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Request to Attending Physician
HEE~DHFEN

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

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

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. KA &, E72ARE - ABEAEBIZ &, ZoOBKX L EBHKETT,

Attending Physician's Statement
2 E R A BH B B

Form A
XA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEAL Fip(EFEA R) . ) MR

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. )
ERa RUCRRERAERERRSEES

’ , (No. )

3. Date of first Diagn&sis
EIEA:]

4 . Days of Diagnosis and Treatment
PRAK days
5. Type of Treatment
BROSER
00 Hospitalization From / / to / / ( days)
PN B / / S / /- ( B )

| Oﬁtpatient or Home Visit 4 / / . / /
ABEst / / : / /

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

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

WF5. FHE DOMDOLE DHE

8. Was the treatment required as a result of an accidental injury? ——— [ Yes 0 No

BRITEHDEEICL DS DO TT N,

" 9. Ttemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EFEE, THIIHEYEICRRSERBEONR B2k 3

10 . Name and Address of Attending Physician

BYE DL R UER
Name Last () ‘ First(%) . Title(#5)
Address  Home(H %) Phone(E:3)
Office(JREE £/ X2 %R _ Phone
Date(A £ ‘ Signature(E4)

Attending Physician($8 4 [E)
Reference Number of your Medical Record(if applicable)

DREDES
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2. ERARUERRERAERRRIEES

6. IFERDOBE

7. 0F. FHEOMOLRBEOEE
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Request to Attending Physician
HEE~DHREL

1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOBRIBE ORERROBMHOBBICNETTOT, MAEZBSENLET,
2. This form should be completed and signed by the attending physician.
ZOBRITRYESTEAL, 10BLLTIEEN,
3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. #AE., ELAR - ABRSMEICOE, ZOEX 1 KBLETT,

ltemized Receipt

X B\ E
‘Form B '
#=XB

(1) Fee for Initial Office Visit #l 2z ¥

{2} Fee for Follow-up Office Visit & 2. #

(3) Fee for Home Visit = E b2

{4) Fee for Hospital Visit A g B2 #

(5} Hospitalization A Be &

(6) Consultation 3 = &

(7) Operation - F #F %

' (8) Professional Nursing BEEEME

(9) X-Ray Examinations X # % & &

{0 Laboratory Tests* B OBk T OB * Please fill in the
content of the
Laboratory Tests. -
*HEREONALRV/ALTW

: &N,

() Medicines™** B £ ® ** Please fill in the name
and the amount of the
prescription of an
individual medicine.

*e LI 8 % OFEDL TR
LEERBALTIES Y,

() Surgical Dressing a #® -4

{3 Anesthetics ' AR [ =4

{14 Operating room Charge F i EE A

{15 The Others(Specify) - ZomERER)

{6} Total & i Unit is

BEEA

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

EE: SEHS BRICEZEBRROBOIBRN TS,
Name and Address of Attending Physician

Y EDOA TR OMER ,
Name Last(@) First(£) Title(F55)
Address  Home(H#) - Phone(&z%)
_ Office (RBE I X2 IREN) Phone
Date(E ) . )  Signature(84) ‘

Attending Physician(8 % [E)
Reference Number of your Medical Record(if applicable)

BREDES
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Request fo Aftending Physician
HUE~DOEREWN
1. Please fill in this form so that the patient may claim the health insurance benefit.
COBERITIBEORERBROBMNOBFIMLETTOT, EHEBENLET,
2 . This form should be completed and signed by the attending physician.
ZOHRITELSENTAL, DOBLALTLEEY, _
Form C 3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
#C filledout. &A%, TR - ABABICOE. ZORKIMALETT,

Attending Dentist's Statement
A2 R ANE B ME

1. Name of Patient(Last, First) Age(Date of birth) Sex (Male + Female)
BEA . EEEAR) . . R

2 . Date of first Diagnosis 3 . Days of Diagnosis and Treatment
oA . . . TEBH days

Permanent tooth Primary tooth

YN

NV | o Vs
oo DEAALAAD ANARAEICH o wi00R)| 013
(Lowen) & “ﬁ*ﬁﬁ' ] T 3E ErTREd 2

- 390)
<z
3] =I5
g | &5
=18

Type of Treatment JAROLE '
| Dental Treatment Localization of Teeth Examined Date
AR B MO.|DA.| YR. RERE

Tinitial Office Visit  §IR2%

X —Ray Examination VM URE
Dental Pulp Extirpation 8
Operation =~ FHf

Extraction &

Filling Fi&

Inlay (21—

Metal Crown &BX

Post Crown  #k#Eie

Jacket Crown T x7yhi
Bridge Work 7Uv¥

Plate Denture  HHKZEHE
Partial Denture fR&iZ#E
Complete Denture 23
Treatment of Pyorrhea Alveolaris

ERERRLE
Medicine 3

The Others ZD{t

- - Total &35t
Name and Address of Attending Physician
HYEOLRRTER
Name  Last(i) First(£) Title(#5)
Address Home(H %) Phone(E&%)
, Office (BEE £ I35 . Phone
Date(R ) . . Signature(E4)

Attending Physician(GB % [E)
Reference Number of your Medical Record(f applicable)

PEREOES
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HECEDLIRES
Agreement of Authorization

- {5IRBHLA H £__A H
« Starting date of medication Year Month Day

- BE
(BER)

(FERT)

(EFHR) F__A H

- Patient
(Name of patient)
(Address)
(Date of birth)  Year Month__ Day

AR AR ARSI -

R (REEZIIZH). V. o B ORTER AR R R & O IR B X
BT RS N EFE L B EE D, IMERBEPHERICO2FR (RETH
EATol- A, BT, MBANE) 2HAT 720, HHEEHORMFICL - T, BEITH
EIToBICREETV, SEELLORECH T2 HFRORMEZIT L L ICAELET,
7. FEEERICHED . NAR— O C—RNEL R AEAICE, SNAKR—EHH
FR RGBS IR AT Z L bIFETRB LR,

To: The Chunichi Shimbun Company Health Insurance Society

I (patient who has received treatment) authorize The Chunichi Shimbun Company
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.



E4 - IR
Signature

Ba AL, SRR EAANMToTTFEN, 2B, WOBAIL, SHEE KA
KAEDES) . BEZRA EARRERERAOEE) . EEMREA GRAMNELE LT
VWBES) REBL, WEHILTFEW,

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) Fll

(ERT)

(B F__HA H

(BF & DBR). cARN - BMEE - JREMRBIA - TOM ( ]

X AFRBEECOFDHRITIZLANDL 1L 2 4 AFTY,

(Signature)
(Address)
(Date) Year Month Day
(Relation to the insured) : Self +Guardian +  Heir + Other

$% This agreement of authorization expires 1 2 month after the signed date.

ek, EOHR, EREENOFIECRBEECEMERAZLERDONTES. FTEDCER
CHBEREEATTHES L3 H Y £7, '

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.



