1, This form is used for claiming the health insurance benefit.
Form A CORRFRERROGHORE CEASNET.
2, This form should be completed and signed by the attending physician.
COBRKITEIBENEE, M DOBLLTTILY,

3, One form for each month, one form for hospitalization/outpatient and home visit.

ZRE. Al ARSNEBIZ, COBRKXASATRBETT,

Attending Physician's Statement
PEANSHESE

1, Name of patient (Last, First) Sex (3 Age (&%) Date of Birth (4#£8R)

(BER)
Male - Female /

(B (&) Month Day

Year

2, Name of lliness or Injury preferably with Number of International Classification of Diseases for the use

of National Health Insurance (See the Form D) (§#&RUVERERERAERERSEES (FomDSE))
No.

3, Date of First Diagnosis
#za) / /
Month Day Year

4, No. Days of Visit / Treatment
€3=E0) Days

5, Type of Treatment GCREOHH)
D Hospitalization (A[®)

From / / ,  to / / Days
Month Day Year Month Day Year
D Out patient or Home Visit (Afz4})
From / / , to / / Days
Month Day Year Month Day Year

6, Nature and Condition of Iliness or Injury (in brief) GEROHBME)

7, Prescription, Operation and Any other treatments (in brief) (u5 F#HzoHtONEDOBE)

8, Was the treatment required as a result of an accidental injury ?
CAEIEEHDIGEICEHLDTTA?) [] Yes

|:|No

9, Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B

(Rhe/ EREICKIONSEREDHAR : Form BIZTRRALESLY, )

ATTENDING PHYSICIAN INFORMATION (B4 E154R4E)
Medical Institution Name (E&E#E4%)

Address ({XFF) Phone (ZEES)

Name of Physician (BXEK®R) Title %)

Medical Record Number (EZ#&$%ES) Date (GEAH) Sighature (E4£)
/ /

X Attending Physician (B4[%)



