Request to Attending Physician OO000000O0O
1. Please fill in this form so that the patient may claim the national health insurance benefit.

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

3. One form for each month and one form for hospitalization / outpatient(home visit) should be filled out.
godoobooooobooouobboooobbboooobo

Attending Physician” s  Statement

o o o o o o d

00O Name of Patient (Last, First) Age (Date of Birth) Sex ( MaleOFemale )
ood oooooooo ooooooo
OO0 Name of Illness or Injury preferably with Number of International Classification of

diseases for the wuse of National Health Insurance (See the attach documents)
O0oo0o0ooo0ooooooooooooooooooo

00O Date of First Diagnosisd g o o o o ad O
oo0o O 0o o o o
00 Duration of Treatmentd days
oooo O
OO0 Type of Treatment
0oo0ooo
O HospitalizationO From O O , to 0 0 ( days)
00 0 0 00
O Outpatient or Home VisitO O O O O
000 0 0 0 0

00 Nature and Condition of Illness or Injury (in brief)
goooo

OO Prescription, Operation and Any other treatments (in brief)
gooooooooooooo

OO0 Was the treatment required as a result of an accidental injury? YesO NoO
O0oooooooooooog oo ooo

00O Name and Address of Attending Physician
O0ooooooooo

Name O O 0O Last O First O Title 00
AddressO00 0OHomelOO phone 0 O

Office0 000000 phone 0 O
Date 0 OO Signature 0 O

Attending Physician O 00O

Reference Number of your Medical Record (if applicable)
gooooo




