Form A

. *kPlease fill in this form so that the patient may claim the health insurance benefit.
L CORRIREFEORBRROMBIT O HEFICKLETTOT, Az RO LES,

. *This form should be completed and signed by the attending physician.

| ZORRRITH Y ENRTAL, OFA L TTESN,

Attending Physician’s Statement
2 BN A UM E

1. Name of Patient (Last,First) Age (Date of Birth) Sex (Male « Female)
BEL FEE(EFEAR) . HER(B k)

2. Name of Illness or Injury preferably with Number of International Classification of diseases for the
use National Health Insurance (See the separate document)

{5912 35 3 O R B HEHB R [EI R 0 8 5B (RIS TR

3. Date of First Diagnosis #JizH : D(H) /M(H) /Y (#F) / /
4. Duration of Treatment 23 H#L : days(H)
5. Type of Treatment BRD5¥E
OHospitalization A% : From H / / ,to & / / ( days (HT))
(JOut Patient or Home Visit ABisf : / / / /
/ / / /

6. Nature and Condition of Illness or Injury (in details) JEIROEEE (TX2771F2EMI0)

7. Prescription, Operation and Any other treatments (in details) #LJ7, 7% OO LULE O FE
(TXBEFEERND)

8. Was the treatment required as a result of an accidental injury? Yes [0 No [
IRIRITFEROEGEIZLDLDO T, EVANERAAY-¢
9. Itemized Amounts paid to Hospital and,or Attending Physician /&% %E% :Form B #XB

10. Name and Address of Medical Institution and Attending Physician [E#HEES - 524 = D4 Bif - (E AT
Name of Medical Institution [E R4 -

Address of Medical Institution [ZE#EHEES DT

Phone &E&&
Name of Attending Physician #fH4E4, :
Last & First £ Title ¥ 5
Home Address of Attending Physician 84 E H=ZEDOFEHT:
Phone &z

Date Hf': Signature 24

Attending Physician fH34[E
Reference Number of your Medical Record (if applicable)






