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RERE EIVEEE xeans g

Attending Physician’s Statement
PENRHAEE (XIRTHEMOERSEICTRAZKEL TS

1. Name of patient(Last,First) Age(Date of Birth) Sex([J Male.” [ Female)
BER Fw(E£AR) PRI (5 - %)
2. Name of Iliness or Injury preferably with the number of International Classification of Diseases for the use of Social Insurance.
BRAERVHEREAERERSEES
3. Date of First Diagnosis 4.  Days of Diagnosis and Treatment
Mz H ZRAR
5.  Type of Treatment BEDNE
Ol Hospitalization ARz From to
[CJout patient or Home Visit ARzt B £
6. Nature and Condition of lliness or Injury (in brief)
FEIR DL
7. Prescription, Operation and any other Treatments (in brief)
WA, FigE
WEDE
ltemized Receipt
FEUINEAHE
1. Fee for Initial Office Visit wEH $
2. Fee for Follow-up Office Visit BiaZH $
3. Hospitalization NS $
4.  Consultation PEE $
5.  Operation FirE $
6 X-Ray Examinations XERIRE T $ *Please fill in the content of the laboratory
7. Laboratory Tests* HREE $ tests.
$ HREBEDABRERLAL LS,
8. Medicines** EEFEE $ **Please fill in the name and the amount of
the prescription of an individual medicine.
® HLFLI-EDBIEEZEALLSLY,
9.  Others(Specify) ZTOMHEREEE) 9B
Total &t Unit is

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
BUEEXTFREFROLAR IR

Name I

Address {XFf

Date B¢ Signature E4£
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