Requests to the Attending Physician or Hospital/Clinic Manager

Y EE E IR FE B R~ OB

1. Please certify this form so the patient may claim National Health Insurance benefits in Japan.
ZORRRITEE OE REEFR R OIS O R FEICLETTOT, GEHE BBV LET,

2. This form should be completed and signed by either the attending physician or hospital/clinic manager.
ZORERUTHY B FDRBEO FHRNFE, 1 oBALTLIEEN,

3. One form is needed for each and every inpatient or outpatient treatment visit.
& H i, ABE, ABEAMEICATE, ZORKIBD LETY,

4. Please specify the monetary unit used.
RSN O EEDGZEITZ D BEFENTITEEY,

5. If patient was provided meals while hospitalized, please write no. of times and cost on the "Others" line.
ABERFIC R F AR AL 735513, B &84 2 OMAIIZREHL TSTEZ3 W,

Form B Itemized Receipt
£R=B X A A
(1) First-time Visit Fee W2
(2) Follow-up Visit Fee B2k
(3) Home Visit Fee 1EZ#
(4) Hospital Visit Fee UNCA SRS
(5) Hospitalization UNITE:
(6) Examination E
(7) Operative Treatment FIE
(8) Professional Nursing TR IR
(9) X-Ray Examination XA 2
(10) Laboratory Tests AR
(11) Medication = IR
(12) Surgical Dressing TR
(13) Anesthetics FR I EY
(14) Operating Room Charge Fi=& A
(15) Others (Please Specify) Z DA (HH H BIRD)
i) £ 4R (1150
Ex.) Meals (x times)
(16) Total A&t Monetary Unit is:

(B HAT)
Important: Exclude amounts irrelevant to treatment, such as Document Issuance Fees & Deluxe Room Charges.
TR il Rk, AR AR I E BRI VB DIFFROTIZS WY,

Name and address of attending physician or hospital/clinic manager:
HY B F IR S5 R O4 B K OMERT

Name 4 #i Last First 4 Title #%%
Address {7 Home B= Phone No. E:%
Office W&k k=132 9T Phone No. E:%

Date Hft Signature £4
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