Form A
Attending Physician’s Statement

PRATHES
lElgne of Patient(Z®B &%)
Age (Date of Birth) (4% A H)
Sex(1E31) Male - Female

[2]
Name of Iliness or Injury preferably with Number of International Classification of diseases
for the use of National Health Insurance (See other side of this form)

A sickness and wound name ({5554 )

Number of Number of International Classification of diseases

for the use of National Health Insurance {E R{EEREAERERKRSEES)

(3]
Type of TreatmentGAEND N EE) Hospitalization (ABgZ) * Out patient or Home visit (4} 3)
Duration of Treatment{i2E H ) (££A) Month: Year:

(B#)  Duration: days
Date(Mark the day when a patient visited your medical institution.) (Z#H)

1234567891011 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

[4]
Nature and Condition of lliness or Injury (in brief) (E4XDEE)

(5]
Prescription,operation and any other treatments (in brief){fL5 . FHZDMOLEDHE)

\E\Zuls the treatment required as a result of an accidental injury ? GERIIEHRDEEICKIEDTIN?)
Yes : No

(7]

Amounts paid to Hospital (;AEEZE%) J¢Please fill in Form B with the details.

(8]

Name and Address of Attending Physician (384 ED & RIH KU

Name (&I

Name of medical institution {EEFR#EE 4 )

Address of of medical institution { EEfEH#RI{E AT

Date (B {i) Signature (E4)

Reference numbere of your Medical Record (if applicable){ZZE N HES)
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