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Form A
Attending Physician’ s Statement

B BT NI

1. Name of Patient (Last, First) Age (Date of Birth) Sex ( Male:Female )
BEL Fim (EFAH) PER (5 - &)
2. Name of Illness or Injury preferably with Number of International Classification

of diseases for the wuse of National Health Insurance (See the other side of this form)

55993 40 Ko OV Rt 0 B PR 1 B P 0 0 HE 3 5

3. Date of First Diagnosis : D / M /Y / /
EIEAE! n /A / % / /
4. Duration of Treatment : days
PR A A
5. Type of Treatment
TR D 538
OHospitalization : From / / , to / / ( days)
A H / / = / / ( H )
OOOut patient or Home Visit : / / / /
ARzt / / / /
6. Nature and Condition of Illness or Injury (in brief)
R INL
7. Prescription, Operation and Any other treatments (in brief)
W5, T E OAfth o L& O
8. Was the treatment required as a result of an accidental injury? Yes[] Noll
BRITFEHOHEFRICL DO TT A, (EA A4

9. TItemized Amounts paid to Hospital andor Attending Physician: Form B
TR FE B

10. Name and Address of Attending Physician

129 = D 4 Bl K OMERT
Name# Aif : Lastitf First4 Title 7
Address¥fr : HomeH=E phoneEif
Officellt XL 72 BT phone& 5
DateH {7 : Signature& 4

Attending Physicianfd ¥ [=
Reference Number of your Medical Record (if applicable)
LIRS



https://www.city.chiba.jp/hokenfukushi/kenkou/hoken/documents/kokusaishippe-bunruihyo.doc

FFR AR (Form A OFiHK)

6 JEROPE

7 RT7. FiTE Ofth oo ALE O

A Al

£ A

S

CEH. HFoO=EEIE)




Form B

Itemized receipt

oI M E

(1) TFee for initial office visit W2k $
(2) Fee for follow—up office visit P2k $
(3) Fee for home visit TEZEE $
(4) TFee for hospital visit PNIGEg=Ra 3
(5)  Hospitalization NG ¢ $
(6)  Consultation e $
(7)  Operation FTE $
(8 X-—ray examination XA $
(9)  Medication S ¢ $
(10)  Anesthetics PRI $
(11)  Operating room charge Fr=EH $
(12)  Others(specify) Zoft (HEAF) $ $
(13)  Total it

Important :Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
HEOE elREEERRICEERRO 2V DIFERNT TS,

Name and Address of Attending Physician,Superintendent of Hospital or Clinic
PSR U TRBE 55 R O 4 3T OMERT

Name
PAa] . Last First Title
i 4 e

Address Office JiBE X IT2IEET Phone 72
: Home H%E Phone #E:f
T

Date : Signature

HAF B4




FIFRUHH (Form B O #ifk)

12,

Z O (THHPIFEE)

RAH O

VIV

C2EIN

H o o) & 46




Form A-B
RECEIPT (DENTAL)

SIRNAERME ke 2RI E R

Request to Attending physician 84 E ~ |
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
(Z OFFUTERE OWRHRBROMAT O HFFICLETT O T, dEHZBEVLET,)
2.This form should be completed and signed by the attending physician.  (Z OFERUTHYENFTLA L, BL LT EEY,)
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
(& A f, ABE - ABEsMEIC, 2o 1 B %EETY,)

Separate receipt required for prescriptions. (GEAMEHIBNZLFEEZ RN D Z L))

Name of Patient (Last , First) Age (Date of Birth) Sex(Male * Female)
BEL s (EEHR) Rl (5 - %)
Permanent (ERDOLFE L ONHL) Baby teeth (FL#)
87654321|12345678 VIVIIT I |IH]]IIVV
87654321|12345678 VIVIIT I |IH]]IIVV

Identify examined teeth : (%249 204 O THAIISA & 2T %)
+ Cavity (C) (H#) - missing teeth (F) (XB) - stomatitis (G) (HP%)

- Phrrhes alveolaris (P) (#lil&F) - extraction needed (Z) (ZEikih)

Date of First Diagnosis(#]72 H) Currency paid
day(H [#) GHhiEE)

Days of Diagnosis and Treatment(F2#& %17 - 7= £ H 0
Office Visit Fees(Z2Wkh)
Examination Fees ({25 k)

X-Ray Fee(L'> k7V)
Other(Z DAth)

Services (JEE L 7=t OHERAL & 15 O FESH)

Describe when gold or platinum was used (BEMEHIA, A&ZMH Lz & X340 LT 72
WY

-Filling (FETA)

‘Inlaying (f > L —XII7 > L—)

-Capping (metal) (&J&5)

-Jacket capping (Vv 7 v hi)

-Capping connected (i @Akt th)

Chipped Teeth (KIEH & Hififk L 72356 € OEBAL & FH)
Bridge (7'V v )

-Partial artificial teeth (JEE3FE1H)

-Total artificial teeth (F2FEth)

Name of Hospital or Clinic (JFBE X IEZ2 T4 #r) Total (§f)

Signature of Doctor (FHY4[EZE4:)

Date (Hf) / /




BFRUHAL (Form A Of#t)

JEAR O

RT5 . FAfrE O JLE OB

WM OWR E o

A il

£ A

CEH. B oEigEsE)




