Form A

Request to Attending Physician (FH4E~DRFE)
1. Please fill in this form so that the patient may claim the national health
insurance benefit
Z ORI TR O[FE BAGFERBROAG T OHEEICHELTT O T, FEAZ BV LE T,
2. This form should be completed and signed by the attending physician
ZORRRITHYENEE, 2OBAHLTEIVY,

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

should be filled out. R, ABt -« ABRMEIC o, Z ORI TT, .

10.

Attending Physician’s  Statement
zoE N x B F

Name of Patient (Last, First) Age (Date of Birth) Sex (Male*Female)

B Fn (EFAR) PRI (5 - %0

Name of Illness or Injury preferably with Number of International Classification
of diseases for the wuse of National Health Insurance (Please refer to the table attached
to this form)

R4 e OVE RAERECR R E B 7 487 5 (RIS )

(NO. )
Date of First Diagnosis : D / M /Y / /
Wz H H ~ A / #
Duration of Treatment : days
PR H
Type of Treatment
TBED
OHospitalization :  From / / , to / / ( days)
NG B = ( H )
OOut patient or Home Visit : / / / /
ABEst

Nature and Condition of Illness or Injury (in detail)

SEROBZEGEL <L T EEn)
Prescription, Operation and Any other treatments (in detail)
W7, FAfiEOMOLEOME GELIEHL T ZIW)
Was the treatment required as a result of an accidental injury? [Yes [INo

BIFITFGOEEIZLDZHLOTT ), [ AAY-4

Itemized Amounts paid to Hospital andor Attending Physician: form B

IR EE BXBIZXD
Name and Address of Attending Physician
Y E D4 Hi M OMERT
Name# fij : Lastit First4 Title #&
AddressfEFT  : HomeHE phonefE &k
Officeim i I T phoneE:
Date H £ : SignatureZ4

Attending Physicianf 4 [E
Reference Number of your Medical Record Gf applicable)
B DOE S




