Requests to the Attending Physician
FHY E A~ D FBFE
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2.

3.

4.

Please certify this form so the patient may claim National Health Insurance benefits in Japan.
Z ORI O E R OGO RFEICLETTOT, GEREZ BBV LET,

Please write details of the patient's treatment.

PRI OV T, FEICRER L T2 &0,

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

ORI Y EREE, 1oBL LTSN,

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

HAME, ABE, ABAMEICAE, 2ok T,

FormA (=X A)

Attending Physician's Statement

LIRNA DI
Patient Name (Last, First) Age (Date of Birth in parentheses) Male / Female
BES i CEEA H) PER B - %)

Name of illness or injury. Please include "Number of International Classification of Diseases for the Use of
National Health Insurance™ (see separately attached form)
TAE AL K ONE| AR FECR IR E BN 0 0 5 (RIS )

Date of first diagnosis D/M/Y / /
7 B HIAIE / /
Duration of treatment days
AR A
Type of treatment
1B D574
1 Hospitalization:  From / / to / / ( days)
NI H / / = / / ( M)
[] Outpatient/Home visit: / / / /
NS / / / /
Brief summary of illness or injury: SR OB
Prescription(s), operation(s) and/or any other treatment: WLT5, TFiTE DML AL E DA

Was the treatment required as the result of an accidental injury?  Yes[] No[
ORI FHOEEIC L 25D T A (3 A4
For itemized amounts paid to hospital and/or attending physician: Form B

BmEE BB

10. Name and address of attending physician:

Y R D4 FiTES K OMERT
Name #mf ; Last #k First 4, Title #%
Address f:fr ; Home H% Phone No. Ezf
Office Jfe & 7= (L2 HT Phone No. &gk
Date Hft Signature £4

Attending Physician #14x
Medical Record Ref. No. (if applicable) @# ko %=

pait
S




