Request to Attending Physician (3B 4 E~DFHHFELY)
1. This form must be certified for the patient to apply for health insurance benefits.
COHRKITIBEORERIROWBTOBRBICVHELZOT, SIBAZHELLET,
2. This form should be completed and signed by the attending physician.
COHRITIEHENTEAL, HhDBRALTIESLY,
3. One copy of this form is required for each month and for each inpatient and outpatient visit.

EAE. FEAR- ARSN (R BIZDE, COBRKTBNBETT,

Form A Attending Physician's Statement

BX A PR ANEBHRNEE

1. Name of patient (Last, First) Date of birth Gender (Male:Female)
BEA £4AH . . “a (5B - %)

2. Name of injury or illness and International Classification of Diseases number for National Health

Insurance #HBRERVEREERERRAERKRNEES

(No. )
3. Date of first diagnosis . DIM/Y / /
D= . B/RIE / /
4. Duration of treatment : days 4=k : =
5. Type of treatment AN %8
O Hospitalization :_From / / to / / ( days)
Ab = / / = / / ( A )
O Outpatient or Home Visit / / . / /
ARzt (513%) / / / /

6. Nature and condition of illness or injury (in brief) fEIKRDEEE

7. Prescription, operation and any other treatments (in brief) 75, FHZDMDLEDHEE

8. Was the treatment required as a result of an accidental injury ? _Yes[d No[J

BERIIEROEZFICLSLDTTH, Ly L\WWZ
9. Breakdown of actual treatment costs paid to the medical facility or attending physician

List in Form B

EEME. FEEIEIIKILSAEEEDAR = BIZERE
10. Name and address of attending physician
BEEEDQZFRMER
Name (£ Hl) : Last (8%) First(£) Title (¥55)
Address (f£ff) :Office Phone
(AR (FE2HEAR) (EEE)
Date Bt / / Signature(E4£)

Attending Physician($8 %4[X)

Reference number of your medical record (if applicable) ZEiLExNDES




