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Nature and Condition of Illness or Injury (in brief)
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Prescription, Operation and Any other treatments (in brief)
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Was the treatment required as a result of an accidental injury ? Yes[ ] Nol]
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Name and Address of Attending Physician
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Reference Number_ of your Medical Record (if applicable)
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(1) Fee for initial office wvisit FEZ S S $
(2) Fee for follow-up office visit Bzl 3
(3) Fee for home visit F28 ‘8
(4) Fee for hospital visit UNSR=RLE $
(5) Hospitalization AFtE $
(6) Consultation | BEH $
(7) Operation FilrE $
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(9) Medication BRILTR $
(10) Anesthetics IREEE $
(11) Operating room charge FiliEEH $
(12) Others(specify) ZOft (EHPHRE) $ $
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F B RRERERICEEREROSOBDIZBRV TN,

Name and Address of Attending Physician,Superintendent of Hospital or Clinic
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