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TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
| ERTCE RS #) A

Request to Attending Physician
HYE~DOBEN

1. Please fill out this form so that the patient may claim health insurance benefits.

Z DRI EE ORI O O FFEICHETT O T, FEHEZ BV LET,
2. This form should be completed and signed by the attending physician.

ZOFERITHLENFTAL, 2OBLA LTI,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

KR, ETAPE, ABSMEIZOE, O 1 BB BLETT,

Form C . .
B2t C N Attenging‘ Dentist 5 § Statemiant
B 2R N K B M E
Name of Patient (Last, First) Date of Birth (D /M /Y) Sex Male - Female
BEA4 EFHH . . 51
Date of Initial Visit (D/M/Y) No. Days of Visit/Treatment Medical Record Number 2R #k%E 5
FIEAE . . P A days
*Please circle the treated tooth JEELZHIZO% DI} CLIZEWN
Permanent teeth Primary teeth
g i g @gg g g g
£ 9 10 1516%% B C D E F G H =
E 31 30 29 28 27 26 25 |24 23 22 21 20 19 18 17 4 = B 8 8 0 é @ K E
ﬁ ﬁ (LOWER) ﬁ ﬁ
TYPE OF TREATMENT 53D 55¥8
Dental Treatment Tooth No. and Surface Date Fee
P EHAE BHTEAL D M Y RRE

Initial Office Visit #JZ2%}
X-Ray Examination L MU

Dental Pulp Extirpation k%

Operation  Fi7

Extraction Kk
Filling Foii

Inlay A2l — *Material F#4( )
Metal Crown <@ *Material 544 ( )
Post Crown kit  *Material 544 ( )
Jacket Crown %7 v *Material FH1( )
Bridgework Vw3 *Material 544 ( )

Denture ARFEH
Partial Denture SR ERFE T

Complete Denture #aFEH

Treatment of Pyorrhea Alveolaris B i L &

Medication #3&

Other ZOfhs
Total &t
ATTENDING DENTIST INFORMATION  $24 pff o[22 175 A
Medical Institution Name: (FE#e#RI44)
Address: ({£AT)
Name of Dentist : (.24 8 £} 2) Title: (Fr)

Signature: (£4) Phone: (FEFF)
Date Completed: ({ER%4EH H)
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TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
| RS #) A

Request to Attending Physician
HYE~DBREN

1. Please fill out this form so that the patient may claim health insurance benefits.

Z ORI EE DRBERR O O FFEICLETT O T, AEHEZ BV LET,
2. This form should be completed and signed by the attending physician.

ZORRRIFHYENTA L, OBA L TIEEN,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

KR, ETAPE, ABSMEIZOE, O 1 BB LETT,

Form B Itemized Receipt

BB O oM E
1. Initial Office Visit 1 B Bl
2. Follow-Up Office Visit ) 2 Ft
3. Home Visit 1% 2 Bl
4. Hospitalization A i #
5. Consultation P % g
6. Operation F it #
7. Nursing Fee T % & & B %
8. X-Ray Examination X # m & &

B R A B S

9. Tests Performed FRANK ZFEA : W& B

*Please provide details below

10. Medications A R EREETA

*Please provide the name and dosage for each medication

11. Treatments/Procedures Ul A #
12. Surgical Dressings @) H #
13. Anesthetics JBR [ #
14. Operating Room Charge F oW = & H
15. Other (Please specify) Z o (FrFt L)
16. Total & 7

Currency Unit

T HAL
IMPORTANT : Exclude any irrelevant costs to the treatment, i.e., payment for private/deluxe room.

HE . SRS, IERICEERFRO VL OIERW T Z S0,
ATTENDING PHYSICIAN INFORMATION #H 4 [ 35 %14
Medical Institution Name: (#5884 )

Address: ((FFF)

Name of Physician: ({824 [E4,) Title: (35

Signature: (£4) Phone: (FEZF)
Date Completed: ({ER%4EH H)
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9. EREEDONR GEREDONE)

10. EHEDOWR GEOL R, &)

15. FFrtHIH

BIRE




I EE B [FIEE/Agreement of Authorization

TBEBRLA B Starting date of medication
4 A H Year Month Day
JisE N Patient:
KA Name of patient:
EpT: Address:
AR A H H Date of birth: Year Month Day

RO LR A

FL (BREZITT24E) RN Lo B /=3 AU GRAN) | = B A BN G A =i A U i
ANTFE LT FERD, VEREHEERICH 2 FHE RBITAEIToT- AR, S, IHBRNE) Ziaid 57
W, HEEEHEORMERC L - T, IBEEITAEIToT-H IR EITV), YEEN LIRRTRT 2RO E 2T 5
ZEIZEELET,

T, FRHERCHTZ0 . NAR— O B—RNME L 72 H5AITIE, 2 XAR— N2 KBS LS RS
R A Z & B CRIBELET,

To:Oosakafudenkikou jikenkouhokenkumiai

T(patient who has received treatment) authorize Oosakafudenkikoujikenkouhokenkumiai 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.

Z4 « HEIE/Signature

B4 - FENTBR AT IR AT TR &Y, 228, IROGEITEMHEE RADKREEDOES) . BEFZRAN (K
NS RADER) . EEHREAN (RADELE L TWAEA) NE4L, HEHIL T ZE0,
sign one’s signature.However, in the following

Insured person who has received treatment shall

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.

KA4: F Signature:
E Address:
HfT: e H H Date: Year Month Day
B L OBR Relation to the insured
AN « BIMEE - IEEMRA - Z0fth ( ) Self /Guardian /Heir /Other:
This agreement of authorization expires month
KAREEOEIIRIIEA BG AT, after the signed date.

e, [EROHUE, BEIRIEETN DETE DIREERZERR 2RO b rG, i DEICHN B A RLE 272
STERBY ET,

Also, we might ask you to fill out the formatted documents if countries of regions, and medical institutions
required submitting their format of agreement of authorization or authorization letter.



