Requests to the Attending Physician
FHYEA~DIBHEV
1. Please certify this form so the patient may claim National Health Insurance benefits in Japan.
ZORITEE OE RAEFRRROMT O HEFICLETT O T, FEAZ BV LET,
2. Please write details of the patient's treatment.
BIRNBITON T, FEASREHRL TES 0,
3. This form should be completed and signed by the attending physician.
ZORRRITHYENREE, OBALTITZSN,
4. One form is needed for each and every inpatient or outpatient treatment visit.
& A4, ABE, ABESMEICARE, ORI LE T,

Form A (E&XA)
Attending Physician's Statement

RPN B
1. Patient Name (Last, First) Age (Date of Birth in parentheses) Male / Female
BHEA Fm(AEFEH R) PERINCE - %)

2. Name of illness or injury. Please include "Number of International Classification of Diseases
for the Use of National Health Insurance” (see separately attached form)
JRAE AN e OVE] AR OR b [ B9 0 0 2 o (RIS D
3. Date of first diagnosis D/M/Y / /
WA H/H /% / /
4. Duration of treatment days
PR &
5. Type of treatment
TBIED MR
[ Hospitalization:  From / / to
N H / / S
[ Outpatient/Home visit: / /
ABest / /
6. Brief summary of illness or injury: FEROBEZE

( days)

~~ |~
~~ |~ |

7. Prescription(s), operation(s) and/or any other treatment: T3, FHTE OO MLE DB

8. Was the treatment required as the result of an accidental injury? Yes[] No[l
ORI FHDIEFICLDL DT, EUANANAY-4
9. For itemized amounts paid to hospital andfer attending physician: Form B
1aWREY, B
10. Name and address of attending physician:
FH2Y £ 44 if B OMEFT

Name 4i; Last First 4 Title #%%5

Address Fir; Home B = Phone No. &

Office Wb E/-1L2 8T Phone No. &E&

Date Bf+ Signature &4
Attending Physician #HXE

Medical Record Ref. No. (if applicable) 2k DE &

shizuoka20150401001



