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Form A

10.

Attending Physician’s Statement

2 WA W M &

Name of Patient (Last, First) Age (Date of Birth) Sex (Male-Femalé)
BEL FEfEFEAR)  __  HER(B-&)

Name of lllness or Injury preferably with Number of International Classification of
diseases for the use National Health Insurance (See the other side of this form)

B R UERERERR HEFR 2 EE S (HaSiR)

Date of First Diagnosis: D / M / XY
LIEZ H / H / #

/ /
/ /

Duration of Treatment: days
BImEN | :

Type of Treatment
HRFEOSE
[] Hospitalization : From 7 7 , to /
N B / / E) 7
(] Out patient or Home Visit: / /
A5t / /

days)
HI&)

NN N
NN~ o~

Nature and Condition of Illness or Injury (in brief)
REIR OB

Prescription, Operation and Any other treatments (in brief)
A FfiZ OO ANE DR E

Was the treatment required as a result of an accidental injury ? Yes[J Nol[
BEHIHER OB EFICEL2ED T2, By g

Itemized Amounts paid to Hospital andor Attending Physician : Form B

EREE B
Name and Address of Attending Physician
Y EOL R R UERT
Name %8  : Last#f First £ Title #5
Address ¥ : Home B phoneZEid
OfficefiFr X i35S FepT ‘ phoneEiE
Date Bfs}: Signature &£

Attending PhysiciandH24[%
Reference Number of your Medical Record (if applicable)
BRGEOE S




Form B

[temized receipt

BN M &

(1) Fee for initial office visit I g $
(2) Fee for follow-up office visit el $
(3) Fee for home visit sk $
(4) Fee for hospital visit AR $
(5) Hospitalization PN 3
(6) Consultation R $
(7) Operation FiiE $
(8) X-ray examination XEE $
{9) Medication B $
(10) Anesthetics FREVE $
(11) Operating room charge FhiEEHR $
(12) Others(specify) Z DAl (EHBHED) $ $
(13) Total & G $

Important : Exclude the amount irrelevant- to the treatmentl-eextra charge for a bed.

T R SENSHRCEKEROZOEORENTT XN,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
B EGIRFER B RO E] B OMER

Name
B © Last First Title

i £ e
Address : Home HZE Phone ik
Frr Office ¥kt X IZF5H AT Phone ®E&&
Date : Signature

A e
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