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DPWHRIZERICEHKALTH 5> T3,
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1. THIS FORM IS USED FOR CLAIMING THE SOCIAL INSURANCE BENEFIT. JAPAN AIR LINES
CORREHARBORH I NI E T, HEALTH INSURANCE ASSOCIATION
2. THIS FORM SHOULD BE COMPLETED AND SIGNED BY THE ATTENDING PHYSICIAN.
CORARIYSESEE, pOBLLTFR 0,
3. ONE FORM FOR EACH MONTH,ONE FORM FOR HOSPITALIZATION OUTPATIENT AND HOME VISIT.
%R, ABE - ABEAMEIC Z ok 1 S E T,

ATTENDING PHYSICIAN’S STATEMENT &#i&E  ITEMIZED RECEIPT fERE

NAME OF PATIENT (LAST,FIRST) AGE (DATE OF BIRTH) SEX

BHF A i (BEEHH) MRl (3B - %) O MALE [ FEMALE
Diagnosis Symptoms

2 SR

PRESCRIPTION, OPERATION AND ANY OTHER TREATMENT (IN BRIEF) /5, FfiiZ Oft DM oM E (ZH DO NE)

Description of Service Fee Description of Service Fee
BN B BIRNE B
1. Days of Service days 7. Hospital Visit
BIEHE e R R 2 B
Office Visit 4}3k 8. Hospitajization days
Initial N
Wz Date , Adm|i5|on Date s
I ABi
Subsequent Date s D|§ch:rge Date i
PR BB
9. Operation
Home Visit 2 Date s i
2. Me(iLcation [Jyes [ no Fixation
Pharmacy Dressing
KA s
3. [J Injection [J IV Treatment 10. Anesthesia iR
4t e8] [J Local [ Spinal [J General
Pharmacy Je 8 e e
Al 11. Operation / Emergency room
% Lab Soociy] ERUE RAgaWE
. Laborator eci
Jrem v opecily | 12. Radiology [fi{&Z Wi
) O X-ray
Ly b vk
[J Ultrasound
A o IR T
[J Nuclear Scan
B AW
5. Physiotherapy 13. Other
BRAfERE Z oAt
6. Medical Supplies
RS
Total Fee
NAME AND ADDRESS OF ATTENDING PHYSICIAN ik
[EE 1 RN Y RONEN S
X Paid By Amount Paid
NAME K% . LAST # FIRST # S 4 B
[J Cash
ADDRESS f1:/if : OFFICE ¥ bt X 1& &2 # it PHONE #i3f
[J Check
DATE : SIGNATURE %4 Balance
| Fres
REFERENCE NUMBER OF YOUR MEDICAL RECORD (IF APPLICABLE) u
B D Fe




