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would like to request
O Doctor’s Report
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Additional document for sick leave
Additional document for Act of Legislation
Additional document for Social Security Office
To simply know of the treatment history from McCormick Hospital
Additional document for claiming from Insurance (COMPANY).....cccvveevieeeeireee et e
In case of O Accident O Reclaiming Medical Fee
0 Daily Claim during the Hospital Visit
O Chronic Disease Insurance (Please specify the disease).........cccoccueeevennuene.
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| hereby understand that my action may cause damages to the hospital /doctor responsible for the
information / the staff responsible for my inquiry. If any damages occurred from my action, | will be responsible
and am willing to give the authorization to the victim to use this as the evidence for further action.

For your consideration

Yours Sincerely
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