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Foom A Attending Physician’s Statement EZERNSIHHE
(#=LA)

Request to Attending Physician 1BEADHFEL

O Please fill in this form so that the patient may claim the health insurance benefit.
OB BOERFRROGMIORBCHETIOT, SEAZHRELLET.

O This form should be completed and signed by the attending physician.
CORRIEEEN AL, MOBALTIZEN,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
A8, A ABRSMB(COE, 2O 1 I ETT,

1. Name of Patient (Last, First) B&%&

Age (Date of birth) it (£FEAR) . . Sex Rl Male 8 - Female &

2. Name of Iliness 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.) {SF&RMERFRAERERDEES

(No. )
3. Date of First Diagnosis #J:2
4. Days of Diagnosis and Treatment 2EH%X days
5. Type of Treatment ABEODE
0 Hospitalization ABE From . . to . . ( days )

[0 Out patient or Home Visit AR+ Month A : Year £F :

Date Bft: 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

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

7. Prescription, Operation and any other Treatments (in brief) 75, FTZDMONBEOHIE

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

Yes (&Y -+ No LWWX

9. Itemized amounts paid to Hospital and/or Attending Physician EEHEAX (FIBHEICZIAEEBEEORNER

> Fillin Form B #®X B(C&3

10. Name and Address of Attending Physician 1BHEOZa1RMMER

Name %@l Last ¥ First % Title #i5

Office Address JRBE X (SE2EFRO(EFR

Office JRFEX(IEZEPTDETR Phone &E:iE

Date Hf¢ . . Signature B4

Reference Number of your Medical Record (if applicable) 2E&ROES
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6. MEIRDEE

7. 75, FilreotmoLEOEIE
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£ P
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Form B

(#KB)

Itemized Receipt 7EURBBHHZE

Request to Attending Physician 1BEADHFEL
O Please fill in this form so that the patient may claim the health insurance benefit.
OB BOERFRROGMIORBCHETIOT, SEAZHRELLET.

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

CORRFIBHEN AL hMDOBRBUTIIE,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
A8, A ABRSMB(COE, 2O 1 I ETT,

Name of Patient (Last, First) B2&%&

Country E&

Currency unit EEBEf]

Item (IEH) Amount (£%8)

1 | Fee for Initial Office Visit (#z2H1)
2 | Fee for Follow-up Office Visit (BZh)
3 | Fee for Home Visit (4Fz2H1)
4 | Fee for Hospital Visit (ABTEIER)
5 | Hospitalization (ABZ&)
6 | Consultation (2RE8)
7 | Operation (Fr&s)
8 | Professional Nursing (25 EE)
9 | X-ray Examinations (X #F1eAaE)
10 | Laboratory Tests (GEtREE)

Please fill in the content of the

Laboratory Tests.

ERBONBZECAL A,
11 | Medicines (EEH)

Please fill in the name and the

amount of the prescription of an

individual medicine.

WA UEED2FREEZ B AL TS,
12 | Surgical Dressing (BFEH)
13 | Anesthetics (FAERE)
14 | Operating Room Charge (Fiz=E )
15 | The Others (zoAth-552)

(Specify)
Total &3t

% Important : Exclude the amount irrelevant to the treatment.i.e,payment for a luxurious room charge.
FRIERIE, ARICEEBEMRRVEDEBRNTIZEW,

Name and Address of Attending Physician 1BXEOZFIRMERN

Name %] Last ¥ First & Title #i5
Office Address JRBEX(SEZEFRD(EFR
Office JRFEX(IEZEPTDEIR Phone &

Date Hf¢

Reference Number of your Medical Record (if applicable)

Signature &%

ZEBROES
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10. FEIREEDOAER

11. EEREOWR (RO £)

15. Zoft (#55c518)
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rorm ¢ Attending Dentist’s Statement sERIZEBEASEHE
(HE2C) (Itemized Receipt FEUNBAHZE)

Request to Attending Physician 1BEADHFEL

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

OB BOERFRROGMIORBCHETIOT, SEAZHRELLET.
O This form should be completed and signed by the attending physician.
CORRIEEEN AL, MOBALTIZEN,

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

BRB. FeAFE ABSMBICOE, oK 1 MW ETT.

1. Name of Patient (Last, First) &%

2. Age (Date of birth) s (FHH) . . 3. Sex T£R! Male 8 - Female &
4. Date of First Diagnosis #1i2 . . 5. Days of Diagnosis and Treatment 2#H%X days
6. Name of Iliness 18#%% [ Dental Caries 585 [ Missing Teeth Ri& [ Pyorrhea Alveolaris tef&lEiRw
[0 The Others 204t ( )
7. Localization of Teeth #BfI
Permanent Teeth ZkKABE primary teeth ZFLi&
87654321 12 ] edcba‘abcdeL
87654321 123 ' edcba abcde
8. Type of Treatment SAED4E ( Currency unit @& )
Dental Treatment ((EREAE) Localization of Teeth Examined (Zs&Ep{1) Material (#4#}) Fee (CBEZH)

Initial Office Visit (#IzZ2#})

X-Ray Examination (LM ARE)

Dental Pulp Extirpation (3k8#)

Extraction (¥kih)

Filling (F5t®)

Inlay (4>L—)

Metal Crown (£EE)

Post Crown (fi#cisk)

Jacket Crown (Sv7vhE)

Bridge Work (FUw>)

Plate Denture (BERZ i)
Partial Denture (FEp&sE)
Complete Denture (¥a%sk)

Treatment of Pyorrhea Alveolaris
(IR E )

Medicines (3%Z%)

The Others (Z0(fil)

Total (&5t)

9. Name and Address of Attending Physician 1BHEOZFIRMERR

Name %] Last ¥ First &

Title #5

Office Address JRBEX(SEZEFRO(EFR

Office BT XIIZIRFIDEFR

Phone &E&E

Date Hf¢ . . Signature B4

Reference Number of your Medical Record (if applicable) :2E&ROES
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SAEICEAh3REZE Agreement of Authorization

JBYERIIAE Starting date of medication £E Year H Month H Day

£E42 Name of Patient

{¥Pr Address

4£&FHH Date of birth £ Year H Month H Day

EEHEFEERRRES 5

i (BEZRITEE) | (I, EEHFEERRFRKRBAEOHE X IEEHFERRERRES
NEFEULEEREN, BIVEREEFFERACHIFRX (BRETRZT AR, 5. BEND) ZHERI /. HESHDE
HEFCLOT. BETRZTOLECRIZTL). SZENSRR(CH I DBERORERZRITDICLCATLET,

Ffe. EEHRCHIED. )R- hOIE-—IREELRDZHBEICE. /CR— MERRI D CEEHBETARLET.

TO:Zenkoku Garasugyo Health Insurance Society

I (patient who has received treatment) authorize Zenkoku Garasugyo health insurance society or its staff,and its
subcontractors to refer and obtain any and all factual information related to an overseas medical treatment benefit
claim(s) filed or to be filed including date of the treatment, place, and any treatment records and information from the
medical organization in order to verify by submitting the related application forms.

Also, I agree to submit a photocopy of my passport if it is necessary along verification process written above.

E%M Signature

B BEERFTZRANMTO T IESN,

RP. ROBEE. FIEE (RANKREDES) . EERA (RANKREREZREADES) | FEEHEREA (RAHSEELT
WBIHE) BRB&ZLULTLIEEL,

Insured person who has received treatment shall sign one’s signature.

However, in the following case, guardian (insured person is under age), guardian of adult (insured person is adult
ward), heir (insured person is dead) shall sign one’s signature.

K4 Signature

{¥P7 Address

Hft Date £ Year H Month H Day

LEHLOEF Relation to the insured A A Self - $#E#& Guardian - JETEARFEA Heir - Z0fth Other ( )

X AEREOEMHREELANS 6 MAMTY .

This agreement of authorization expires 6 month after the signed date.

R, By, EEEENSPIEDORIBREPEMARREZROOSNEIHE. FIEOEMECHESIERLH TSI ENDD
ESER
Also, we might ask you to fill out the formatted documents if countries or regions, and medical institutions required

submitting their format of agreement of authorization or authorization letter.
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