FormA TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
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Request to the Attending Physician
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1. Please fill out this form so that the patient may claim health insurance benefits.
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2. This form should be completed and signed by the attending physician.
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3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.
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Attending Physician’s Statement

Form A . o
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1. Name of Patient (Last, First) Sex
s R Male . Female
Date of Birth (D / M / Y)
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2. Name of Illness or Injury, Preferably with the International Classification of Diseases Number
For Health Insurance Purposes. (Please refer to the table attached to this form.)
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3. Date of Initial Visit (D / M / Y)
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4. No. Days of Visit/Treatment
VAR _ days

5. Type of Treatment
TRIED 0 HE (D/M/Y)
OHospitalization  From / / to / / ( days)
PN 5] / / ES / / ( H )

[1Outpatient or Home Visit / / . / /
NS / / . / /

6. Nature of Illness or Injury (in brief)
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7. Prescription, Operation and Any Other Treatments (in brief)
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8. Was treatment required as a result of accidental injury? —— [1Yes [INo

BIRITEMOEEICL D LD TTN?

9. Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B
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ATTENDING PHYSICIAN INFORMATION 124 [ % A
Medical Institution Name: (ERHEI4 )

Address: ({F:Fr)

Name of Physician: (124 [E4) Title: (Fr5-)

Signature: (& 4) Phone: (FE75)

Date Completed: ({ER4EA H)
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