Request to Attending Physician
FYEEA~D AV
1. Please fill in this form so that the patient may claim the national health insurance benefi
C ORI O E RARRR O ORFEICSLETTOT, IEHEZBOLET,
2. This form should be completed and signed by the attending physicial
ZORRATHE ENFE, oBHALLTIESN,
3. One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.
B H 1, ABE, ABSMEIIATE, 2O BE T,

Form A (#:=XA)
Attending Physician's Statement
RN BT

1. Name of Patient(Last,First) Age(Date of Birth) Sex(Male-Female)
BE4 Taro, Kenpo FE(AEFEH R) 01-Jan-70 MRS - %) Male

2. Name of Illness or Injury preferably with Number of International classificationof diseases for the use
National Health Insurance(See the other side of this form)
TPTAEA M ONE BCAERR ORI [E R 43 40 5 (BRI 2 )

3. Date of First Diagnosis; D/M/Y / /
GIEAE! H/H /4 10 /4 | 2012
4. Duration of Treatment; days
AR 1 A
5. Type of Treatment
TR HH
(] Hospitalization:  From / / , to / / ( days)
NI H / / E / / ( H)
& out patient or Home Visit: / / / /
At / / / /
6. Nature and Condition of Illness or Injury(in brief)
TR INOL 0]0]0]0]0]0I0I0]e]e)
7. Prescription, Operation and Any other treatment(in brief)
i, FizotmorEomE OOO0O0000000
8. Was the treatment required as a result of an accidental Injury? Yes[] Nof
ZOBRBRFFEHOEEIZILHDTT D, EUANEER A 4
9. Itemized Amounts paid to Hospital and™or Attending physician; Form B
g B
10. Name and Address of Attending Physician
FH24 £ D4 HiT e OMEFT
Name #@i;  Last 0000 First 4, 00O Title #%
Address f:77; Home A& Phone &z6
Office e Ficixfisr OOOO0O0000 Phone &z% 000000
Date Hf+ 30-Apr-12 Signature &4 OO0 0000

Attending Physician 2=
Reference Number of your Medical Record (if applicable)

BIREROTH



