Form A

Mtending Physician’s Statement
2 &' R @ % wm o=

Request to Attending Physaclan
BEEAOBEL

1. Please fill in this form so that the patient way claim the sosial insurance benefit.
S OBRSHALS RO/ NBIZAETIOC, B BN LET,
2. This form should be completed and signed by the attending physicizn,
IOBERASERTE, PIEE LTS,
3. One form for each month and one ferm for hospitalizetion / owtpatient (home visit) should be Tilled out,

ER . ABE - AP 0%, SOl 1A RETE,

Form B

itemized Receipt
H O B M &

Request to Attending Physician or Superintendent of Hospital / Clinic
BEAEF-IRREEZEE~OBEN

1. Please fill in this form so that the patient may claim the social insurance benefit.
Lo ERROBHIFICPRTTOT, HERESELLEY,

2. This form should be compleied and signed by either the attending physician or the superlntendent of
a hospitat / clinic.
COESEEIAEFLRAROEREENTE, ADELLT{EED,

3. One form for each month and ons form for hospitalization / uutpat:ent (home visit) should ba Filled
wt. F88. AR - ARSEC %, COER 1 HNDRETT,

4. If not in dollars, please specify the unit used.
FAENDREOESITOBERNT (L,



DHENFRME (FormA ERA) -

Requests to the Attending Physician
1B E DI

1

b

. Please certify this form so the patient may claim Nadonal Health Insurance benefits in Japan.

ZOREITRE OE BRSNS ITOWEILEEChoT, SR BEOLEY,

. Please write details-of the patient's reatment.

ERIUIEIT- 0T, SRRl TS sy,

. This form should be completed and signed by the attending phivsician.

ZOEGUMER EIGEE, 2o BALTIESY,

. One fonn is needed for each and every inpatient or outpatient treatment visit.

& A BE, AR, ABTPREIChE, DO EA LT,

Form A (BEEA)

k3

[*5]

10.

Attending Physician's Statement
BRPENE

. Patient Name (Last. First) Age {Date of Birth in parentheses) Male / Female

R R AEFA /1) FERIC < 40

. Name of illness-or injury. Please include "Number of Intemnationat Classification of Diseases

for the Use of National Health Insurance” {see separately attached form)
A R U R AR AR B R A A B 5 (R

. Date of first diagnosis  DJ/M/Y / /
A H/R/E / /
. Duration of treatment days
BH R f
. Type of treatment
bk U g ]
3 Hospitalization: From / ! 1o / / { days)
AEE H ! / S 7 H { H}
0 Outpatient/Home visik: 7 / / H
Al / / 7 f
. Brief sunmmiary of illness or injury: RO
. Prescription(s). operation(s) and/or any other ireatment: AF, FEEOROME OB

. Was the treatment required as the result of an accidental infury?  Yes[d MNeD3

ZOEEITRMOBE R LSLO T, = RN A Y-

. For itemized amounts paid to Lospital andéor attending physician: Form B

BRERE 848
Name and address of attending physician:

1B A AT B O ERT
Name -&A#;  Last i First -4 Title #:%
Address {179 Home B'E Phone No. ##&
Office Bl E- BT Plhone No. ##%
Date nifit Signature B4

Attending Physician {055
Medical Record Ref. No. (if applicable) S2HESR0EF



FEINBRHE (FormB [ERH)

Requests to the Attending Physician or Hospital/Clini

1R B TR R~ IS T

1. Please certify this form so the patient may claim National Health Insurance benefits in Japan.
SOOI B E OE RS SIRDR M OB EHONE T 0T, SEEABREOLED,

Thus form should be completed and signed by either the attending physician or hospitalclinic. manager.
SOORFHB N E RSB O S RS, Ao B A LTSS,
3. One form is needed for each and every inpatient or outpatient treatment visit.

TR, AR, ABESMBICAE, ZORRUBSE T,
4. Please specify the monetary unit used.

R LSO S DB ST O B AT TSR,
5. If patient was provided meals while hospitalized, please write no. of times and cost on the "Others"” line.
AR el R s bt Wk <2 0 e M 1 o3 f%@h?@%:‘aﬂﬁib'{“{f“’% Y

sw

FormB Itemized Receipt

B T OB A
(1}  Fiist-time Visit Fee Y
(23 Follow-up Visit Fee PrEEEH
(3} Home Visit Fee EGit-co i
(4) Hospital Visit Fee ASEE R
(5} Hospitalization PNy
(6) Examination - BT
(7} Operative Treatment T
(8)  Professional Nmwsing MR R
(9) X-Ray Examination - X#BBER
(10} Laboratory Tests BRI
(11) Medication R
(12) Surgical Dressing B
(13) Anesthetics R TE
(14) Operating Room Charge PRI TR A
(15) Others (Please Specity) il (FH B BHER)

{70 3 (I
Ex) Moals {x times)
(1 6y Total EHE Monetary Unit is;
(IR L)
Imponant Exclude momns melevant to treatment, such as Document Issuance Fees & Deluxe Room Charges.

TR e, BRI IT RS RSO R B IR TR,

Name and address of attending physician or hospital/clinic manager:
LR ok el e B PR X R R A

Name 480 Last i - First % : Title f5-5

Address {387 Home B % Phone MNo. B35
Office fifEkr=r1a 8T Phone No. ##&

Date H1{ Signature -4,




FEITIREE (FPormC HEH)

Requests to the Dental Practifioner

BWHE~OHHEL
1. Please certify fhis-formn so the parientmay.claim National Health Insurance benefits in Japan.
Z O AREOEHEMERROBG ORI EETIO T, SFReBELET,
2. Please write details of the patient’s dental treatment.

BEAFIIOVTL, FEIERL T ES Y,

3, This form should be completed and sizned by the arfending physician.

COFERITIEEENEAL, BALT{EEY,

4. One form 1. needed for every inpatient or outpatient treatinent visit.

F A, ABE - AP oI T,

3, Please specify the monetary unitused.

RS oniffit, TOERBECEE Wy,

Form C ITEMIZED RECEIPT (DENTAL)
FHINBAME (BT
Name of Patient (Last. First) Age (Date of Birth in parentheses) Sex (Male /
BEA ' 8 (EEAR) HR (B - %)
Date of First Diagnosts . = Duration of Treatment days
EIEAS ZRER (B

Location of Teeth (E{i)
Permanent Teeth Gk AHD Primary Teath (3LHE)

-First-time Visii Fee $12H

p8 716854832 1]13345678 RYNEI I | ITANY
87654321]12345¢6 78 VNIII | IINMNVV
1. Condition FEIRHA
cavity (C) (BRB) -assing tooth (F) (R -mouth sore (G} (IR 2E)
*pyorthea alveolaris (P) (MEHEMEMR) -extraction needed (Z) (B
P : - Location(s) of Tecth Examined Material Used Fee
2 Dental Treatment S5} A #E E‘i Spp o g |

*X-Ray Examination L3 b4 BE

- Pulpectomy $xAH

«Extraction I

«Filling 648

“Talay 2 L —

“Metal Crown BT

*Post Crown #E85

-Jacket Crown ¥ x4 w bR

*Bridge 74w

*Plate Denture FH R
Partial Denture AR &G
Cowplete Denture $535 5

*Treatment of Pyorshea Alveolaris

HERELE

Medieation 33

+Others (Please Specify) T @O

Monetary Unitis: B Hi Total HFEF

Name and Address of Dental Practitioner: HEEMOSTIRUER
Name BHT Last & First &

Name of Hospital or Clinic  (BlREF-IZBEFE)

Address 57 Phone No. #i5

Date B{# Signamwe G




