Request to Attending Physician HEZHEADHFAL)

1.please fill in this form so that the patient may claim the health insurance benefit.

C O IFBEDRBFRRDIGMDRBICHETIODT. JPZHSENLET,

&iﬁ A 2.This form should be completed and signed by the attending physician.

COFRIFEHENTZAL, MDOBRLTIIZE,

3.0ne form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
A8, FAR - ARNB(CDE. COFRKNIMIRETT,

Attending Physician's Statement

ZERATHNE
1.Name of Patient(Last,First) Age(Date of birth) Sex(Male - Female)
EBEL Fin(EEARH) . . el _ %8 - &
2.Date of first Diagnosis 3.Days of Diagnosis and Treatment
#ZH . . (= days

4.Name of Illness or Injury preferably with the SinaRORRRRAERRRIRES

number of International Classification of Diseases
for the use of Health Insurance.(Please refer to
the table attached to this form.)

(No. )

SBBDISE
[J Hospitalization ARz

From . . to . . (  days)
=] . . = . . (G =1i55))
[J Outpatient or Home Visit ABz4h

5.Type of Treatment

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

W75, FiTEDMMOINEDEIE
7.Prescription,Operation and any other
Treatments(in brief)

8.Was the treatment required as a result  [S85&E(EBHOEZECLIBIEDTIH,
of an accidental injury? [Yes 0 No

9.1t ized t idto H ital
e e e EERHARS. F7m (BN E (C iAo R EREDOWR : BB (LD

and/or Attending Physician : Fill in Form B

10.Name and Address of Attending Physician BZED&EIRUMEFR

Name Last(#4) First(£) Title(55)
Address Home(BXE) Phone(&E:E)

Office(JRPR £ 1= (FE2EPN) Phone
Date(B1) . . Signature(E4)

Attending Physician(3B%E)

Reference Number of your Medical Record(if applicable) PEEROES




