Forn Attending Physician's

Statement

1. Name of Patient Afepast (DRt est ) of Sd8x (MaH ) emal e
2. Name of I'l'l ness or I njury preferably wi t h
of di seases for t he use of Nati onal He al
3. Dat e of First Di agnosi s
4. Durati on of Treat méays
5. Type of Treat ment
O Hospitaliz&tioon : , to ( days
: (
O Out patient or Ho me Visit
6. Nature and Condition of 'l ness or I njury
7. Prescription, Operation and Any ot her treatm
8. Was t he treat ment required as a ryeessud tNoO o
9. Il temi zed Amount s Pai d t o Hospital and [/ or
10 Name and Addr ess of Attending Physician
Na me Last First Title
Addr ess Ho me Phone
of fice Phone
Dat e Signature
Attending Physi ci
Ref erence Number of your Medi c a

ent

At

an




r Bn

Il temi zed

receipt

1)) Fee or initial of fice vl si t
2)) Fee or foll ow-up of fice $ visit
3|) Fee or home vilsit s 00000000
4)) Fee or hospital visit $
5) Hospitalization $ 0000
6[) Consultation $
7) Operation $ 0000
8)) X-ray examination $ 000000
9)) Medi cati on $
1DAnesthetics $ 000000
1l Operating room chlar ge $ 000
12Ot hers (specify) $ $
1B)Tot al $
| mpor|t:abhxc |l ude t he amount irrel evant t o t he t
Na me and Addr ess of Attending Physician [/ Supe
Name

Last First Title
Addr ess

Ho me Phone

of fice Phone
Dat e

Signature




