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woresm | pess: |3 123496

TO BE COMPLETED BY PHYSIT\I (HEALTHCARE PROV%IJFRJ
; ERGEEESE)GCAMH 1 @ 3
Ea: ‘(5@' ‘(% T’\ B‘? Request to the Attending Physician ‘—]
Y[R ~OISREV

1. Please fill out this form so that the patient may elaim health insurance benefits.
OB BEORBERBEOBTORFICLETTOT, ML XA

2. This form should be completed and signed by the attending physician.
COBAFHEYESTEAL, 2oBRRLTIESN

3. One form for each month. and for each hospitalization / outpatient visit thome visit) should be filled out.
& HE, E-ARE. ARGz, ZOH LB TT.

Attending Physician’s Statement

Form A :
e Lo M E
1. Name of Patient (Last, First) Sex
Male -
mxs_ Kenpo Hanako 2 e
Date of Birth (D / M / Y) Medical Record Number LI

awpp 172 283 Joi3

2. Name of Illness or Injury, Preferably with the International Classification of Diseases Number
For Health Insurance Purposes. (Please refer to the table attached to this form.)

{78 RORRRIRAER R 2 8EE S (No. )

3. Date of Initial Visit(D / M / Y)
mee 0% . F3 2024

4. No. Days of Visit/Treatment

A J dayvs
5. Tvpe of Treatment
RO IR (D § M} XD
[THospitalization ~ From / / to / / ( dayvs)
ABE B / / * / / ( A [])
Ef()ut.patient or Home Visit 27 3 | 2024 ; / /
INITEA / / . / /
6. Nature of Illness or Injury (in brief)
kOB E ’
Dentol cavries
7. Preseription, Operation and Any Other Treatments (in brief)
Wiy, FfiEOMoOMEORE
Crown #LZ (pollad;iom) _
8. Was treatment required as a result of accidental injury? ———— [Yes E{;\To

BT oOEECLDLOTTN?

9. Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B
FEREER, FERUECELSERRONR - KABIZLD

ATTENDING PHYSICIAN INFORMATION 1% [ {5 ##
Medical Institution Name: ([EHEFER4) OD0O000

Address: (fEFD DO OO0

Name of Physician: ({8 4[E4) Title : (F5 %)
0000 0000
Signature: (& %) Phone: (@& (OO OO 00O

0000 OOOO Date Completed: ({Esk#FH H) 27 L3 2024

2024/03/26 #E JZRETIRIF—T I —TRERRES 2/3



semmue | gsws: |8 123456 TO BE COMPLETED BY PHYSICTAN (HEALTHCARE PROVIDER)

| EGEERLE) EAH

B 1@ /{% ﬁ EE” Request to Attending Physician
Y E O L
1, Please fill out this form so that the patient may elaim health i m‘-unnce benefits.
CORARBFORBRBOGHOBHF LETTOT, FHAEEOLET
2. This form should be completed and signed by the artending physician,
SHEAEYESEAL, DRl TIE Y

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

GHE, E-AR, NEWEICoF, Zofll e ETY

Form B . [temized Receipt
HA B BB M E

1. Initial Office Visit 7l F2 f q 5 UOO
2, Follow-Up Office Visit it 2 £
3. Home Visit it i 1
4. Hospitalization A b 24
3. Consultation a2 E #
6. Operation F i ®
7. Nursing Fee - BEFHEMRB
8. X-Ray Examination Y & B R
9. Tests Performed *FRENEELA . :
*Please provide details below B &z R
10. Medications A EERETLA " % "
*Please provide the name and dosage for each medication
11. Treatments/Procedures u it ®
12. Surgical Dressings e ik i
13. Anesthetics I B %
14, Operating Room Charge Fofff 8 B H
15. Other (Please speaifv) F0(HFEE L)
.60
16. Total & i L0 2 bo

Currenev Ut

B
IMPORTANT : Exclude any irrelevant costs to the treatment. Le., pavment for private/deluxe room.
. BREEE, SRCEERROZOLORRWTIEES
ATTENDING PHYSICIAN INFORMATION 1% [ i
Medieal Institution Name: (ERERMZ) Q00 CQO O

S uh keI WY

Addvess: ({ERT) 000 00O O

Name of Physician: (4 %4[% %) Title: (F55)
0000 alele)

Signature: (% &) Phone:(E35H OO OO0 ©0OCO

(»101% O oo GO Date Completed: ({ERESEH H) 27|
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