Form A (This form must be completed by each institution for each month.)
Bl A : {(FREE—DOORKRT 1 hECEC 1 KEBRATHTE)

1 This form is used for claiming National Health insurance benefit.
C O ERER OB OBRBICHERENE T,

2 This form should be completed and signed by the attending physician.
COERFESELSRE, hDBZL TS,

3 Two separate forms need to be completed for inpatient treatment and outpatient/home visit treatment, even when these
are pravided by the same institution. This also applies to medical treatment and dental treatment, for which two separate

forms should be completed.
—DORETHAREARMIFICRA LTLEEL. F. EREERORICIEA LTLIESL,

Attending Physician's Statement
2ENSHNE

1 Name of patient (Last, First) Age (Date of Birth) Sex (Male - Female)
EER i (£FAR) %Rl (B - %)

2 Name of lliness or Injury
i =F e

3 Date of First Diagnosis
#2H

4 Days of Diagnosis and Treatment days
ZHEEY

5 Type of Treatment
BROSYE

] Inpatient

ABE Mark the date patient received treatment
Month ]2345678910111213141516( days)
( 17 18192021 222324 2526 27 28 29 30 31 .~ (Eﬁi)

L1 Qutpatient or Home Visit
A4St
6 Nature and Condition of lliness or Injury (ih brief)
TEROEE

S

7 Prescription, operation and any other treatment (in brief)
. FTOMOLBOEE

8 Was the treatment required as a result of an accidental injury?
BEEBHOEZSICKDBOTTH,

Yes No
lFW A4

9 ltemized amounts paid to Hospital and /or Attending Physician : Form B
AERE #mI B

10 Name and Address of Attending Physician
ESEDERTR TP
Name @] Family name % Given name 4
Name of Hospital or Clinic (kX IF2#3)
Address  {¥Ff
Phone B\
Date Bfd
Signature 2%
Reference Number of your Medical Record (if applicable) #8200 ES

* This form should be completed and submitted together with Form B ({temized Receipt).
FHIUZ, [#E=0B] (AINEEHE) Sty FTHERLTLEEL,




Form B (This form must be completed by each institution for each month.)
#il B ' (FEEE—DDHRT 1 MACEIC 1 MEBHTSBTE)

1 This form should be completed and signed by the attending physician /superintendent of the hospital or clinic.
C OBRIHEEER ISFREEENEE, 1OBELTUIEL.

2 Two separate forms need to be completed for inpatient treatment and autpatient/home visit treatment, even when these
are provided by the same institution. This also applies to medical treatment and dental treatment, for which two separate

forms should be completed.
—DOFERTEAREARMIFICRALTLEE V. k. EREERERICRALTLIEEL,

Payment (GZHhEE)
Outpatient or Home Visit
. . ( ABES)
Itemized Receipt Inpatient
SEUNERME O
Month (B) ( ]

(1) Fee for Initial Clinic Visit 2H
(2) Fee for Follow-up Clinic Visit B2
(3) Fee for Home Visit =28
(4) Fee for Inpatient Management  AFRETER}
(B5) Hospitalization N
(8) Consultation 2B
(7) Operation ‘ FiE
(8) X-Ray Examinations XREs
(9) Laboratory Tests 'i%ﬁﬁﬁ
(10) Medicines EEH
(11) Anesthetics REE
(12) Operating Room Charge Fh=g
(13) Other (Specify) ZOftt ($FE0)

Other (Specify) ZDith (45D
(14) Total - & &t

Currency (unit) ST

Note: Please exclude bedroom charge or any fee irrelevant to the treatment.
AR ARUEEOER (BEHNY FY) &, ARCEEBREVBDRBRVTLIEELY,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
BEEF R EREROZAR TR

Name Family name Given name Title

2 =4 s
Name of Hospital or Clinic
RRFE (3R

Address {FPf

Phone  EBEE

Date B{3

Signature B4

*1 This form should be completed and submitted together with Form A (Attending Physician's Statement).
FEZ. BA] EEASHRER) Sy FTERLTZEL,
2 The amount of benefit to be paid will be calculated based on the standard amount to be paid under the National Health
Insurance program in Japan, as well as the detalls shown in Forms A and B, and therefore may be significantly lower
than the actual amount paid at the institution.
R, A . BONEERC, BT [EERHEER] BAAICIDEEENITTOTC. AFZFABTENGOED,




