TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)

| ERTCRE S #) A

Request to the Attending Physician
Y EA~DBFEN
1. Please fill out this form so that the patient may claim health insurance benefits.
Z ORERITEE ORISR OGS O HPFEICMETT O T, FEHEZ BN L ET,
2. This form should be completed and signed by the attending physician.
CORRRITHYERTA L, 2084 L TLIESNY,
3.  One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.
SR, £ ABSMEICHOE, 2o 1 BT,

Attending Physician’s Statement

Form A -
st A 2R KN A B M B
1. Name of Patient (Last, First) Sex
. PRI Male . Female
Date of Birth (D / M / Y) Medical Record Number 2% 5
EEHAR

2. Name of Illness or Injury, Preferably with the International Classification of Diseases Number
For Health Insurance Purposes. (Please refer to the table attached to this form.)

s M O RECR R E BRR o3 3%& 5 (No. )

3. Date of Initial Visit (D / M / Y)
Wz H

4. No. Days of Visit/Treatment
PERE _ days

5. Type of Treatment
RIRO (D/M/Y)
[OHospitalization From / / to / / ( days)
NI H / / = / / ( H )

[(JOutpatient or Home Visit / / . / /
ABesh / / . / /

6. Nature of Illness or Injury (in brief)

JRAIR O

7. Prescription, Operation and Any Other Treatments (in brief)
7 FhE OO LE DR

8. Was treatment required as a result of accidental injury? ———————— [Yes [1No

BRIIESROEEICLD LD TTN?

9. Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B
RSB, FT IS EIC S - T EREBEONR - X B2k b

ATTENDING PHYSICIAN INFORMATION 8.4 [2 75 i
Medical Institution Name: ([EEHEES44)

Address: ((EFT)

Name of Physician: (124 [E4) Title: (#55)

Signature: (F4) Phone: (F7F)

Date Completed: (1ER%4EH H)
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