1.This form is used for claiming the HITACHI health insurance benefit.

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

ATTENDING PHYSICIAN®S STATEMENT

Name of Patient Date of Birth ( ) Sex ( )
Male Female
Date of First Diagnosis Days of Diagnosis Diagnosis/Symptoms
,20 days.
Type of Treatment From ,20
[::]Hospitalization [::]Outpatient or Home Visit To 20 ( days)
———
Description of Service Fee

8.

. Consultation

. Medication

. Injection

[::]Injection

. Laboratory

. Hospitalization

. Operation

. Radiology

[::]X—ray

Anesthesia

[::]Local

. Others Specify

Treatment

[]

[::]Ultrasound

[ spinal¢ )

[::]Nuclear Scan

[ Jeenerat¢ )

Name and Address of Attending Physician/Superintendent of Hospital or Clinic

Name:

Total Fee

Address:

Date:

Signiture:

K-013



