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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 m'FemaIe 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

BNHEERDEREL Dental caries (No. 1101 )
3. Date of first Diagnosis #Ji2 H 2019/11/3 R 4 1 R R s 4 M2 () SR AV L

) . BEE. BERBRAERER, EREEM
4. Days of Diagnosis and Treatment 2% H#{ 2 days | B TREELTEL>TFELY,

5. Type of Treatment BEDH5E

OHospitalization From / / to / / ( days)
ABR
@Outpatient or Home Visit 2019/11/3 , 2019/11/8 ( 2 days)
ABEs

6. Nature and Condition of Iliness or Injury(in brief) JEJRDHEFE
BDEERDEEE The pain of the tooth

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) EZEHFDES

2020/8/26 HFE 1ETURBERIZES




#XA R LA
2. A RURERRAERERHEES

i 1101 BRAIC, EFHNSEAINEATEHMRLTCFEL, (2. 6, 70
#)

6. FEIRDBE

EDEH

7. WA Fif, T0MOLEDEE
(5] EniEs)

RALODEES EDLEHF O000)
(F1f7]

D FiEiTot=h
(£t DI EDHEE]
BEDEAZEEIY., LY ETIE

FHER B A
E33iy
BREMEEAANToTHOKTYE
K4
B
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A

Request to Attending Physician
HUEE~ADHFEL

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 C
#=RC

Attending Dentist's Statement
WHEZENSHEESE

ZETHERIF. ETEMICEHRLTEL>TTEL,

Permanent tooth 7K AT

(Upper) 8 76054321

Primary tooth ZLBg

123456178 EDCBA|ABCDE

RIGHT

(Lower) 87654321

1437
RIGHT
1437

123456178 EDCBA|ABCDE

Type of Treatment ;BN 7 5E

Dental Treatment
EELAE

Localization of Teeth Examind Material Fee

B A ki BRE

Initial Office Visit #JE2H

X-Ray Examination L RS UEE

Dental Pulp Extirpation k8#

Operation  F1if

Ectraction 3R%

Filing %iE&E

5.6 0000 0000

Inlay AL —

Metal Crown EREH

Post Crown fkfite

Jacket Crown T v4 kit

Bridge Work JVw

Plate Denture HKRZEN
Partial Denture fHER&EE

Complete Denture  fAFK

Treatment of Pyorrhea Alveol aris
EEERLE

Medicine %%

The Others FD{th

fluoride application

Total &t

Doctor's name and hospital address
Doctor's name [EEfD % il

EERR D 2 B &mBT D EFT

Hospital address J&FED{EFT

Date H{+ / /

Phone TEEZ

Signature E £

Attending Physician (3B & E)

Reference Number of your Medical Record(if applicable) EZ2EHFDES

2020/8/26 HFE

1ETURBRRIRES
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