Request to Attending Physician

Y E~DBFEN

1. Please certify this form so that the patient may claim National Health Insurance benefits in Japan.
Z ORI EE OEREEFRRE OGN OBRFEICHLETTOT, EHEZBEVWLET,

2. Please write down the details of the patient’s treatment.
ZIRARIC OV T, FFICREE L TS0,

3. This form should be completed and signed by the attending physician.
CORKITHYENEFEE, OoBH L TIEIN,

4. One copy of this form is required for each month and for each inpatient and outpatient treatment.

FRE, ABOEEICOE ZORK KB BETT,

Form A
Attending Physician’s Statement
ER AR LR
1. Name of Patient (Last , First) Age (Date of Birth dd/mm/yyyy) Sex(Male + Female)
A4 E (44 H B I ) MR OG5 - &)

2. Name of illness or injury preferably with “Number of International Classification of Diseases for the
Use National Health Insurance” (see separately attached form)
5P K OFE] B e ORI [ B 20 HE 3 75 (RIS B

3. Date of First Diagnosis dd/mm/yyyy / / Wz H & A H
4 . Duration of Treatment days 2 H H
5. Type of Treatment J&E D34
[0 Hospitalization From / / , to / / ( days)
N H / / , B / / ( H)
[0 Outpatient or Home Visit / / , ,
ABest / / , / / ,

6 . Brief summary of illness or injury JEROFE

7 . Prescription(s), operation(s) and/or any other treatments 45, FiliZ Do LiE

8. Was the treatment required as a result of an accidental injury? [J Yes [] No

BRI FROEFEICL D DT, EVANRAAY-d
9. Itemized Amounts paid to Hospital and/or Attending Physician {#4#%%: Form B
10. Name and Address of Attending Physician

A £ 0 44 51 B OMEFT
Name #4wni: Last First 4 Title #57=
Address 377 : Home 55 phone il
Office J5ke X2 HEHT phone &3
Attending Physician 824 [
Date HA7 : Signature &%

0\
W

Reference Number of your Medical Record (if applicable) ###0%=




F5R (Form A O%sH%)

Form A 78 AAGEUS CRUEi S TV D BA TS T TREHAICOW T HAGERZFH L TS 7ZEW,
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