Form A-1
R A-1

Request to Attending Physician !
Y E~D IR !

1. This form is used for claiming the social insurance benefit.
ZORRAIT, HESRROBAHOHBFEICER I ET,

2. This form should be completed and signed by the attending physician.
ZORAITHYENEE, OBLLTEFIV,

3. One form for each month, one form for hospitalization / outpatient and home visit.

FHME, APt » ABEAMEIC, O L R SBETT,

Attending Physician’s Statement
7o N R WO E

1. Name of patient (Last,First) HBE4 Age (Date of Birth) 4 (AH4H H) Sex (Male * Female)

PRl (8 - %)

2. Name of lllness or Injury preferably with Number of International Classification of Diseases for the use of Social Insurance
(Please refer to the table attached).  #5Ji4 &k ORI A ERE R S EE S GI—ERE2SH)

3. Date of First Diagnosis #lJiZZ H :

4. Days of Diagnosis and Treatment 72 H4 : days

5. Type of Treatment JRED73FE

[ ] Hospitalization : From to ( days )
A R = ( D)
L] Outpatient or Home Visit From to
A BE 4 ES)

6. Nature and Condition of Illness or Injury (in brief) SEAR OFEL -

7. Prescription, operation and any other treatments (in brief) WLJ5 . FZE Ot DO WLE OFEE -

8. Was the treatment required as a result of an accidental injury ? JBEIZFHOEEIC LA HDTT D Yes L] Noll

EAANERANAY-4
9. Itemized amounts paid to Hospital and/or Attending physician HEHEBFEE : Fillin Form A-2 £ A-212 k5
10. Name and Address of Attending Physician 824 £ D4 Aif d OMEFT
Name 4 H] : Last 1t First4
Address {¥fT : Home HZE Phone
Office JilsE X ITRHERT Phone
Date HfF : Signature &4

Attending Physician fHX %

Reference Number of your Medical Record (if applicable) #2¥&E&kDOFHE =5




