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Request to Attending Phyisician
BHE~DBFRL
1.Please fill in this form so that the patient may claim the health insurance benefit.
I ORKIFEE ORRRBOBEORIFICLETTOT, EHEBECLET,
2.This form should be completed and signed by the attending physician.
COFKRITEAEREE, HOBALTT S,
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3.0ne form for each month and one form for hospitalization/outpatient (home visit) should be filled out..

ERE. A - ARSI, 2ok 1B LETT,

Attending Physician's Statement

>

= 3 o
2 B A A B
Name of Patient Date of Birth Sex OM [OF
BEA 4HERAA 51 5 #
Diagnosis / Symptoms
27 HEAR
Description of Service Fee Description of Service Fee
1.Days of Diagnosis and Treatments 71}\%%%%‘5% i
®Zow A M
A oA
8 Hospitalization days
Office Visit ~ #1-3k ; PN F [
Tnfial i
] EQS " . , Admlsson)\ﬁ% ,
i s%uen Discharge :
2 B
. 9.0perati
Home Visit £ 5 OP;fﬁon
2 Medication [Oyes no
£t B Fixation
Pharmacy iE
£ Dressing
30 I%j?}crﬁon O TE%UM — | 10.Anpesthesia FFFE"
s S O Local [ Spinal [ General
- R e 2l
11.0peration / Emergency room
. Fifi = FRBWE
4.Laboratory(Specify) -
R 12 Radiology (15
O Xeray
L N i
[0 Ultrasound
; LRSS IR e
5 Physiothcrapy O Nuclear Scan
PSR E WE S5
6.Medical Supplics 13.0ther
B R A e ) e

IMPORTANT : EXCLUDE THE AMOUNT IRRELEVANT TO THE TREATMENT. |.E. PAYMENT FOR LUXURIOUS ROOM Total Fee
CHARGE. Fas
E OB BAEHSARCEREFROLTVEORBOTTFEL, e

Name and Address of Physician / Hospital,Clinic,Office

[E BT O 4 B UMERr NI, 2 HRPT 004 FRE USPTTE
Date Physician's Signature
HH [ i & 8 %

ALL NIPPON AIRWAYS HEALTH INSURANCE ASSOCITATION
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