Form A

10.

Attending Physician’s Statement

2 R AN AFE BH M F

. Name of Patient(Last, First) ~ Age (Date of Birth) Sex
(&4 (FEl (EFEHH)) (HEB]) ( Male - Female )
. Name of Illness or Injury preferably with Number of International Classification of diseases

For the use of National Health Insurance ({57544 K& ONE BAdtHECR[RH [EIBS R 70 Ja% )

. Date of First Diagnosis<#fJJiZ H > : / /
. Duration of Treatment <i2¥#% H# > : days
. Type of Treatment <{&JR D4y ¥H >

OHospitalization < Az > : From / / , to / /
CJOutpatient or Home Visit< ARz4b > : / / / /
/ / / /

. Nature and Condition of Illness or Injury (in brief) <JEIROHEE >

. Prescription, Operation and Any other treatments (in brief) <#LJ5. T % o AL O >

. Was the treatment required as a result of an accidental injury ?  Yes[] Nol[]

<JBRIIFHMDOEEICLD DN > =AY~

. Itemized Amounts paid to Hospital and,”or Attending Physician : Fill in Form B

<IEREHEEE . F TN EICSHA o T ERE OWNER> RABIZLD

Name and Address of Attending Physician <484 [ D4 §ij & OV e DT >
Name (HHY[E4) :

Address ({F77) : Office (ke

Phone (FE7H) : Office (JHPL)

Date (HfI) : Signature (F4) :

Attending Physician({H4[%)
Reference Number of Medical Record (f applicable) (FZ2E#kDE =)



