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Was the treatment required as a result of an accidental injury ? Yes[] No[]

BRI HERDOEEIIDEDTT A, EORNE Y
Itemized Amounts paid to Hospital andor Attending Physician | Form B
BRES HAB
Name and Address of Attending Physician
FHYE DL Hil S UMFEF
Name %4 A1 : Last #tF First % Title #5%5
Address (¥t : Home HE phone®E & -
Officeile X i3 H phone®E % -
Date Hfi: o Signature Z4

Atten&fng Physiciantd 24 [&
Reference Number of your Medical Record @f applicable)
LREOHR




