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= Request to Attending Physician
RCA 14 EA~ D FFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.

COHAXEBEEDRRRROMBMADPFITLETT DT, AEAZEMLILET .

2. This form should be completed and signed by the attending physician.
COHRRKITHEHENTEAL. M DBRALTZELY,

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

FAB. Al ABRNEBIZOE, COBXTEBBETY,

Form A Attendin_g Physician’s Statement
BXA PENTHHEE

1END10OBETOHRT, ZATHEBF. 2 TEMICEHLTHLOTTELY,

1. Name of Patient &% Hanako KENPO

Age b 42 Sex 147 COMale 5 mFemale T

2. Name of lliness or Injury preferably with the number of International Classification of Diseases for the use
of Health Insuance.(Please refer to the table attached to this form.)

BRERVEEREAERRRSEES

FHEERDELE cold (No. 1001 )
3. Date of first Diagnosis #]52H 2019/10/5 REEEAEREE S EESOIHAEN

. . e, BREREAERERDERZEM
4. Days of Diagnosis and Treatment 2% H#{ 1 days | BETHEHEELTHLo TR,

5. Type of Treatment BEDH5E

OHospitalization From / / to / / ( days)
ABR
mOutpatient or Home Visit 2019/10/15 , / / (1 days)
ABEs

6. Nature and Condition of Iliness or Injury(in brief) JEJRDHEFE
BEEMDEE S Fever

7. Prescription,Operation and any other Treatments(in brief) 075, Fi. ZDHDNE DEE
BHEEDEE (A IF. E0nAF]-[FHE. EAMNEFH]-[Z0MhONBEOBE (L, MENELI-ANEKE

8. Was the treatment required as a result of an accidental injury? O Yes [&L> E No ULMMZ
ARIEIEBDOEZICLKDIBDTIMN?

9. Itemized amounts paid to Hospital and/or Attending Physician : Fill in Form B
EEME. FXELAEICKILS-EREORNR H%ABIZLS

10. Doctor's name and hospital address EEID & Rl &ETDEFT

Doctor's name [EEfD £ Hi]
Hospital address JRFED{ERT

Phone TEE

Date Hf{¢ / / Signature E £

Attending Physician (3B & E)
Reference Number of your Medical Record(if applicable) EZ2EHFDES
2020/8/26 HFE 1ETURRRKREE




#XA R LA
2. A RURERRAERERHEES

Bl 1001

HBKAIC, EERARBASNI-ABTEFRLTTEL, (2, 6. 7DH)

6 EHD REERAEEERSEES .
ERDEER S— hRICAE D RERRAEEERAERE R CRBENET.

7. WA Fif, T0MOLEDEE
(7]

EDUA (E%:0000)

(F1f7]

D FiEiTot=h
(£t DI EDHEE]
BARMICRIZNEL=H

BRERAM
3
HREBFERANTOTHOKTY [
K4
B
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= Request to Attending Physician

DA HLEADEBRE

1. Please fill in this form so that the patient may claim the health insurance benefit.
CORRKIFEBEDRBERIROBAIDBRFBICHETT DT, SEAZERELILET,

2. This form should be completed and signed by the attending physician.
COHRRKITHEHENTEAL. M DBRALTZELY,

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

FAB. Al ABRNEBIZOE, COBXTEBBETY,

Form B [temized Receipt
%= B THIN RS
1EMND17BETORT, ZETHERE. ETEMICEEHLTELE>TTFEL,

(1)Fee for Initial Office Visit ) £ #
(2)Fee for Follow—up Office Visit B 2 #
(3)Fee for Home Visit = 2 #
(4)Fee for Hospital Visit AR & B H
(5)Hospitalization A 5z &
(6)Consultation 2 = =1
(7)Operation F fif7 &
(8)Professional Nursing B %X & € B0 &
(9)X—Ray Examinations X # ®m & &
(10)Laboratory Tests* R - S &

*Please fill in the content of the Laboratory Tests. EFEREDRNBRZEEALTLEELY,
BDEENDEEEL The flu check

(11)Medicines** = E-3 &

**Please fill in the name and the amount of the prescription of an individual medicine.

RALIEBERDEDBFEEETLAL TS,
BPEEMDEE FEoRFEEHE O00O0

(12)Surgical Dressing 2 G g
(13)Anesthetics 753 [ b=
(14)Operating room Charge F M E E H
(15)The Others(Specity) T (FEEK)
BEMDELE LB LS
(16)Total a &t Unit is

BEHEM
Impotant: Exclude the amount irrelevant to the treatment.i.e,payment for a luxurious room charge.

IR FHEHNF. ARICEEBEREVDIDIERVD TS,

(17)Doctor’s name and hospital address [EEID A BIEHEFRDIERT
Doctor's name [EEfidD 4 Rl

Hospital address JRFED{ERT

Phone TEEE

Date BT / / Signature E4%£

Attending Physician ((3E Z &)

Reference Number of your Medical Record(if applicable) ZEHFDES

2020/8/26 HFE 1ETURBERIZES
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