1. This form is used for claiming the social insurance benefit.

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

ATTENDING PHYSICIAN S STATEMENT

(Fz4t)

2N E M E

Name of Patient (F#&44)

Date of Birth (ZE4EA H)

Sex (MERI)

Male Female
Date of First Diagnosis (#Ji2H) Days of Diagnosis Diagnosis/Symptoms (2, JEfR)
, 20 days.
Type of Treatment (JEHEDL3IH) From , 20
[::]Hospitalization (AB#) [::]Outpatient or Home Visit (APz4h) To 20 ( days)

Description of Service (R2HEMNZE)

Fee (E}4&)

. Consultation (F2¥#%)

. Medication (3%3K)

. Injection (&)

[::]Injection (FE5)

[::]IV Treatment (

RUH)

. Laboratory (#i)

. Hospitalization (AP%)

. Operation (ZEfi)

. Radiology (Hif&z2MW7)

[ Ix-ray (b bs)

[::]Ultrasound (B )

[::]Vuclear Scan (BXES:72MH)

. Anesthesia (ki)

Name :

[ Jrocal Umim) [ Ispinal (58f) [ Joeneral (22)
. Others (Specify) Zofh A HHFE)
Total Fee
Name and Address of Attending Physician/Superintendent of Hospital or Clinic & #

Address:

Date:

Signiture:

K-013



