To The Gibraltar Health Insurance Association
CISNABRRIEMEE 1T

Form A

) R A

1. This form is used for claiming the social insurance benefit.
COBRKXEIHERROBTORBIERAINET
2. This form should be completed and signed by the attending physician

COHFKIFBLEAEE. HDOELZLTFSL

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

ERE. AR- ARNBITH OB MARETYT

Attending Physician’s Statement
PTEREANETEHHEE

(if applicable)

1. Name of patient (Last,First) BEA
Age (Date of Birth) F5 (KFEARB) ( )
Sex (Male*Female) %3l (5-%&)
2. Name of Iliness (R
3. Date of First Diagnosis #iZ2H
4 Days of Diagnosis and Treatment EF 4=k days
5. Type of Treatment BEODTE
O Hospitalization :From ,to Al 8.Z( BR) s
( days) ( days)
O Out patient or Home Visit A5t
6. Nature and Condition of lliness or Injury SER D E
(in brief)
1. Prescription,operation A, FilrEni
and any other treatments (in brief) D NEDHE
8. Was the treatment required BREIFEHDEE Yes O No O
as a result of an accidental injury ? IS&H30TT (= A - Ly Ly R
9. Itemized amounts paid to Hospital and BEEE
/ or Attending Physician:
10. | Name and Address of Attending Physician *Ej=u| EDRAT RV
Name, Last , First fERT
Home: Address, Phone B=E: {¥rE:
( )
Office : Phone, Phone Ak X ER
( )
Date B ft
Attending Physician :Signature HLE-EH
Reference Number of your Medical Record | E2E D HE S
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To The Gibraltar Health Insurance Association

CIINSRERIRMEE 17

Form B
# X B

1. This form is used for claiming the social insurance benefit.
COKRAFHERE O HFO R EICHERE L F T,

2. This form should be completed and signed by either the attending physician or the superintendent of a hospital.” clinic
COBRAXFTEIENESZS N DEZLTF S L,

3. One form for each month, One form for hospitalization.” outpatient and me visit.

£RB. AlR- AR BIH O KA A BETT

Itemized Receipt

RN R
(1) | Fee for Initial Office Visit 2 %
(2) | Fee for Follow-up Office Visit B2 #H
(3) | Fee for Home Visit * 2 H
(4) | Fee for Hospital Visit Al & B #
(5) | Hospitalization AR &
(6) | Consultation T EEHE
(7) | Operation F T E
(8) | Professional Nursing BExEEME
(9) | X-Ray Examinations XEEBREE
(10) | Laboratory Tests HFRAEE
(11) | Medicines E X &
(12) | Surgical Dressing a2 s &
(13) | Anesthetics W B A
(14) | Operating Room Charge FMMEZEH
(15) | The Others (Specify) Z D i ( $FEiEEI\E)
(16) | Total a &t

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

IR EREMFLARICEEBROGVLLDERVDTTSL,

Name and Address of Attending | HLEEXI(IHEREH
physician ./ ROAZFIRVERT
Superintendent of Hospital or Clinic

Name : Last First Title Za1 R
Home : Address, Phone BE {¥.&5

Office : Address, Phone

Jombe X P, B EE

Date :

B

Signature;

£ 4

fi2- 142(2022.4)




MEAMRE B SRR HREICHE O A ISR D [AEE

T TN ARG E DS, AVEEE G HEEERICH D HE EEBITAEIToT- B, 55T,
BEENE) ZHRT 0, EEITAZIToT-&ICREZITV., YA D REITHT D RO
BT AHZLICRELE T,

- JERAR IR A A H ~ A A H
@ EEZ T T-EDELM
BA4H s H H
i 2 — i 5 —

REEZITEORSL (BHE)

R B E L D e W N . R Goem )
GH4T 21 EOTHA TS 281

fF BT :

st o A H : F A H

Q@RI E B (REZZ T =B DR E OSA XA A])
EBA4A s A H

PefrbRAE K4

£ BT :

£ H B F A H

KAREEDOHEDHIRITEZEARND 6 » HRITT,
LIk
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