Request to Attending Physician {BZEADSFEWN
1. Please fill in this form so that the patient may claim the health insurance benefit.
OKRAFZEEORERBOIETOEHBICLHETIOT, SEAZHBVLET,
2. This form should be completed and signed by the attending physician.
COBRRIFIEHENL AL NMDOBAL TS,

3. One form for each month and one form for hospitalization/outpatient (home visit)
should be filled out.

FRE. AR ABRABIOE, ZORA KA BETT,

Form A

(#%=LA)

Attending Physician's Statement ZEARAME

. Name of Patient (Last, First) Age (Date of birth) Sex (Male + Female)
BEL Fhi(EFEAR) ) ) %R B - &

. Date of first Diagnosis

#ZH

3. Days of Diagnosis and Treatment

ZEAK days

. Name of Illness or Injury preferably BERELZEVERREARRERRE EES

with the number of International (N2 )
Classification of Diseases for the use
of Health Insurance. (Please refer to

the table)
. Type of Treatment WD E
] Hospitalization A %
From . . to

[] Outpatient or Home Visit ABz#h

P N0k

. Nature and Condition of Illness or
Injury (in brief)

WILT5 | FINZOMONEDEEE

. Prescription, Operation, and any other
Treatments (in brief)

. Was the treatment required because of
an accidental injury?

W EEIEROEEICLLZEDTIN?
1 Yes [INo

9. Itemized amounts paid to Hospital and/or Attending

WERERE, B EICTISLERBEOAR ¢

Physician : Fill in Form B R BIZ&D
10.Name and Address of Attending Physician EYUEDZF RMERT
Name (%87) Last(®) First(£) Title(¥r5)

Office Address (JRBTXTIFZEFTDIERT)

Office (BBEELIIZZEMDEIR)

Phone(E:H)

Date (Hf)

Reference Number of your Medical Record(if applicable)

I
N\

Attending Physician's Signature((BEEE£)

PEFEDES




mtkTLA ( #FBER )

4. 5HRARVERRRARBREBEDEES
(Ne )

6. IERDIRE

7. 075 FMZOMOLEDEE

B R & = A MW

K 4

E

=
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Form B Request to Attending Physician or Superintendent of Hospital / Clinic 184 EX (fEREHRAOSEN
(K3tB) 1. Please fill in this form so that the patient may claim the health insurance benefit.
*E ZOBREBHEORFRBROBHORBICLETIOT, EAPESEVLET,
2. This form should be completed and signed by the attending physician or Superintendent of Hospital / Clinic.
COBRIFIBLEEXITHEREERNTZAL. ADBAL TS,
3. One form for each month and one form for hospitalization/outpatient (home visit)
should be filled out.
ERE. FAR- ABRAEIIDE, COKRK 1IN BETT,
Itemized Receipt $REINEAHHE
Name of Patient (Last, First) Age (Date of birth) Sex (Male * Female)
BEL FEEFEAH) ; ; MR B
1. Fee for Initial Office Visit )| 2 &l
2. Fee for Follow-up Office Visit B 2 &l
3. Fee for Home Visit e 2 £
4. Fee for Hospital Visit A Bt B B &
5. Hospitalization A Bz &
6. Consultation 2 = &
7. Operation F fitT &
8. Professional Nursing BxEEME
9. X-Ray Examinations XiREEE
10. Laboratory Tests* I I
*Please fill in the content of the
Laboratory Tests.
FHRBEONBERAL TS,
11. Medicines** = B =
**Please fill in the name and the
amount of the prescription of an
individual medicine.
= UIfE 4 DEOEZIRE 2%
STALTLERL,
12. Surgical Dressing =) w &
13. Anesthetics i iz &
14. Operating room Charge FM=EZEH
15. The Others(Specify) Zofth (FEtd)
16. Total =) B
Unit is
BEHA

3 Important: Exclude the amount irrelevant to the treatment i.e., payment for a room charge.

AR FRIERE ARCEEBREVEDEBRVTIIEE,
B Name and Address of Attending Physician or Superintendent of Hospital / Clinic =~ BEYEX[FEREEROZ I RMERT

Name (%87) Last(%) First(£) Title(¥15)
Office Address (JRBTH(SE2HATDIERT)

Office (BRI [XBREFRDATR) Phone(E5E)

Date (BH1{T) ) ) Signature(B#)

Reference Number of your Medical Record (if applicable) #2EHDES
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	10.Name and Address of Attending Physician 担当医の名前及び住所
	Attending Physician's Signature(担当医署名)

	Reference Number of your Medical Record (if applicable)  診療録の番号

