Please see the backside of this form.

Form A REBRTIESL, Yaizu ':@
Attending Physician’s Statement
ZPEANBEHAZE
1. Name of Patient (Last , First) Age (Date of Birth) Age(D,/ MY ) Sex (Male * Female)
e iy (EEH ) (7 /) Gk

2. Name of Illness or Injury preferably with Number of International Classification of diseases
for the use National Health Insurance (Please refer to the table attached to this form)

B4 K OVE AR O R [ B o Bk 7 (AR IR)

3. Date of First Diagnosis #ZH(H/H/4): D /M /Y / /
4. Duration of Treatment 2 H%(H): days

5. Type of Treatment J5IFD434H

O Hospitalization(A\Fz) : From(H) S S , to(F) S S ( days A &)

O Out patient or Home Visit(ABEsh) : M Y / ( days)

Day(H):123456789101112131415 1617 18 19 20 21 22 23 24 25 26 27 28 29 30 31

6 . Nature and Condition of Illness or Injury (in detail) JEIROHEIL (FEHN)

EN|

. Prescription , Operation and Any other treatments (in detail) L7, FIFE OO ALE OREE (GEHM)

8. Was the treatment required as a result of an accidental injury ? Yes[] Nol[l
BRITFOEGEICL D DT, EVANENAN Y-
9. Itemized Amounts paid to Hospital and/or Attending Physician 6% 3% : Form B #::XB

10. Name and Address of Attending Physician 84 £ D4 §ij e OMEFT

R4 OFHR - 1tk £ e
Name 47 : Last First Title
Address : Home H% phone &
fEFT
Office il 1225 phone ZE&S
Date Hf : Signature &4

Attending Physician 2
Reference Number of your Medical Record (if applicable)
IR DF




@®Form A

Request to Attending Physician
HYEA~DOFBFE

1 Please fill in this form so that the patient may claim the national health insurance benefit.

Z ORI O E REFRR O O HFEICLETTOT, AEAEZ BBV LET,

2 This form should be completed and signed by the attending physician.
ZORAIFHEYENEE, OoBA LTIV,

3 One form for each month and one form for hospitalization/outpatient(home visit) should be filed

out.

BH L B BT LI, COBSSBETT,



