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Form A

WRBESES - S ® pmpmso |04 rok S0
@i 1 I® ! ==
27 e IR KB

X A ;
RARE |,

This form is used for claiming the social insurance benefit.

Z ORI REOBH ORFIHER Eh ¥,

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

ZORKBHEYENEE, »DOBAHL T EEN,
One form for each month, one form for hospitalization,”

BAZE., ABE - ABSZ L1220 % ZOBRIS/BETS,

outpatient and
home visit.

1. Name of patient (Last, First)
# %% Tarou Kenpo

Attending Physician’s Statement

TEATHEE
Age (Date of Birth) Sex Female)
iy (EFEHFRB) 5/5/1980 MR (B - &)

Social Insurance (See the other side of this form)

Bt s L CHSRREEAERRREES (RE2HR)

2. Name of Illness or Injury preferably with Number of International Classification of Diseases for the use of

1001, common cold #»¥

3. Date of First Diagnosis : 1/1 ,  20XX O0O%1818
#ZH
4. Days of Diagnosis and Treatment : 1 days 1HRE
LRA
5. Type of Treatment
BRI E
(] Hospitalization : From , 20 to , 20 ( days)
A b =] E ( BHME)
[/ Out patient or Home Visit :  1/1 , 20 XX , 20
N2 , 20 , 20 OO#1A1H
6. Nature and Condition of Illness or Injury (in brief)
IEROBRE persistent cough and slight fever. L2 20 & st
7. Prescription, operation and any other treatments (in brief)
W5, Fili. £ OMOLE OBEE
Antitussives and analgesics were prescribed. Bik L SEERIENS T S
8. Was the treatment required as a result of an accidental injury? Yes [ No 1
HRIIBFROBEICL DT, (E48 IN3E 4

9. Itemized amounts paid to Hospital and/or Attending physician : From B

TEREE KX B
10. Name and Address of Attending Physician
HEED LI & OERT
Name &n0 Last #F Abcde First & Fghij
Address fE£FF : Home H4% 123 abcRD Honolulu Hawaii Phone 987654321
Office Wk % 7-i32#Fr Hawaii CRT Clinic Phone 123456789
Date Hft 1/1/20X X Signature 24  Abcde Fghij

Attending Physicianf ¥4 [%&

#ERE
R AX

REHBEXBFE1—15—1—1001

ZmEoES 2004

Reference Number of your Medical Record (if applicable)

HRFUF - FLERRRIGHA K02 23




Form B BRBRESES B85 |0 pppmeao |0 sk so9
X B ®i®;47 i gﬁ@ BE  ABB
B ARK
ltemized Receipt
FHINEAME
(1) Fee for Initial Office Visit LR 7R $ 35
(2) Fee for Follow-up Office Visit Bk $
(3) Fee for Home Visit F2k $
(4) Fee for Hospital Visit ABE R $
(5) Hospitalization AbEE $
(6) Consultation LEE $
(7) Operation FilvE $
(8) Professional Nursing BREGEIGE $
(9) X-Ray Examinations XS EE 3
(10) Laboratory Tests HREE $
(11) Medicines R $ 15
(12) Surgical Dressing THE $
(13)  Anesthetics R $
(14) Operating Room Charge FiEEH 3
(15) The Others(Specify) ZOfl (FFEte &) 3 $
3 $
(16) Total = &t $ 50

Important : Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.

T B

ERERSBRICEEERE VDBV TL Z Xy,

Name and Address of Attending Physician,/Superintendent of Hospital or Clinic
HYE 72 3R EHROL B L UERT

Name - 1ast Abcde First Fghij Title Medical Doctor
EA:] <3 %
Address : Home H% 123 abcRD Honolulu Hawaii Phone 987654321

Office Wbt 7=i3# WA Hawaii CRT Clinic

Phone 123456789

Date 1/1/20X X Signature Abcde Fghij
Bt E4
#IERE RR#AEXERE1—15—1—1001

BRE AX
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