No.

¥ | veslmas O s HaE - BUSEER O FLE PoEEEEI I | WrEE(FEF R ElHE Y %
O FR O | O FIRATR O BB
HE e E
EIE +H
G EMR 1 | o | = 5

T S % = il H
- PEDFR
ga 5 % S0

&t | sk | AR i A H
A
X fh HE {ird
L P =
7S H%Kﬁ% N y N y ¥ =
L EINVERERE - BVERBRMNEBHREE (1/2)
AERREEREA AR B )
SELil A A B Wieg
- 0 B L o< o 5 | BT TECHERCR DR | o ROLE 13 R DL e
Al ke YD L = = \
D% "B E T D @ 7128 LTk PRiE ] EFALTL XN, )
i ¥ (24 o4
] A 4| BEAD
@R E K &L @ |@ 5 il e i 1 H
B m i wpx ol o) ok L, lemers

PHBEEOHDO|T 4 A B 4 L0

2 =
® m i H o E A
Kﬁ E]

- ) % 9% o 7 ox| A S A A
#|@® ﬁ % ® a4 w@EﬂF*<ﬁ%m%ﬁm [537¢)
2 [©) 4
E BWEZ TR .

A -

N BT o
+ L - Emo@% 4 @

2 @gé\iﬁizi?ﬁ%*u i 2 ApG 3 TORK @B EIEEL

R L P 4 J HET H R OB g )
& ZHAEL AN 1]2)3|4|5|6|7]s8]9]woft1|12]13]|14]15
Z Foo zE Moz

A
2z W ® % 16]17] 18| 19| 20| 21| 22] 23] 24| 25| 26| 27| 28| 29| 30| 31
VNARNE PN
Q@ E=ZFTHORENEN D - B | FroHRFEoORBOEE 5D - AL
®%f%@:ﬂ:o%m? =HF oK 4 &P K4
(FWR L xrz05) | £
RIS < WIAMRE T B L ONRA AT T B A RERA (L) ICBLLET. A 4 H H
%
(55 ﬁ K = (EFT
ol =% ® ¥
N % A E r4 @
? % Eﬁ [%&H%ﬁ] >:<‘,¢/ ‘; {T H {T Eﬂ \s-
EiEE e . I

2 BIRFERBEE



BVRER - IVRBRBEMMETIGHEE 22

Blanks to be Filled in by Doctor
N G IEWN |

Please fill in these blanks to allow the patient to claim the reimbursement, by the Japanese

medical insurance, for the costs he paid to the medical institution.

ZOMNE, BB EREBIN A>T M A RO ERRBRISH R T 5720 T OETRATE,

NAME OF INJURY
OR SICKNESS
5 W4
Examination From . . To . . days
2 2 ~
DIAGNOSIS Home Visits From . . To . . days
2 U e 4 ~
Hospitalizatic From . . To . . days
A I3 ~
Examination
Home Visits
1k 7
Medicaments
Detailed Examination
I #
X-Ray Examinations
EXPENSES FOR LN
MEDICAL Injection
SERVICES TE ¥
7z o B M Operation
T i
Hospitalization
N 3
Professional Nursing
T 3 5 &
Other
D A
TOTAL
= fis
Comments when necessary
to move to another hospital
or have him (her) return to
home country
fth DIFFTA~DORE T E S
LB DHEEITE DT
Date:
I acknowledge receipt of the abovementioned sum of money. ®£ H.H

LReFEEZEWELELE,

Signature of doctor:

EhE 4

Blanks to be Filled in by Pharmaceutist
B 1/ TN |

Please fill in these blanks to allow the patient to claim the reimbursement, by the Japanese

medical insurance, for the costs he paid to the dispensary.

ZOMITEROST B ANZEY  BE DI S FA 7B M % A ARDEIRRBRIZEE KT/ LI OETFA TSN,

NEME OF CI IAR/?ES:
. B &
MEDICAMENTS:
(For Days)
WAl A ( H %)
Date:
I acknowledge receipt of the abovementioned sum money. . H.H

RS Z OV LEL,

Signature of Pharmaceutist:

HHEA




