Form A (KkxL A)
Request to Attending Physician $#HY4E~DIBFE
1. Please fill in this form so that the patient may claim the National Health Insurance benefit.
ZOMMIZ, BEOERMEERROFATHFEICHLETTOT, A BV LET,
2. This form should be completed and signed by the attending physician.
ZOMMRIT, Y EAAEE 2 OBALTIESN,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.

ZOMMIL, A HZE A, ABEAZ S BT,

Attending Physican’s Statement ZENZAEBME

1. Name of Patient (Last, First) Age (Date of Birth) Sex (Male*Female)
BE4 s (ZE4EH H) MR (5 - 12)

2. Name of Illness or Injury preferably with the Number of International Classification of diseases for the use of

National Health Insurance (See the attached paper)
1599 40 Mo ONE B AR R AR [ B 70 JE 3% 7 (RIS R)

(No. )
3. Date of First Diagnosis: D/ M/ Y
EIEAE! H/ A/ i
4. Days Diagnosis and Treatment: days
i B H ]
5. Type of Treatment JBED43%H
O Hospitalization: From / / , to / / ( days)
N H / / £} / / ( H H)
[0 Outpatient or Home Visit: / / / /
UNIZZAS / / / /

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

7. Prescription, Operation and Any other treatments (in brief) ZLJ7 . FiE O OALE O EE

8. Was the treatment required as a result of an accidental injury? Yes[ No[
BRI FHDOREEIZEIDLO T, =R AY-4
9. Itemized Amounts paid to Hospital and/ or Attending Physician : Fill in Form B.
HH H piiaR 52 BB 2R A
10. Name and Address of Attending Physician #8324 & D4 fij & OMF A
Name 44 i : Last It First % Title #r7=
Address {FfF: Home HF phone FEZ
Office JARE FI= T2 BT phone FE 7
Date Hf: Signature &4

Attending Physician 54
Reference Number of your Medical Record (f applicable)

PRI DR 7
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