Form Al Please fill in a form each month. 1 7 H455%2 Z D 1 LTI AL 72 &0,

Attending Physician’ s Statement  (Hospitalization)
Zz K A 5 B M F (A

1. Name of Patient (Last, First)  Age (Date of Birth) Sex (Male : Female)
BEA Fim (EFEHR) PR (55 40)

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

4 R OV A BRI E s R o (G2 R)

3. Dateof First Diagnosis: D / M [/ Y / / /
Wz A H / R | 4 / / /
4 . Duration of Treatment : days
EUEE S H
Hospitalization : From / / /, to / / /( days)
N / / [ 15 / / [ F7T( H )

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

Jpik oA B

6 Prescription , Operation and Any other treatments ( in brief)

WLH5 . TR DA DAL E DR EL

7 . Was the treatment required as a result of an accidental injury ?  Yes [ No [
BRI FKIC LD b 0TI =N NAY4
8. Itemized Amounts paid to Hospital and / or Attending Physician : Form B
e e A B
9. Name and Address of Attending Physician
829 & D44 Fif f OMEFT
Name 45 : Last.: First 4 Title #r75

Address {377 : Home or Office H & X I3J5P%

Phone E:;

Date Hf¥ : Signature &4,

Attending Physician 54 £
Reference Number of your Medical Record (if applicable)
PIRERDF S




Form B *Please fill in a form each month. 1 ¥ B5% -0 1 K TTHBAT SV,

Itemized receipt for hospitalization

® O A\ M F (AR

Month (H) Year (££)

Country (E4) CurrencyGE %)

(1) |Fee for initial office visit (FJZ2#})

(2) |Fee for follow up office visit (Fi2#k})
(3) |Hospitalization (APE%})

(4) |Consultation (2%3%¢)

(5) |Operation (Fffi#e)

(6) |X-ray examination (X#RMAE)

(7) |Medication ([=3£%)

(8) |Anesthetics (kM%)

(9) |Operating room charge (Fffi==%# )
(10) | Others (Please specify the item.) % O fi (3 H #FD)
( )

(11) | Total (& &b

*Important : Exclude the amount irrelevant to the treatment, I-e, extra charge
for a bed
EOE  ERERERRICEERRO RN DI TS E I,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y R ST R O 4 B XK OMERT

Name
£ il :  Last First Title
ok % i
Address : Home or Office
FErT EE R Phone (&zE)
Date : Signature

H At B4



