Form A

10.

Attending Physician’ s  Statement

B SR

Name of Patient (Last, First) Age (Date of Birth) Sex ( Male-Female )
BEL i (EFEAR) PR (B - %)

Name of Illness or Injury preferably with Number of International Classification

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

599 40 T OV AR AR I P [ I S R 5 (B2 )

Date of First Diagnosis : D / M /Y / /

WA H /~ A / % / /

Duration of Treatment : days

PR HE H

Type of Treatment

TRIE D434
O Hospitalization :  From / / , to / / (
NI H / / £ / / (
[0Out patient or Home Visit: / / / /
ABEs+ / / / /

Nature and Condition of Illness or Injury (in brief)

i PR oD A B

Prescription, Operation and Any other treatments (in brief)

WT5 . FiT & Do AL E D

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

BRITFEBDEFICLD D TT h, E4N

Itemized Amounts paid to Hospital and or Attending Physician: Form B
TR R B

Name and Address of Attending Physician

days)
H[E)

NolJ
Wz

Y= O 4 Fi & OMERT
Name 4 Hi : Last #f First 4 Title #=
Address fEff : Home HE phone &E&E
Office ¥ [t X 13 32 & FIT phone #FE
Date H 1t : Signature &4

Attending Physician 1 X% [E
Reference Number of your Medical Record (f applicable)

PIRGOE




Form B

Itemized receipt

o oM E

(1) Fee for initial office visit BIEZE $
(2) Fee for follow—up office visit 2k $
(3) Fee for home visit T2k 3
(4) Fee for hospital visit NIRRTy 3
(5) Hospitalization NPt # 3
(6) Consultation PLRE $
(7) Operation T $
(8) X—ray examination X B A 3
(9) Medication R 3¢ $
(10) Anesthetics ViR b
(11) Operating room charge T =EE H 3
(12)  Others(specify) Zoft (HABKRE) 3 $
(13) Total & @k $
Important : Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
OB D E R E R IR R ICE ROV b DIV T T S0,

Name and Address of Attending Physician,”Superintendent of Hospital or Clinic
Y = SU3IF B8 & 0 4 Al M O P

Name . Last First Title

£ il i 4 WE
Address : Home H=E Phone &3
T Office JHPBE X 1L 2T Phone #&Z
Date : Signature

EER) £



