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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.

ZOMIE, BE D BRI ST A A RO BERRBRIZFE R T 5720 MBEIZOETFHWA TSN,

NAMEOTTRTORY
SICKNESS
B W 4

Examination From . . To . . days
2 5% ~ A
gAGNOSIS Home Visits From . . To . . days
P & 7 ~ A
Hospitalizatic From . . To . . days
A Bt ~ H
Examination
Home Visits
1k 7
Medicaments
Detailed Examination
I #
X-Ray Examinations
EXPENSES FOR LN
HEDICAL Injection
ERVICES bE! — i —

Hospitalization

A [
Professional Nursing
T 3 5 &
Other
DO
TOTAL
o it
omments when necessary
move to another hospital
have him (her) return to
me country
DIEBE~OF % T E &
AVERHDHEX T T DT
Date:
I acknowledge receipt of the abovementioned sum of money. ®£ H.H

FRLEHAZHWZLELE,

Signature of doctor:
\ 2% Fifi 55-4%

/

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.

ZOMITEROLST B ANZEY  BEDIERI AT E M % A ARDEIRRBRIZEE R T/ B EIZOETFRA TSI

o

CHARGEST
Py B & I
EDICAMENTS:
(For Days)
— EAENEE AR
AL.#
I acknowledge receipt of the abovementioned sum money. . H.H

FELARE WL EL,

Signature of Pharmaceutist:

HAIMEL




