Form A

Attending Physician’s Statement

PERNAEHMEE

1. Name of Patient (Last , First) Age (Date of Birth) Sex(Male - Female)
BEL il (BAFHR) PRI (5 - o)

2. Name of Illness or Injury preferably with Number of International Classification of

diseases for the use National Health Insurance (See the other side of this form)

155974 B V] AR RRE ORI [T B9 0 5

3. Date of First Diagnosis: D /' M /Y S/
W72 H H A /%
4 . Duration of Treatment : days
AR S H
5. Type of Treatment
1B D5 HA
OHospitalization : From / / , to J/ / ( days)
NG H , £ ( H 1)
OOut patient or Home Visit : / / / /
N2 / / / /
6 . Nature and Condition of Illness or Injury (in brief)
JiE PR DL

7. Prescription , Operation and Any other treatments (in brief)

TG, FAlZ Ot o> AL E O 2

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

FRIFFEHOEEICL 2 D TT D, EOANRAIAY-d
9. Itemized Amounts paid to Hospital and/or Attending Physician : Form B
TR EE B
10. Name and Address of Attending Physician
Y E O A FIT K OMERT
Name 4 : Last First 4 Title #7
Address fEfT : Home HE phone EiE
Office AP XILR2HPT phone #EiE
Date HfJ : Signature &4

Attending Physician H4[E
Reference Number of your Medical Record Gf applicable)
PIRGEDOF




Form B

Itemized receipt

w0 B A E

(1) Fee for initial office visit Wz E

(2) Fee for follow-up office visit B2

(3) Fee for home visit TEZk

(4) Fee for hospital visit B Bk
(5) Hospitalization NG ¢

(6) Consultation PE

(7) Operation FiTE

(8) X-ray examination X iy
(9) Medication [ HE

(10) Anesthetics JRIEY

(11) Operating room charge Fifr=E
(12) Others (specify) Z O E B BFD)
(13) Total A &
(14)Currency unit W HAL

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.
B mRERERRICEZERR RO S DRV T FSI W,

Name and Address of Attending Physician,~ Superintendent of Hospital or Clinic
FHY = SRR 55 & D44 Bl O

Name

47 Last First Title
45 4 e

Address : Home HE Phone #&:f

FFT Office TP X IX2HEPT Phone #E:&f

Date : Signature

H AT Ehh



