Form A
Attending Physician’ s Statement

B BCEE NI

1. Name of Patient (Last, First) Age (Date of Birth) Sex ( Male:Female )
BEL Fim (EFAH) PER (5 - &)
2. Name of Illness or Injury preferably with Number of International Classification

of diseases for the use of National Health Insurance (See the attached paper)

5 4 B OF ] R B O b IR BB 0 B 75 (RIS IR

3. Date of First Diagnosis : D / M /Y / /
EIEAE! n /A / % / /
4. Duration of Treatment : days
PR A A
5. Type of Treatment
TR D 538
OHospitalization : From / / , to / / ( days)
A H / / = / / ( H )
OOut patient or Home Visit: / / / /
ARzt / / / /
6. Nature and Condition of Illness or Injury (in brief)
R INL
7. Prescription, Operation and Any other treatments (in brief)
W5, FFE Ofth D ALiE O REE
8. Was the treatment required as a result of an accidental injury? Yes[] Noll
BRITFEHOHEFRICL DO TT A, (EA A4

9. TItemized Amounts paid to Hospital andor Attending Physician: Form B
TR FE £ B

10. Name and Address of Attending Physician

129 = D 4 Bl K OMERT
Name4 Aif : Lastit First4 Title 7
Address¥fr : HomeH=E phoneiEif
Officel XL 72 BT phone& 5
DateH {7 : Signature& 4

Attending Physicianfd ¥ [=
Reference Number of your Medical Record (if applicable)
LIRS
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