Requests to the Attending Physician
HYEA~ORBFEN

1.

Please certify this form so the patient may claim National Health Insurance benefits in Japan.
ZORRAITEE O ERBHEEROGH OB GEICSLETTOT, FERZBEOLET,

. Please write details of the patient's treatment.

BRNBICOWTE, SR ELH L TS0,

. This form should be completed and signed by the attending physician.

ORI Y EDEE, 2 OBH L TLEZS,

. One form is needed for each and every inpatient or outpatient treatment visit.

& R4, ABE, ABSSMEIcAE, ZoUMB L ETY,

Form A (£E=XA)

10.

Attending Physician's Statement
IR A

. Patient Name (Last, First) Age (Date of Birth in parentheses) Male / Female
BELY FEfpCEEH H) PERIE - %)
. Name of illness or injury. Please include "Number of International Classification of Diseases

for the Use of National Health Insurance" (see separately attached form)
A K OV B HE LR B3] [ B0 3 JE1 38 5 (IR )

. Date of first diagnosis D/M/Y / /
¥ A H/J /5 / /
. Duration of treatment days
PR H
. Type of treatment
TRIED YA
[1 Hospitalization: ~From / / to / / ( days)
Abz S| / / = / / ( H)
[ Outpatient/Home visit: / / / /
Aot / / / /
. Brief summary of illness or injury: SEROBE
. Prescription(s), operation(s) and/or any other treatment: WT5, TR oMo ILE O
. Was the treatment required as the result of an accidental injury? Yes[d Noll
COWERITFROBEFICLDLOTT A, [EVAN VAV S
. For itemized amounts paid to hospital and/er attending physician: Form B
BmEE HAB
Name and address of attending physician:
Y EOA AR OERT
Name 447f; Last It First 4 Title # &
Address fFr; Home B Phone No. &z
Office Yl 7132 P Phone No. i

Date Hf Signature &4

Attending Physician 4%
Medical Record Ref. No. (if applicable) Z2FEHkDE =



