Form

(&}

10.

A
Atiending Physician’s Statement
EIAY s
2 WO A Bl &
Name of Patient (Last, First) Age (Date of Birth) Sex (Male - Female)
BEA Ffp (EFAR) __ RIE-&)
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)

{597 4 M O B R (b F EIRR P 70 J 5 (2 H)

Date of First Diagnosis: D / M /XY ra
YIizH H /~ A / % v

/
/

Duration of Treatment: days

AL IEHEL H

Type of Treatment
RIEOSE
[ ] Hospitalization : From yd # , to
N =i v vl ES)
[10ut patient or Home Visit: p il >
AbEst / 'd

NN N

Nature and Condition of Illness or Injury (in brief)

TEARDIEE

Prescription, Operation and Any other treatments (in brief)
W5 F il OO LED T

Was the treatment required as a result of an accidental injury ? Yes[] No[]
BRI HROEFICLZEDTT 2, 3 g

Itemized Amounts paid to Hospital and/or Attending Physician : Form B
BRI B

Name and Address of Aftending Physician
Y [ED LT J O

Name %Hi ! Last#f First £ Title 75
Address {¥7r : Home B phone®E &

Officeflit X3S T phonefE 7
Date Hfi: Signature E %

Attending Physician{d ¥%[%E
Reference Number of your Medical Record @f applicable)

=

IR DT




