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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

BDERTDELE Dental caries (No. 1101 )
3. Date of first Diagnosis #)& H 2019/11/3 I8 P E 5 4 2 (b SR A L

) . 58, BRARAERERRFSHR T ER
4. Days of Diagnosis and Treatment 2% H% 2 days | BECEEE LT 5> TTELY,

5. Type of Treatment BAEDHEE

[OHospitalization From / / to / / ( days)
ABR
EOutpatient or Home Visit 2019/11/3 ) 2019/11/8 ( 2 days)
NS

6. Nature and Condition of lliness or Injury(in brief) fEJRDELE
BNEERDEZE The pain of the tooth

7. Prescription,Operation and any other Treatments(in brief) 875, Ffif. ZDHDNE DGE
BPHEDESE (AL BONA]-[FiilE. EANLEFEM]-[ZOMONEOHMEIL AELEL-NEXKE

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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6. SFERDBE

D EH

7. A Fifi, TOHONEDEEE
(5] EnEs)
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REDWAZHY, LOVEFE

FHERE BC A
fERT
HSRIBEEAANTO-THLOKTT
K4
B

2024/12/2 S5E 1ETURBERRRMES



= Request to Attending Physician
a0 A5l IHSEADHFED
1. Please fill in this form so that the patient may claim the health insurance benefit.
COHBRIBEORERIROETORBIZLETT DT, SERAZHELLET,

2. This form should be completed and signed by the attending physician.
CORRKITHEEEMNTAL. MDOELL TS,

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

FAE. Al AR EICOE. COBRKTRABETT,

Form C Attending Dentist’s Statement
#cC WEZ2BENSHE#E
ZLUTHEHIE. ETEMICEHELTHES>TTELY,

Permanent tooth KA tE Primary tooth ZLi&

(Upper) 87654321 12345678 EDCBA|ABCDE

1437
RIGHT
1437

[
I
9
o

(Lower) 87654321 123456178 EDCBA|ABCDE

Type of Treatment ;RED LA

Dental Treatment Localization of Teeth Examind Material Fee

B R B Ep i " BRE

Initial Office Visit  #E¥4

X-Ray Examination L KT UEE

Dental Pulp Extirpation k&8

Operation  ZFAif

Ectraction k%

Filling 18 5.6 O000 O000

Inlay A>L—

Metal Crown %®EHE

Post Crown  ff5 iR

Jacket Crown ¥4 vk

Bridge Work 1w

Plate Denture HRKRZEH
Partial Denture BEiZ&EE

Complete Denture  #AZ

Treatment of Pyorrhea Alveolaris

HER RO E

Medicine %3

The Others ZMDith fluoride application

Total &5t

Doctor's name and hospital address  [EEID & i &HEBFRDIERT
Doctor’'s name EEEM®D &Rl

Hospital address J&EBEDEFR

Phone EE:

Date HB{f / / 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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