sC A

Request to Attending Physician
BEHEADEREL

1. Please fill the boxed areas with bold lines so that patient may claim the social insurance benefit in English, Japanese.
COHKIIBEOHRRBEOHBRMDBBICKLETT DT, BARGE (Fz(& EiB) TAHRISEBAL TS,

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

COHKRFIBYENEE, HDOEALTZEN,
3. Please fill in the description of service other than listed items.

1~1D2QEEIZEZULEVZERNBAHSI5E (X, [13.0ther ZDH DRI AL TIZELY,
4. One form for each month (from 1st to end of a month)and one form for hospitalization / outpatient ( home visit ) should be filled out.

FENREE G FE IITEREL TS, ]

mﬁ ARz ABRSNEICDE COBKXIBABETT,
3
Attending Physician’s Statement

PRATHME

\
Name of Patient Date of Birth Sex WM LIF
Petyd Mr. Taro ALPS EERE 1.Jan.1980 R B %

Name of IlIness or Injury / Symptoms with the number of International Classification of Diseases for

[ Pregnancy in normal condition

XEHERTONAERARRDHHET HBETRAEL,

/- EicRBSN-RHRRRTOBRBEENHNEREEOERT.
Z0HE UTISEEDOIL,
LROBERARICEEND LGN EEHELEETERLEY,

AR S S A S

ZB

GRa / R RUBRRRAERERESHE EEZBOIIR
Asthma (No. 1010 )
BESCI‘IptIOI’] of Services =T Bescrlptlon of Services Fee
1. Initial Office Visit $10.00 8. Hospital Visit
#2H 1.Feb.2016 ' AEBESEE
2. Days 0@gnosis and Treatments 9. Operation
ZEH 1day E
3. Type of Treatment ;BED D1
Hospitalization Fixation
AR From / / [EE
To / / ( days) Dressing
Outpati Home Visit aR
ABEst 1.Feb.2016 - 1.Feb.2016 $10.00 Other Procedure ( Specify )
/ . /7 ' ZTOtDNE
/ / . / /
4. Medication M yes [no
"E 10. Anesthesia FFE}
$10.00 O Local [ Spinal [ General
xxx(5mg)
BE T £5
5. O Injection O IV Treatment 11. Operation / Emergency Room
gt =¥ F=E RECAERE
Pharmacy ZEH|
6. Laboratory ( Specify ) #&&E 12. Radiology E{&E2ERT
[ Urine O X-ray
173 LUNT Ul
O Blood O Ultrasound
& BERRE
O ECG ( EKG) O Nuclear Scan
LEX BREZ2MH
] 13. Other ZMfth
7. Physiotherapy
Ik times
TAOtjr' Fee @ $30.00
_D ] E—
Name and Address of Hospital/Clinic
k. ZERMOLMR VAR Information about Translator &R & 15
xxx Clinic, 1234 Alps street, Detroit, Mi, USA Address
£FF  xxx St, 1234 Alps Rd, Detroit, Mi, USA
Name of Physician
EEDKA Jimmy ALPS Tel
Date BEEE 12345678
FHH 1. May. 2016 Name or Company Name
Signature T Jovmg AT TS K& (FFta) Michel ALPS B/ YA
ExZ no 3 The part written by a non-Japanese language enters a Japanese
translation in the margin.

NEFTEAINTLSERIE. TDOMHDORBIZIWRETLZ A

R15HMET FILTAEREERERES



= Request to Attending Physician
sC A5l HLEAD L
1. Please fill the boxed areas with bold lines so that patient may claim 3. Please specify material, for items marked ¢

XOEBRIZDVWTIFMEBBAREL TS,
4. One form for each month (from 1st to end of a month) and
one form for hospitalization /outpatient (home visit) should

the social insurance benefit.
COBRITBEBOHRRROKBMDOBFEICLETTOT, HAE
(Ff=IE, BEE) TRERRITERAL TS,

2. This form should be completed and signed by the attending physician. be filled out.
COHRKITIELENEE, M DOBALTHZEL, Z£R(B~XKBA)E. Al ARSNEICDE, ZOHRKIMHABE
7 N\= e | mes g ttending Dentist's Statement
L BNBEEERBFEECERIEL T, ] HHPEANSHEEE
%2‘%“ Patient Mr. Taro ALPS Zﬁg‘?”th 1.Jan.1980 f;;“ .g' D;
I*;\Jlgt;aéomce Visit 1.Feb.2016 - 1.Feb. 201l %%S;Q&Dlagnos;;nd Treatmen@ .
Diagnosis / Symptoms
i fEAK @ Decayed Tooth /Toothache
ToOt NUMDEr Ba=
Permanent Tooth kKAt Milky Tooth ZL#&
H#1 #2 #3 H4 H#5 #6 HT H8 |#9 #10 #11 #12 #13 #14 #15 #16 #A #B HC #D #E |#F #G #H #l #)
Rs76®43211234567s R_E D C B A|A B C D E
8 7 6 5 4 3 2 1|1 2 3 4 5 6 71 8 E D C B A[lA B Cc D E
#32 #31 #30 #20 #28 #27 #26 #25|#24 #23 #22 #21 #20 #19 #18 #17 #T #S HR #Q #P |#0 #N #M #L #K
Bescription of Services T00th NO. Fee Bescription of Services Tooth No. Fee
1. Examination Ea #4 $100.00 | 9. Inlay/Onlay (Material) 3 {ob—/T7ub—
2. X-ray LUNFUBE
Bite-wings IRER X 10. Amal. / Comp. Build-up
Periapical IRAER X TIWVD L-BELY VIC KD AEE
Panoramic AV EARS Post & Core A7
3. Medication [yes [1no B Other (Material) 3% Zz it
4. Prophylaxies / Scaling HIRRE #4 $10.00
Fluoride vt EH
5. Root Planing A=Yuy - V=7 V=07 11. Crown =
Gingival Curettage HER Ty MEE Porcelain R—tL>
Perio-Operation SR F A Silver alloy IRE®
6. Extraction 7] Gold iy
Other Operation 0D Fi Other (Material) 3¢ Z 0t
7. Pulp Cap T 12. Bridge Work Ty
Pulpotomy R B - thEE Abutment (Material) XAW
Root Canal Therapy RERRE
1 Canal RE
2 Canal BeE Pontic (Material) H3—
3 Canal RE
8. Filling %i& 13. Plate Denture (Material) 3¢ HRKZEE
Amal. 7vh° L 1.Serf @
2.Serf m
Comp. &LV 3.Serf & 14. Other (Material) 3% Z 0t
1.Serf &
2.Serf m
3.Serf m
Other (Material) 3 Z Dt
Total Fee 3 $110.00
o O
Information about Translator EHERE 53R
Name and Address of Hospital/Clinic Address
iR, BEMOL MR Ui fEFT xxx St, 1234 Alps Rd, Detroit, Mi, USA
xxx Clinic, 1234 Alps street, Detroit, Mi, USA
Tel
Name of Physician . EiE 123 — 45678
EEDK % Jimmy ALPS Name or Company Name
Date 1. May. 2016 K& (Ff=34#4) Michel ALPS 1P
F£HH ’ ’ The part written by a non-Japanese language enters a Japanese translation in
Signature , ) the margin.
22 O Joy LL TS AEBETENNCLBERL, TOBSORACHRERA,

R15HMET FILTAEREERERES



