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= Request to Attending Physician

&0 A5l IHLEADHSEED

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

2. This form should be completed and signed by the attending physician.
CORRKITEEEMNTEAL. MDOEBRAL TS,

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

&RE. AlR- ABRNEIZDOE, COKRKX TP RBETT,

Form A Attending Physician’s Statement
A E AR =

1EMNS10FETOHRT, AT HEBIF, ETEMICEHLTL5>TTFEL,

1. Name of Patient &% Hanako KENPO

Age LEH#H 42 Sex 445l OMale B EFemaIe 8

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.)

BRAERVERRARAERERFNEES

BEENDECLE cold (No. 1001 )

3. Date of first Diagnosis #)& H 2019/10/5 R R FE R S B E S ) R HAE
) . B8, BRARAERERF?HR T EA

4. Days of Diagnosis and Treatment 2 B# 1 days | B CHE#iz LTH Lo TFELY,

5. Type of Treatment BAEDHEE

[OHospitalization From / / to / / ( days)
ABR
EOutpatient or Home Visit 2019/10/15 , / / (1 days)
NS

6. Nature and Condition of lliness or Injury(in brief)  FEIRDIRE

BDERRDECE Fever

7. Prescription,Operation and any other Treatments(in brief) 075, Ffi7, ZD D NE D E
BPEDESE [LA5EF. BOLG]-[Filild, BEEMGFH]-[ZOMmOLNEDBE L, AIZLEL-HEKE

8. Was the treatment required as a result of an accidental injury? O Yes (&KLY No LMNZ
BEIEROEZFIZLDZEDTIN?

9. Itemized amounts paid to Hospital and/or Attending Physician : Fill in Form B
EEEE. FEEYSEICKILS-EREDORNR HABIZLD

10. Doctor's name and hospital address EEID & i B IEDIEFR

Doctor's name [EBID & HI
Hospital address J&BED{EFR

Phone TR

Date BT / / Signature EH&

Attending Physician (E 4 [E)

Reference Number of your Medical Record(if applicable) ZEiFNDES

2024/12/2 H5E 1ETURBERIRES
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JEAAR 1001

HHAIZ, EMMNRASN-RBEMERLTTEL, (2. 6. 7OH)

6. KOS RERRAERERSEESE,
v — bRIA S RERRAERERS SRR CRBELET,

FHE

7. A Fifi, TOHONEDEEE
(7]

Eos (E4:0000)

(F1ir)
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- Request to Attending Physician
a0 A4l HSEADFBEEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
COBKRKIIBEEDRERROWEMTOBRFICHETTOT, SEAZTHELLET,

2. This form should be completed and signed by the attending physician.
CORRKITEHENTAL. M DBRALTIZELY,

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

ERE. AlR- ARNEICOEF, COHKX1BMIBETT,

Form B Itemized Receipt
#RB PEANBAKEE
1HENS17FBETORT, ZHETHEHE. ETEMICEHLTES>TTSILY,

(1)Fee for Initial Office Visit 1 £ #
(2)Fee for Follow—up Office Visit r=:] 2 1
(3)Fee for Home Visit *® 2 #
(4)Fee for Hospital Visit A & B ¥
(5)Hospitalization A 52 =
(6)Consultation E 2 =1
(7)Operation F fiir =4
(8)Professional Nursing B % F % B0 &
(9)X—Ray Examinations X 88 &# & &
(10)Laboratory Tests* B ® ' &

*Please fill in the content of the Laboratory Tests. EEREDRNAZFEAL TS,
BDEEMDEEEL The flu check

(11)Medicines** 3 F-3 &

**Please fill in the name and the amount of the prescription of an individual medicine.
WHEL-BERDODEOQDBMEEZETLALTIIZE,
FHEEMDEESH EnH#ESH OO000

(12)Surgical Dressing =) W b=
(13)Anesthetics 753 [ =1
(14)Operating room Charge F M E B A
(15)The Others(Specity) T (FRE L)
BHERDEE A FNILEEH
(16)Total a & Unit is

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

FE: FHHEMFARICEZEBRRLGVLOFKEBRNTIZE0,

(17)Doctor’s name and hospital address [EEBND &R &HBEEDERT
Doctor's name [EEfD £ Al

Hospital address J&[EMD{ERT

Phone EE

Date Bt / / Signature &4

Attending Physician (H 4 [E)

Reference Number of your Medical Record(if applicable) ZEIFRKNDES

2024/12/2 BHE 1ETURBRREMES



HXB R e Al
(10)FEREBEEONRGEREDHNES)

AUTILIVHRBRE HHBIZ, EMMNEASAERARZRMRLTTEL, ((10)(11)(15)

INEXEEDANREDET. )
BEOLIESHE : O000 , AAAA
ER 0% AR FB

(15)FEEEH
FEN AN ILECE

FERB LA
2
BRITBFERANTOTHLOKTY |
K4
B
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