10.

Attending Physician’s Statement
ZTEANSHME

Name of Patient (Last, First) Age (Date of Birth) Sex (Male/Female)
BEA Fim(EFABR)___ yo. HR(B-2)

Name of Illness or Injury preferably with number of International Classification of diseases for the use National
Health Insurance (See the accompanying list)

BREAHLVEERRARAERKRS HES GIESR)

Date of First Diagnosis : D/ M/Y /S 7
IS B /AR /& /S /L
Duration of Treatment : days
H
Type of Treatment
BEODEE
(0 Hospitalization : From / / , to / / ( days)
ABz ] S/ , E /S ( HED
[0 Outpatient or Home visit : /S / /S /
ABz4t S 7 J

Nature and Condition of Illness or Injury (in brief)
RO E
Prescription, Operation and Any other treatments (in brief)
0. FMEOMOLEDHEE
Was the treatment required as a result of an accidental injury? YesO No[J
BEEIEBRDOEEIZLDZEDTTH, (0N L\NVE
Itemized Amounts paid to Hospital and/or Attending Physician : Form B
SARER BB
Name and Address of Attending Physician
HUEDLRT KRR

Name 4] : Last # First £ Title #&

Address f£fT : Home B= phone E:i

Office BEX (G2 EA phone E:F
Date BHff : Signature &4
Attending Physician

Reference Number of your Medical Record (if applicable)
DREDES
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