=%

CFA#RNo. R 25)

Request to Attending Physician
EIHEADSFAL

1 . Please fill in this form so that the patient may claim the health insurance benefit.
COBFRFIEEVRRRIROISTORACHETIOCT, EAZEMOLET,

2 . This form should be completed and signed by the attending physician.
CORRIFIBBENEE AL MOBRBRUTEN,

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be

filled out. &, FAR - ARNBICOE, COFR IKNMETT,

Attending Physician's Statement
ZE NS HME

Form A
HRTVA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male * Female )
BEHA Fis (EFAR) . . 321

2. Name of Illness or Injury preferably with the number of International Classification of Diseases
for the use of Health Insurance. (Please refer to the table attached to this form. )
BRE RV RRERAERRRDEES
(No. )

3. Date of first Diagnosis
#Z

4. Days of Diagnosis and Treatment
=k days
5. Type of Treatment
SBEOHE
[ Hospitalization =~ From / /
Al B / /

/ / ( days)
( =)

(s

O Outpatient or Home Visit / / . / /
PN / / . / /

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

7. Prescription, Operation and any other Treatments (in brief)

75, FilieothoWBEORIE

8. Was the treatment required as a result of an accidental injury? ———— [ Yes O No
SBEEIBHMOEECLZE0TIN.
9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
BEERRHERE . FBHEISHOERBONER ARTBICLS
10. Name and Address of Attending Physician
HHEDOLATRUERR
Name Last(¥4%) First($) Title(¥15)
Address Home(B ) Phone(EE5E)
Office (JRFEF 12 (IE2EFR) Phone
Date(H1T) . . Signature(F+)

Attending Physician (1B 2EE)
Reference Number of your Medical Record (if applicable)

SRROES

DIAFRAFHEERAIEGAEMARERGTES
(SH8E1A)
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A FBER

2. B NRVERERRAERRRDEES

6 JEARDAEE

7. 875 Filre0fhoAEOHIE

RHE  AUFRHFHAERRIBEAEMRESRGMES
(HH8E1A)





