Form A
R A AXEHERRKRES

Request to Attending Physician
HUEADHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZORANT, B OREERBE OB OB FBEICMLETTOT, fSEHEBEVLET,

2. This form should be completed and signed by the attending physician.
ZOFRFUTH Y ENRTEAL, MOBLALTFIV,

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

% 18 A ABEAMEIC, 2O LB T,

Attending Physician’s Statement
ZERNBSHMEE

1. Name of patient (Last,First) Age (Date of Birth) Sex (Male * Female)
BEL s (EFEHH) PRI (5 - %)

2. Name of lllness or Injury preferably with Number of International Classification of Diseases for the use of Social
Insurance

(Please refer to the table attached). 554 K OMEEHERRR [ B 505 25 B % 5

3. Date of First Diagnosis : 2 A
4. Days of Diagnosis and Treatment : AR days
5. Type of Treatment 1R D A
[0 Hospitalization : From / / to / / ( days )
A B g - ( A )
[J Outpatient or Home Visit : / / / /
A BE 4k / / / /

6. Nature and Condition of Illness or Injury (in brief)

ERINRL V2

7. Prescription, operation and any other treatments (in brief)

ALT5 . FTZE DD MLiE DO

8. Was the treatment required as a result of an accidental injury ? Yes [ No [
TRRITF RO EIZLDBO T (= AV
9. Itemized amounts paid to Hospital and/or Attending physician : Fill in Form B

ISR, FIT Y EICK ST EREONR HEXBIZLED

10. Name and Address of Attending Physician #H4 EE D4 Fii & OMEFT

Name 447 : Last First 4
o . e
Address £f7 : Home HFE Phone
Office @B ILR2 AT Phone
Date Hf} Signature &4

Attending Physician 824 [E

Reference Number of your Medical Record (if applicable) 2D EH 5



