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1. THIS FORM IS USED FOR CLAIMING THE SOCIAL INSURANCE BENEFIT.
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2. THIS FORM SHOULD BE COMPLETED AND SIGNED BY THE ATTENDING PHYSICIAN.
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3. ONE FORM FOR EACH MONTH,ONE FORM FOR HOSPITALIZATION OUTPATIENT AND HOME VISIT.
HHEE, ABE - ABEAMEIC 2 Ok 1 B BETT,
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HEALTH INSURANCE ASSOCIATION

ATTENDING PHYSICIAN’S STATEMENT & WiZE ~ ITEMIZED RECEIPT
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6. Medical Supplies
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Total Fee
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