Form A
A
Request to Attending Physician
HYE~DBREN
»This form is used for claiming the social insurance benefit.
(Z OFERIHERBEOKB A ORFEIC L L) ShET, )
»This form should be completed and signed by the attending physician.
(ZOFRITHLEREFEE, »OBLLTFIW, )
»One form for each month, one form for hospitalization / outpatient and home visit.
(FA ., APt ABSSMEICOE, Z O 1S HETT, )
> Separate receipt required for prescriptions CGEMEHIBIIR, M GFEEZRMNDZ L)

Attending Physician’s Statement
ZHRERANEBHMEE)

1. Name of patient (Last ,First) Age (Date of Birth) Sex (Male * Female)
BEA (A RH) / / MR B - &)

2. Name of Illness or Injury preferable with Number of International Classification of Diseases for the use of
Social Insurance (Please refer to the table attached to this form)

15540 e Ot ORI 2R 5 A E B9 0 & 5 No
3. Date of First Diagnosis : / /
Wiz H
4. Days of Diagnosis and Treatment : days
P2 A
5. Type of Treatment
1B D47 HA
[] Hospitalization: From / / to / / ( days)
A 73 H Es) H ]
[] Outpatient or Home Visit: / / / /
A BE 4k / / / /

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

JEAR DA B

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

W7, T £ OMOILEDHEE

8. Was the treatment required as a result of an accidental injury? Yes [] No [
BRITFROEEICL Db DTN (E4A ALAY-

9. Itemized amounts paid to Hospital and ,or Attending Physician : Fill in Form B
EHAEBE, F T Y EICS L S T EREONR - #kXNBIZ L5

10. Name and Address of Attending Physician

Y E D K4 f OERT
N ame Last®f) First (4)
Address Home (H %) Phone (F7%)
Office (Fl5E S IZF2HEAT) Phone (7#35)
Date (Hff) / / Signature (£4)

Attending Physician (#14[%)
Reference Number of your Medical Record (if applicable)

BRBROE




