Request to Attending Physician
HYEADEHFEL

1. Please fill the boxed areas with bold lines so that patient may claim the social insurance benefit in English or Japanese.
COHRITBEOHEREDOHEMADORBIIWETTOT, BREFIFEEBTRAHRRNITERALTIZEL,

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

COHXTBLHENEE HDOERLTHEEL,

3. Please fill in the description of service other than listed items.
1~120EEICRALEVZEABHHDHEE X, [13.0ther ZD M I DFIZEEAL TS,
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.

FAB~XB)E. Al ABRNEIIDE, COBRKXIBARLETY,

Attending Physician’s Statement

PEANZTHMEE
Name of Patient Date of Birth Sex LM LIF
2EA £F/8H MR B %

Name of Illness or Injury / Symptoms with the number of International Classification of Diseases for
fthe use of Social Insurance (See the other side of this form)

[ Pregnancy in normal condition

Pharmacy ZE&I

ERE / fEIK RUBRRRAERERFRES DHE EEZBDITIR
(No. )
Description of Services Fee Description of Services Fee
PERAS fak PERAE &

1. Initial Office Visit 8. Hospital Visit
#ZH ARREFER

2. Days of Diagnosis and Treatments 9. Operation
ZEBH days Eif

3. Type of Treatment ;BED 1
Hospitalization Fixation
A% From / / EE

To / / ( days) Dressing
Outpatient or Home Visit @R
UNET / ./ Other Procedure ( Specify )
/7 /7 ZTDDNE
/ _/ / _/
4. Medication [ yes [ no
BE 10. Anesthesia FFE}
[0 Local [ Spinal O General
HEB T &5
5. O Injection O IV Treatment 11. Operation / Emergency Room
5 R FifT=E RoRE=E

6. Laboratory ( Specify ) &RZ&E

12. Radiology E{R:2H#T

[ Urine 0O X-ray
R LT
[ Blood O Ultrasound
ik BERRE
[0 ECG ( EKG) [0 Nuclear Scan
ILER A
O 13. Other ZMfth

7. Physiotherapy

XRFERBTOUAEBAERDARFET HIHETRRAI:EL,

EB-Efi TREBESNAFEBRTORRBEELHNILREE ORE,

ZDHEE.UTIZERDIL,

LEOBBERBICHEND G EEHERELI-ETEELEY,

ZB

e PN times
Total Fee
=
Name and Address of Hospital/Clinic Information about Translator FHEREE R
R, RO RUFEM Address
X/
Name of Physician Tel
EDKA B
Date Name or Company Name
£AH K& (FfE#4) /Y4
Signature S The part written by a non-Japanese language enters a Japanese
24 translation in the margin.
AT NEETENNTLLEME. ZOBHSDORAICHRETL A,

R15HMET FILTAEREERERES



Request to Attending Physician

EHEE~DHFL
1. Please fill the boxed areas with bold lines so that patient may claim 3. Please specify material, for items marked ¢
the social insurance benefit in English or Japanese. XOBEEIZOWTIEMELRAREL TS,
COHRITEEOHRRIEOHBAORBIIWETI DT, BRE 4. One form for each month (from 1st to end of a month) and
FIIEEEBEBTRERIZEEALTIZE, one form for hospitalization /outpatient (home visit) should
2. This form should be completed and signed by the attending physician. be filled out.
COHRIFIELENEE, M DOBALTHZEL, Z£R(B~XKBA)E. Al ARSNEICDE, ZOHRKIMHABE
TY,
Attending Dentist's Statement
WMHECENTHEE
Name of Patient Date of Birth Sex LIM_LIF |
BEL 44 AH 2 IS
Initial Office Visit Days of Diagnosis and Treatments
LIRS ZEBEH days
Diagnosis / Symptoms
0 fEK
ToOt NUMDEr Ba=
Permanent Tooth kKAt Milky Tooth ZL#&
1 #2 #3 #4 #5 #H6 HT #8 |#9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E |#F #G #H #l #)
R_8& 7 6 5 4 3 2 1)1 2 3 4 5 6 7 8 L _E D C B A|JA 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|A B C D E
#32 #31 #30 #29 #28 #27 #26 #£25|#24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P [#0 #N #M #L #K
Bescription of Services T00th NO. Fee Bescription of Services Tooth No. Fee
1. Examination S 9. Inlay/Onlay (Material) 3¢ {oL—/7yb—
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 RGeS
Fluoride vt EH
5. Root Planing A=Yuy - V=7 V=07 11. Crown oA
Gingival Curettage HER Ty MEE Porcelain R—tL>
Perio-Operation SR F A Silver alloy IRE®
6. Extraction 7] Gold iy
Other Operation Z DD F it Other (Material) 3 Z Dt
7. Pulp Cap HEEE 12. Bridge Work T
Pulpotomy R B - thEE Abutment (Material) XAW
Root Canal Therapy RERRE
1 Canal RE
2 Canal BeE Pontic (Material) A3—
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 ZDith
Total Fee
&t
Name and Address of Hospital/Clinic Information about Translator FHERZE 1R
iR, BEMOL MR Ui Address
=3
Name of Physician Tel
EMDKS ]
Date Name or Company Name
£HH K& (FfF#4) B/ Y4
Signature The part written by a non-Japanese language enters a Japanese translation in
ﬂ the margin.
NEBETENMMTVSEFRIE. TOEHDDRBICHRETL A,

R15HMET FILTAEREERERES



