Form A

Attending Physician’s Statement

EERAEHEAR

1. Name of Patient (Last , First) Age (Date of Birth) Sex(Male - Female)
BES iy (EEAR) PR (5 - %0)

2. 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)

155994 e OV A R ORI T [l B 0 o J 3

3. Date of First Diagnosis: D /' M /Y S/
LR A /A%
4 . Duration of Treatment : days
ELUEE H
5. Type of Treatment
EURPE e
OHospitalization : From / / , to / / ( days)
N H , B ( ERF))
JOut patient or Home Visit : / / / /
N / / / /
6. Nature and Condition of Illness or Injury (in brief)
JiE R O

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

BRI FHDEFEICL D O TT ELANENANAY-4
9. Itemized Amounts paid to Hospital and/or Attending Physician : Form B
HEp S B
10. Name and Address of Attending Physician
524 = D4 Fil K OME P
Name  4Ai :Last First 4 Title Fr%
Address fEFT : Home B phone &k
Office Jlx X IF72HEPT phone il
Date Hf} : Signature &4

Attending Physician H34[E
Reference Number of your Medical Record Gf applicable)
PREROE




