECLET,
2. This form should be completed and signed by the attending physician.

CORRITHLENEFE, 1OBAHLTTEIN,

3. One form for each month and one form for hospitalization/outpatient
(home visit) should be filled out. % H i, ABi+ ABEMEIZST, 20
R BT,

Request to Attending Physician o Separate receipt required for prescriptions.
HHUEADBFEL CEAIBHIBNC AT ER IR OZE)

Name of Iliness or Injury (595 44)

Nature and Condition of Iliness or Injury ~ (JEJROHLZE)

Diagnosis and Treatment (29%) Currency paid
Date of First Diagnosis Days of Diagnoses and Treatment ZHaE)
(WiZhH) IEEATIRST2FE R E)
days
(A )

Description of Treatment or Operation=Anesthesia

(RLE Fs LOVFAR - RO EE)

X-Ray Examinations & Other, Including Number of Times
(LN BRI OZOMEEE )

X-Ray Examinations (L2 h7F U fiAr)

Other Examinations (ZFDOthdOA)

Medical Prescriptions  (EHILJ7)

Hospitalization ~ (AP%)

( days)
From To
( H )
The Others  (ZM1th)
Name of Hospital or Clinic (JiRE X IXi2 T4 #1) Total (3})

Signature of Doctor  (fHY4[EE4)

Date (Hf)




