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Request to Attending Physician
#H 4% E A~ O B B W

1. Please fill in this form so that the patient may claim the social insurance benefit.
COBRRFBEOHEREDBADBRBICLETIOT, AHAEZHELOLET,

2. This form should be completed and signed by the attending physician.
COBRRIFIELENEE, HhDOBEL TS,

3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
ZAE. AR - AR EIZH., COKRKX 1 BMABETT,

Attending physician's Statement
2 B K F B @ B

2 |
2 %

a

Form A

e _

1. Name of Patient (Las, First) Keiko Date Age (Date of Birth) 7/8/1967 Sex (Male.
BoE & C @E BT ) &8 EFAR) C67. 7 .8 ) #E(B-®

2. Name of lliness or Injury preferably with the number of International Classification of Diseases for
the use of Social Insurance (Please refer to the table attached to this form).

BRERVHEREAERERSEES ((THSR) CEN)
DD ERRESR
XIil Others (No. 88) COROHRIERE
3. Date of First Diagnosis : 10/14 ,_ 1999 (99105 14\
# 2 B
4. Days of Diagnosis and Treatment . 2 days
Z & B ¥ ( 2 =155))

5. Type of Treatment
BE O S

[ Hospitalization :From , to , ( days)
A B (B F A B (E &F A B)( =15))
O Outpatient “From 10/14 , 1999 to 10/15 , 1999 (2 visit)
VIS @99 #10 B 14m =9 #10 A 14\mx 2 E)
O Home Visit :From , to , ( visit)
® 2 (B F A B (E F A B)( =)
6. Nature and Condition of Illiness or Injury (in brief) @
JERDEE
" R OB
Leg Sprain
7. Prescription, operation and any other treatments (in brief) @R
WA, FiEOMmONEDEE Lo

Administration

8. Was the treatment required as a result of an accidental injury ? YesO No M

ARREIEROGEFCLDLDTIMN? YA ATAYS
9. Itemized amounts paid to Hospital and/or Attending Physician. : Fill in Form B or Form C
HEMNARERE #HABFEIFCIZL D
10. Name and Address of Attending Physician
1B HED R TR UMER
Name &7 Last ¢ Mahomad First &  Imwku Title  #%%
Address  {¥F7 : Home BE Phone EiE
125 East st. Baisl
Office FmiexIzezmAr  Poteto Clinic Phone &
Date A 10/16/1999 ( 99 # 10 A 16 B)signature 4 Mahomad
Attendding Physician 8 % E
Reference Number of your Medical Record (if applicable)

¥

"B O EF 5

GE) BRI FEMAMICEHE LTI ZEL, (FRk125F4R)
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1. Please fill in this form so that the patient may claim the social insurance benefit.
COBRRFBEOHEREDBADBRBICLETIOT, AHAEZHELOLET,
2. This form should be completed and signed by the attending physician.

COBRRITEIENEE, ADERALTLEEN,

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

FRE. AR - ABRNEBICHE, COBRKX1BRABLETY,

Attendlng phyS|C|an S Statement

2 b3 B 8 B
Form A
FRzCA
1. Name of Patient (Las, First) Age (Date of Birth)
B F A ( ) Fiy (EFEAH)

E

Sex (Male. Female)
( . . ) MR (B &)

2. Name of lliness or Injury preferably with the number of International Classification of Diseases for
the use of Social Insurance (Please refer to the table attached to this form).

BRERVHEREAERERSEES ((THSR) CEN)
(No. )
3. Date of First Diagnosis : , £ A B)
# 2 B
4. Days of Diagnosis and Treatment . days
2 B B % ( =155))
5. Type of Treatment
B RO S E
[ Hospitalization :From , to , ( days)
A B (B F A B (E &F A B)( B &)
[ Outpatient . From , to , ( visit)
FANE 3 (8 F A B (& & A B) ( 1)
[0 Home Visit :From , to ' ( visit)
® 2 (B F A B (E F A B)( [
6. Nature and Condition of Illiness or Injury (in brief) @
JERDEE
7. Prescription, operation and any other treatments (in brief) @R
WA, FiE0MmONEDEE
8. Was the treatment required as a result of an accidental injury ? Yes[O No[I
ARREEROEFICLDLDTIN? YA ATAYS

9. Itemized amounts paid to Hospital and/or Attending Physician.

HEMERERE

10. Name and Address of Attending Physician
EYEORFT R VER

Name %A . Last % First 4

CFillin Form B or Form C

HRABEIFCIZL D

Title (i3

Address  {EF7 . Home BE

Phone &

Office /IR ILEHEFT

Phone &

ol
OH

Date Hft ( £

X

eference Number of your Medical Record (if applicable)
B 0 F B

¥

B) Signature 4
Attendding Physician # & [E

GE) BRI FEMAMICEHE LTI ZEL,

(FER125F48]






