Form A

10,

Attending Physician’s Statement

2 WO OF B OM &

Name of Patient (Last, First) Age (Date of Birth) Sex (Male:Female)
BEH Fp(EERE)___ MH(E-&)

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)
54 K OB R R OR B P IR R 2 $ % 5 (R 2 R)

Date of First Diagnosis: D / M / XY / /
#IZH H A / % / Dl
Duration of Treatment: days
R H
Type of Treatment
EED S
(] Hospitalization :  From / / , to Z & ( days)
NG E] o / E / Vi ( IR
[(JOut patient or Home Visit: Tl / 7 /
ABEst i / 2 b

Nature and Condition of Illness or Injury (in brief)

FER O E

Prescription, Operation and Any other treatments (in brief)

T FZ OOLE DIRE

Was the treatment required as a result of an accidental injury ? Yes[] No[]

BRIIERDOEFILZEDTT 2, =R AT
Itemized Amounts paid to Hospital and/or Attending Physician : Form B
BRER B
Name and 'Address of Attending Physician
SR D £ | K OMERT

Name %87  : Last # First & Title #5 5

Address {¥F7 : Home BT phone®Eif

Officelfe X 1372 5 phone®E i
Date Hfs}: _ Signature &4

. Attending PhysicianfH 24
Reference Number of your Medical Record (if applicable)
IR DER S




Form B

ltemized receipt

N o &

(1) Fee for initial office visit LR R 3
(2) Fee for follow-up office visit Bk $
(3) Fee for home visit F2H $
(4) Fee for hospital visit AR5 B $
(5) Hospitalization NG $
(6) Consultation BRE 3
(7) Operation FiE 3
(8) X-ray examination X aE 3
(9) Medication EIHE 3
(10) Anesthetics IR R 3
(11) Operating room charge FiiEEH 3
(12) Others (speciy) ZOf (BEME) 8 $
(13) Total & it 3

Important : Exclude the amount irrelevant to the treatmentl-eextra charge for a bed.
F R BREHEEERICEERROROEDERO TN,

Name and Address of Attending Physician,Superintendent of Hospital or Clinic
FH 24 BR SRt S5 R D 44 il B UM

Name
e ke First Title

% % weE
Address : Home H= Phone E:iE
ey Office JARE XIZF2ERAT Phone &%
Date i Signature
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