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Request to Attending Physician
FH B E~DISFEL
1.Please fill in this form so that the patient may claim the social insurance benefit.
COFRNIF B F DO SRR DOIMEIT O ERFEICNE TI DT, GEAEISRELNLFEI .
2. This form should be completed and signed by the attending physician.
COFRKIFFHEH LB ENTFTE. MADOFEH L TR0,
3.0ne form for each month and one form for hosoitalization/outpatient(home visit)should be

filled out. =z HaEE. AT ABESNEISfT. COER= 1 &KAABE T,
Attending physician’s Statement
FormA RN ERME
HR=ECA
1.Name of Patient(Last,First) Hanako.Yamaha Age(Date of Birth) 20 Sex( @ Female)
BEE FEr(EFH BD 9B (58 - 2D

2 Name of lllness or Injury preferably with the number of International Classification of Diseases for
use of Social Insurance(Please refer to the table attached to this form).
15958 R Ut = 1R BR A E MRS 9 FEFHEF 5 (&= 01D

Allergy SKin (No. 82 O
3.Date of First Diagnosis: 03/06/2020
A=
4 Days of Diagnosis and Treatment: 1 days
R E =R
5 Type of Treatment
AR
[0 Hospitalization: From s to , ¢ days)
AB5E = = ( I=REb)

[1 Outpatient or
Home Visit
ABES+ ,
6.Nature and Condition of lllness or Injury(in brief)
AE SR DI
Allergy
7.Prescription,operation and any other treatmental(in brief)
LTS5 . FATE DD UL TE DOIBE =

8.Was the treatment required as a result of an accidental injury? Yes [ No [
SEAERIEIE M DISEEIZIZDEDTI H. (=P LN
9.ltemized Amounts paid to Hosital& /or Attending Physician.: Fill in Form B
IH H BIAERESEE FR=XBI=XED

10.Name and Address of Attending Physician
I8 2 E D FE BT L N{ERT

Name 81 : _Last#f OO First5a OO O TitleF#r5=
Address{EFT: _Home B == ADAAAN Phone & OO
OfficeFBRE X (FEZ RPN ODOOO Phone®EEE OOOO
Date H{4+"™03/06 /20 Signature & %% QOO

Attending Physiciani8 4=
Reference Number of your Medical Report(if applicable)
BRSO S

Request to Attending Physician or Superintendent of Hospital /Clinic
FH L EXIEFHEBEREFF R~ DIBFEL
1.Please fill in this form so that the patient may claim the social insurance benefit.
CDOFRKIF B BF DO =MREREDOIEIT OO REEIZNZE I DT, SEBAEISELNLFEIT .
2. This form should be completed and signed by either the attending physician or
the superintendent of a hospital/chinic.
COOEERIFEHE L RIFF/BEEDHRFFEMNETF S HhDOEHFZL TR,
3.0ne form for each month and one form for hosoitalization/outpatient(home
visit)should be filled out.
A, AT - ABENEISfT. SO 1 KA E I,
4 |f not in dollars,please specify the unit used.
RIL AN D E DI ST ZT D EFTNCT RSN,

FormB Itemized Receipt

#R=B FHEUX BA HH 2=

1.Fee for Initial Office Visit EJECE Sl $ ™9o.00

2Fee for Follow—up Office Visit Haizx $

3.Fee for Home Visit e =8 $

4 Fee for Hospital Visit A Bse s IR et $

5.Hospitalization N $

6.Consultation EEERER $ 12.00

7.0Operation == kT 2 $

8.Professional Nursing Bk E L am = $

9.X—Ray Examinations X Rt 2 2 $

10.Laboratory tests AR EEE $

11.Medicines = 2 $ 24.00

12.Surgical Dressing s $ Unit is

13.Anaethetics BER B 2 $ =g s Riva

14.0Operating Room Charge Fr=2 /A $

15.0thers(Specify) Z D (ZE B BAEE) $ 710.00

Allergy Ing

16.Total &5t s o5

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

p=S = = AR EE R A RIS TE BERAMR O ZE LN EDIEERLN T RSN,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
I8 24 BEE R IFFHF BT FS D E AT L N{ERT

Name & 8i] : _Lasti&k OO O First£ OO0 TitleFr =

Address{EfT: _Home B =& PAPVANPAPAN Phone®EEEFE OOOO

OfficeymBE X ILEZ BT OO O Phone®EEEFE O OOO
- "

Date H 1~ 03/06/20 Signature & £ OO O




