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

(COHXBIHEREDEMORBIERASNES )

2. One form for each month,one form for hospitalization.” outpatient and home visit.

(ZAE, Al ARNEBITHZOBRKXIBRABETT )

Attending Physician’ s Statement
(BPRATHEE)

(1/2)

. Name of patient(Last, First) Age (Date of Birth) Sex (Male*Female)
(BER) (F#8) (£FEAR) (T£31) (5B-%)
. Name of lliness (&%) (# R
. Date of First Diagnosis CIEA=D)
. Date of Diagnosis and Treatment (ZHEEBH days
. Type of Treatment (BENH$E) O Hospitalization (A ) From To

O Out patient or Home Visit (ARE4}+)

days)

. Nature and Condition of lliness or Injury (in brief) (SEJXDZE)

(#HER)

. Prescription, operation and any other treatments (in brief) ({05, FHIZFDHMDNE DHE)

€ EN)

2010. 11. 10




(BREEHDEEIZLDHIDOTYEH,)

8. Was the treatment required as a result of an accidental injury ?

9. Itemized amounts paid to Hospital and/or Attending Physician (3252 %)

YESO NoO

(2/2)

(1) Fee for Initial Office Visit (M2 Hh (9) X—Ray Examinations Xz EE)
(2)Fee for Follow-UP Office Visit (B2 H) (10) Laboratory Tests (ERBREBE)
(8)Fee for Home Visit (2 (11) Medicines (EEE)
(4)Fee for Hospital Visit (A& (12) Surgical Dressing (ax®)
(5) Hospitalization (AfR#E) (13) Anaesthetics (FRErE)
(6) Consultation PRE) (14) Operating Room Charge (FiHr=&R)
(7) Operation (F&E) (15) The Others (Specify) (Z0ih/4FEE k)
(8) Professional Nursing (BEEERE) (16) other medical certificate (XER)
(17) Total (& &)
Important :Exclude the amount irrelevant to the treatment,i*e,payment for luxurious room charge .
Name and Address of Attending physician /Superintendent of Hospital or Clinic (BEEXIIREEEREOL IR GER)
Name : Last First Title
(%A () (4)
Address : Home (B=E) Phone
Office (MR X (L BAT) Phone
Date Signature
(BfH (ER)

2010. 11. 10



