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Foom A Attending Physician’s Statement ZBERNSIHHE
(#%=LA)

Request to Attending Physician 1BEADHFEL

O Please fill in this form so that the patient may claim the health insurance benefit.
OB BOERFRROGIORBCHETIOT, SEAZHRELLET,

O This form should be completed and signed by the attending physician.
CORRIEEENT AL, MOBALTZEW,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
A8, FAB- ABRSMB(COE, 20N 1 I ETT,

1. Name of Patient (Last, First) &%

2. Date of birth &&FHH . . Sex ™5l Male 8 - Female &

(Please refer to the table attached to this form.) &R&NUMERRRAERERDEES

(No. )
3. Date of First Diagnosis #J:2
4. Days of Diagnosis and Treatment :2EHZX days
5. Type of Treatment BEODEE
[0 Hospitalization ABE From . . to . . ( days)

O Out patient or Home Visit ABg%+ Month B : Year £ :

Date Bft: 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

6. Nature and Condition of Iliness or Injury (in brief) fEIRDERE

7. Prescription, Operation and any other Treatments (in brief) 75, FTZDOMONBEOHIE

8. Was the treatment required as a result of an accidental injury ? &EIEHOEELCLZBDTIN.
Yes (FL) - No LWWX

9. Itemized amounts paid to Hospital and/or Attending Physician EZHEIX (338 E(CSZHEEBREOMWER
D> Fill in Form B #® Blc&L?

10. Name and Address of Attending Physician 1BHEOZa1RMMER

Name %&EJ Last i First & Title 15

Office Address JRBE X (SEZEFRO(EFR

Office JRBENXIEEZEFTDEFR Phone &E|:&

Date Hf¢ . . Signature B4

Reference Number of your Medical Record (if applicable) :2EHFROES

==
EE
LT

Form 8 Itemized Receipt fAINBBFE c]
(#=B)
Item (IEEH) Amount (£%8)

1 | Fee for Initial Office Visit (#z2#h)
2 | Fee for Follow-up Office Visit (BZn)
3 | Fee for Home Visit (12
4 | Fee for Hospital Visit (ABZEEN)
5  Hospitalization (ARHE)
6  Consultation (ZRE)
7 | Operation (FiiE)
8 | Professional Nursing (FE=EEME)
9 | X-ray Examinations (X#FieEE)
10 | Laboratory Tests Grasi))

Please fill in the content of the

Laboratory Tests.
ERBONBZECALTZEN,

11 Medicines (EFH)

Please fill in the name and the

amount of the prescription of an

individual medicine.

MBS ULEOZIREEZTTALTIZE,
12 | Surgical Dressing (BHEH)
13 | Anesthetics (BB
14 | Operating Room Charge (Fi=&EH)
15 | The Others (Zofth-4¥52)

(Specify)
Total &5t

R ZERE  BEICEEBRLZVBDEBRNTZE,

Name and Address of Attending Physician 1BEOZFIRMERR

Name %&EI Last i First & Title #15

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

Office Address JRBE X (SEZEFROD(EFR

Office JRBENXISEZEFTDEFR Phone &3

Date Hf¢ . . Signature B4



KENPO23
テキスト ボックス
歯科診療の場合は【様式C] を
　　　　　　　　　添付してください。



form ¢ Attending Dentist’s Statement ERZEASHME
(s C) (Itemized Receipt $BUNBASHE)

Request to Attending Physician BX4EADSBEL

O Please fill in this form so that the patient may claim the health insurance benefit.
ORI BEORRFRIROIEHORBCHETIDT, SERZHFEVLET .

O This form should be completed and signed by the attending physician.
CORRINFIBHENTZAL, MOBELTKIZEN,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
ZA8. FAR- ARNB(COE, 20N 1 KIWETT.

1. Name of Patient (Last, First) £&%&

2. Age (Date of birth) it (4£EHH) . . 3. Sex M3l Male 5 - Female &
4. Date of First Diagnosis #z2 . . 5. Days of Diagnosis and Treatment Z#&H days

6. Name of Iliness 5%+ [J Dental Caries SB#4E [ Missing Teeth R¥&  [J Pyorrhea Alveolaris sat&h=im
] The Others oAt ( )

7. Localization of Teeth &Bfiz

Permanent Teeth kA& primary teeth FLi&
8 7 6 5 4 3 2 1 ‘ 1 2 3 45 6 7 8 e d c b a ‘ a b c d e
R. L. R. L.
8 7 6 5 4 3 2 1 ‘ 1 2 3 45 6 7 8 e d c b a ‘ a b c d e
8. Type of Treatment JAEDI4E ( Currency unit BEBEAT )
Dental Treatment (E&RE&%E) Localization of Teeth Examined (ZRE&EBL) Material (#43) Fee CARE)

Initial Office Visit (#2#4)

X-Ray Examination (LN I&E)

Dental Pulp Extirpation (3&%%)

Extraction (¥k&)

Filling (358)

Inlay (1>L-)

Metal Crown (£E3)

Post Crown (fitficia)

Jacket Crown (Sv&yhE)

Bridge Work (JUw>)

Plate Denture (PR
Partial Denture (FFER&EE)

Complete Denture (¥A%k)

Treatment of Pyorrhea Alveolaris
(BEtERRRALE)

Medicines (3%%)

The Others (Zafth)

Total (&3t1)

9. Name and Address of Attending Physician iBZHEO&BIRMMERR

Name %l  Last #% First & Title #15

Office Address JRFT X ($E2BPROERT

Office R (IEBRFTDORIR Phone 5%

Date Hf¢ . . Signature &%

Reference Number of your Medical Record (if applicable) Z2EROES





