
1 . Please fill in this form so that  the patient  may claim the health  insurance  benefit.

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

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out.    1

Form A

1. Name of Patient(Last First) Age(Date  of birth) Sex ( Male Female )

2. Name of  Illness or Injury preferably with the  number of International Classification of Diseases
for the  use of Health Insurance. (Please  refer  to the table  attached to this form. )

(No.            )

3. Date of first Diagnosis

4. Days of Diagnosis and Treatment
days

5. Type of Treatment

/ / to    / / ( days)
          / /  / /      

 Outpatient or Home Visit

6. Nature and  Condition of  Illness or Injury (in brief)

7. Prescription Operation and  any other  Treatments (in brief)

8. Was the  treatment required as a result of an accidental injury?

9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
 

  10. Name and Address of Attending Physician

Name Last First Title
Address Home Phone

Office Phone
Date Signature

Attending Physician
Reference Number of your Medical Record (if applicable)

/ / . / /
/ / . / /

Hospitalization  From

Attending Physician's Statement

Request to Attending Physician

Yes No

〔整理番号41〕



1 . Please fill in this form so that  the patient  may claim the health  insurance  benefit.

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

3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out.    1

Form A

1. Name of Patient(Last First) Age(Date  of birth) Sex ( Male Female )

2. Name of  Illness or Injury preferably with the  number of International Classification of Diseases
for the  use of Health Insurance. (Please  refer  to the table  attached to this form. )

(No.            )

3. Date of first Diagnosis

4. Days of Diagnosis and Treatment
days

5. Type of Treatment

/ / to    / / ( days)
          / /  / /      

 Outpatient or Home Visit

6. Nature and  Condition of  Illness or Injury (in brief)

7. Prescription Operation and  any other  Treatments (in brief)

8. Was the  treatment required as a result of an accidental injury?

9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
 

  10. Name and Address of Attending Physician

Name Last First Title
Address Home Phone

Office Phone
Date Signature

Attending Physician
Reference Number of your Medical Record (if applicable)

/ / . / /
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Kyosai Hanako 27 ５ 1988

Acute nasopharyngitis 1001

27 １ 2016

２

１ １

１ １

27 28

27 29

2016 2016

2016 2016

✓

✓

２

Fever , Headache

Blood test , Medications
✓

●●● ▲▲▲▲ ■■■

123 ●● ▲▲ ●● USA 123-456-7890

29 １ 2016 ●●●　▲▲▲

12345（記入がなくてもよい。）

急性鼻咽頭炎（1001）

発熱、頭痛

血液検査、投薬

456  ▲▲ ●● ▲▲ USA

共済　花子

987-654-3210

別紙「健康保険用国際疾病分類表」
に該当する番号を記入します。

診療日数は，診療を受けた日数です。
※　外来の場合･･･外来受診日の日数
　　入院の場合･･･入院日から退院日までの日数
（発症日から治癒日までに日数ではありません。）

入院・外来の該当する方に記入します。
入院の場合は，入院期間を記入し，外来の場合は，
受診日を記入します。
受診日数又は入院期間は，４の「診療日数」と一致
します。

※　記入内容に不備があった場合，療養費の算定が正しくできないため、
書類を返却し，再度現地の医師に記入を依頼することになり，給付まで
に時間を要します。
必ず，提出前に記入漏れがないか，また，内容に誤りがないか確認をして
ください。

　記入例　








