Form A

10.

Attending Physiciad s Statement

B2 B PN = BA M &F

. Name of Patient (Last , First) Age (Date of Birth) Sex (Male * Female)

BEA Fi (EFAR) R (5B - &)

. 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)

B R UE RO A ERRRR S 5

. Date of First Diagnosis ! D / M /Y a S
IERE! H / A / # / /
. Duration of Treatment : days
2k H
. Type of Treatment
TR D4
ClHospitalization : From w7 A , to / P { days)
N H / Vd =2 i ¥ ( H )
[(JOut patient or Home Visit ya il A /
Azt Z Z Z = 7

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

FER O E

. Prescription , Operation and Any other treatments (in brief)
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. Was the treatment required as a result of an accidental injury ? Yes(J Nol[l

ERIIBEROBEEICL 200 TTh, vy iz
. Itemized Amounts paid to Hospital and/or Attending Physician '@ Form B

IEREER =B

Name and Address of Attending Physician

8 E 04 B R OMERT
Name %87 :Last M First % Title #-E
Address {EFF : Home HE phone EEE

Office JFPEXiLEIRIT phone FEFE

Date Hff @ Signature B4

Attending Physician $84[E
Reference Number of your Medical Record (if applicable)
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Form B

itemized recelpt

6 U2 BA #H 5

(1) Fee for initial office visit 2B $
(2) Fee for follow-up office visit Bk $ _
(3) Fee for home visit Tk $
(4) Fee for hospital visit PN Ssg: v $

(5) Hospitalization N $

(6) Consultation DER $
(7) Operation FHlirel $

(8) X-ray examination XREE $

(9) Medication [F- -4 $

(10) Anesthetics RERE $
(11) Operating room charge Fir=% H $

(12) Others (specify) % Ot (R E BARD) $ $
(13) Total & &t $

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.
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Name and Address of Attending Physician, Superintendent of Hospital or Clinic
HYE AR SR OA /IR MERT

Name

£ HI ¢ Last First B Title - o
% 4 wE

Address : Home BE Phone EFE

ERT Office JAMERIIFZHET Phone TEEE

Date : Signature
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