BRAE15508 (B2 15%HR)

Form A
:A/‘Etending Physi&ign’ s St(atement
2o N AR B M FE
1. Name of Patient (Last, Firstt Age (Date of Birth) Sex ( Male*Female )

eseaed i CEEER R) cE IO R

2. Name of Illness or Injury preferably with Number of International Classification
of diseases for the use of National Health Insurance
i OVEI R R R RS p e 5

3. Date of First Diagnosis : D/ M,/ Y / /
HRZH H A /% / /
4. Duration of Treatment : days
PREREL H
5. Type of Treatment
1R E
[(Hospitalization : From / / , to / / ( days)
NoE H / / Es) / / ( H#
(JOut patient or Home Visit : / / / /
Ny / / / /

6. Nature and Condition of Illness or Injury Gn brief)

7. Prescription, Operation and Any other treatments (n brief
R, FARFEOhIGE A
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