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(FormA) Request to Attending Physician
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1. Please fill in this form so that the patient may the Long-term Care Insurance
benefit.
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2. This form should be completed and signed by the attending physician.
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3. One form for each month and one form hospitalization/outpatient(home visit)be
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(FormB)Request to Attending Physician or Superintendent of Hospital/Clinic
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1. Please fill in this form so that the patient may claim the Long-term Care
Insurance benefit.
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2. This form should be completed and signed by either the attending physician or
the superintendent of the hospital/clinic.
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3. One form for each month and one form for hospitalization/outpatient(home visit)
should be filled out.
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4. If not in dollars please specify the unit used.
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