ATTENDING PHYSICIAN’S STATEMENT (x5 - w#rmmis @we) )

TO CONSUMER CO-OPERATIVE OF MINISTRY OF DEFENSE

% Please write in English

1. Patient's name (I%4)

Clinical record card No.

Patient’s date of birth (kA R)

CMale (33) / /
CFemale(#)

M) ) v)

2. Name of sickness or injury (5#i4)

(1).Name of sickness or injury for hospitalization (A k(T4 sPEE#4)

Inception date of sickness or injury(Physician’s estimate)
(PRIBHERE BRwSeE4EH H)

/ /
(M) (D) (Y)
(2).Cause of above sickness or injury ( EitokiR) / /
(M) (D) v)
(3).Complications (&) / /
(M) (D) ()
3. Tr(“aalltmentterm First medical Consultation (#1#):from O Final Consultation (i)
GAAEIND) / / / / O Under Treatment s
™) () o) ) o)
4. Period of Hospitalization (Akzii)
1%t hospitalization Dateadmitte(/i(}\ﬁ)!from ) / / O Discharged ()
(5110 H ABE) ™ ) - ©) - O Inpatient (A
ond hospitalization Date admitted ( Afs¢):from O Discharged GiEz)
(321l HABE) / / / / O Inpatient (k)
(M) (D) (Y) (D) (Y)
3rd hospitalization Dateadmi“e;’(*%):fmm / / / O Discharged (i)
(EE3mH AkE) i s
A53H A ™ ©) ) ) (Y) O Inpatient (Akgd)

Name of sickness or injury (J#§44)

D. wasthe patient introduced or previously seen by another physician?(If any)(iii [ - #i 4 %)

6. Previous sickness(If any) (BEA:E « Kipp)
Name of illness, treatment term and any other pertinent information

(i 4 - eI )
Name of medical institution and physician (k&R - BEfli4: )
Treatment term GA%EOITD / / ¢ /
™) 0 o) ™

7. Condition of sickness or injury from when you first noticed the symptoms to the first medical consultation (J&iE(3#5) 25435 £ TOREM)
(Please indicate when and how the symptoms first appeared) (W OhHEDESZIEIRABHHT=H )

Diagnosis at the time of first consultation and progress thereafter (#1105 i ZEDHDFEE)
(Please give details of the examination and treatment) (s - FRIR DA

(1) Craniotomy (i)  (2) Thoracotomy (BHH)

8. Circle should be described on type of surgery (FHOMAEIzOREHFTFEN, )
(3) Laparotomy (i)

(4) Surgery using a fiberscope or catheter (774 —za—7grEh7—71cksFi)  (5) Others (zofi)

Address of hospital (ifehh)

Name of surgery or operation Include percutaneous surgery(TAE etc.), drainage, shunting Date of surgery
(T4 /RRBLTAN  #6A T —T VENRIEREMT G RLH—2, Dx U Mat) €2 1=D)
) / /
™ ©) )
® / /
() ©) )
©) / /
M) ©) )
The statements contained above are true and complete to the best of my knowledge and belief. (LFRDEBVFEHILET )
Name of hospital Giikiss)
Date / /

(M) (D) (y)
Signature of attending physician (F:HEEDES)




