Form A

10.

Attending Physiciar s Statement
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. Name of Patient (Last , First) Age (Date of Birth) Sex (Male « Female)
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. Name of Illness or Injury preferably with Number of International Classification of

diseases for the use National Health Insurance (See the other side of this form)
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. Nature and Condition of Illness or Injury (in brief)
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General Condition Stable

. Prescription , Operation and Any other treatments (in brief)
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. Was the treatment required as a result of an accidental injury ? Yes[O Nobd
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Attending Physician X4
Reference Number of your Medical Record (if applicable)
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