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(BUHE)
B ARIEE (Agreement of Authorization)

- JR9EBAtA B (Starting date of medication) (Year) (Month) (Day)
F A =

- B (Patient)

BE 4 (Name of patient)

fEFT (Address)

44 H A (Date of birth) 8- Frt- 47 £ A H

(To:) K B ABEHEREREAES

TORBEZITT2E) . KB ABBHERAREESOBEDN, HIEEE
FRRERICHDEE (RBITARITo HEF, BET. BENE) 2R T 5720, HESEORME L
ST RBITRAEToLEBICRREITV., ¥ZE ORI TAEROBRMEZITAZLIIAELET,
Fiz, ERBERICHIZD, AR - Oav —BHELRAHFEITIL, 7 SAR— Mk B ASEHE R RBRA
AR THIEL R TRELET,

[ (patient who has received treatment) authorize Dai Nippon Toryo health insurance society or its staff

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.

Z 2 (Signature)

BRI OREZTTEARANDPIT o TTED, 2B, ROBEIT, BHEE (RARRBEDHE) ., e
BAN FRADPHEFRRADER) GEERBA (KABELLTODEE) BELLTTE,

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)
fE£RT (Address) O M&3E | OEFTERT
Hf (Date) T A H

B L OB (Relation to the insured)
OA& AN (Self) DOFHEE (Guardian) OIETEMRBEA (Heir) OF Dt (Other) [ ]
XKAFBZ2OFDHRITIESL BNH60 A BT,

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

ks, B, EREEENOIIEOREESCEERAREEROONISEES . FTECEHICLEERIETY
SRETECIENHD ET,
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.



Request to Attending Physician
HUEANDHBEL

1. Please fill in this form so that the patient may claim the health insurance benefit
ZOHKEBE ORERROBHOWFICLETTOT, HEAXBEVLET.

2. This form should be completed and signed by the attending physician.
CORNTHEYEENEAL, 1oL LT REN,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. #A&, LA - ABRSNMEICOE, TOBRX 1 MBKLETT,

Attending Physician's Statement
2 R AT B A B

Form A
wRA
1. Name of Patient(Last, First) Age(Date of birth) Sex  (Male - Female)
BEL o HREFAR) L R

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. )
ERARCRERRAESERIEES
( No. )

3 . Date of first Diagnosis
WA

4 . Days of Diagnosis and Treatment
LERAK days
5. Type of Treatment
R OE
O Hospitalization ~ From / / to ! / ( days)
N B / / = ! i & g

O Outpatient or Home Visit { ! i / i
ARzt / ! . / !

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

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

nr. FHEoMoONEOEE

8 . Was the treatment required as a result of an accidental injury? ———— [0 Yes O No
BRIEZOHEE LS HDOTT D,

9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREE, EIIBEEEICKA>ERROAR  #HXBIcL b

10 . Name and Address of Attending Physician
HUEDA BT R OMER
Name Last(#) First(&) Title(# %)
Address Home(BH%E) — Phone(Z %)
Office (FRBRET-ITR2HAT) Phone
Date(B 1) ) - Signature(F4)

Attending Physician(#8 4 &)
Reference Number of your Medical Record(if applicable)

DRBOES

BRINA  FRER

2. BRARUVERERAERERESRES

6. SR DOEE

7. 05, FEREFOMONEOHE

B|RE
=T




Request to Attending Physician B =
HUE~DHFEN R AR

1. Please fill in this form so that the patient may claim the health insurance benefit. - =n(= .
DR BE DRERRORITOPWILETTOT, EHEEHE LET, 10 FEERER OARCGEREONE)

2 . This form should be completed and signed by the attending physician.
COBRKBHEEENSRAL, »OBLL TSN,

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

filled out. BA®. FFAL - ABRSMBICOE, ZOKX 1 HRLETT,

ltemized Receipt
m KA S

Form B
%A B
(1] Fee for Initial Office Visit %) £ £ 3 1) EXBONREDLHE, &)
(2] Fee for Follow-up Office Visit & 2 3
(3] Fee for Home Visit fed % #$
(4) Fee for Hospital Visit AR OE OHE M8
{5) Hospitalization A 4 3 N
(6) Consultation % = ®$ =
(7) Operation ES [0 ®3
(8) Professional Nursing W% E E MRS
(9) X-Ray Examinations X % & & %S
{1 Laboratory Tests* # R OF R * Please fill in the
-~ 3 content of the -
- $ Laboratory Tests. 15 FrEEHR
$ CEREONETERALT
$ 1ZEV,
1) Medicines** E £ 4 ** Please fill in the name
8 and the amount of the
$ prescription of an
$ individual medicine.
$ *ALH LT E < DROL TR
5 LREBALTESN, -
12 Surgical Dressing a o RS =
{13} Anesthetics BR B RS HaRE
(14) Operating room Charge F W E R OAS e
(5 The Others(Specify) FoM(FEEL)
$
- $ K4
$ _
3 B3
(1§ Total & B3 Unit is
pey 3T

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

EE: WRIEEE BRICERBEZOLOERO TSN,
Name and Address of Attending Physician

Y E DL B R UMERT
Name Last(¥%) N First(4) Title(f55)
Address  Home(B %) Phone(®38)
Office (RPBE /- 1L LA Phone
Date(R 1) . . Signature(£4)

Attending Physician(f8 % &)
Reference Number of your Medical Record(if applicable)

BREOES



Request to Attending Physician
HUE~DSEL

1. Pleasc fill in this form so that the patient may claini the health insurance benefit.
ZOHRKILET ORFERRORFTOHEIILECTOC, ERERE ALET,
This farm should be completed aud signed by the attending physician.
OBEBFRIMEHEBEA L, p0oBA L TCLE,
Form C 3. One form for each month and one form for hospitalization/ cutpatient (home visit) should be
B C filled out. & H %, FLAR - ARAMEICOE . ZOHK I HBLETT,

[

Attending Dentist's Statement
E B 2 R AN B B HE B

Mame of Patient(Last,First) B4 Age(date of birth) €&k (44 A RB) Sex MR
Male - Female
Date of first Diagnosis #1582 B Day of Diagnosis and Treatment $29¢E B #&
days
{Upper) Permanent Teeth 7K/AH Deciduous Teeth $L38
: £ 765432 11193485678 |EDCBAABCDE
:'Lower)?JTEE-JB’1|12345678 EDCBAIABCDE
) (RIGHT) (LEFT) (RIGHT) (LEFT)
Name of lllness Dental Carise Missing Teeth  Pyorrhee Alveolaris ~ The Others
#wa DhhiE T R Ffth
Localization of Teeth | |
Filina | | I I
Tspe of Treatment {4744 :
Dental Treatment Localization of Teeth Examined Date l Fee |
WA BT MO.DA.| YR. EERR
1

-iinitia] Office Visit #3244

X —Ray Examination LM%
Dental Pulp Extirpation #H## | |
;Operation Fily
|Excraction
Filling  Fei%

El].ay A b—

Metal Crown & B
Post Crown G
Ecgt Crown P47 vhgE
Bridge Work 7Vy<
Plate Denture B R A

Partial Denture Bz
Complete Denture  #31H

#3C

AR

(Upper)

9

anent ’Iieeth KA
1

(Lower)

L] v

1

1T 2

q

g
45
15

(LEFT)

Name of [llness
R4

A

Localization of Teeth

BBz

Dental Carise

fati:tid

Missing Teeth  Pyorrhea Alveclaris ~ The Others
| U R

T Oft

=i 4]

J5Y: g

Mt

Lobp

b5

S

Frdvc)

FEH

A —

& B

15150

Dnbry bR

TV

HHREE
Rty
3]

R AL

Treatment of Pyorrhea Alveolaris
A AR AL
|Medicine 3

The Others F Dt

|
i |
Total &&f|

Name and Address of Attending Physician
184 E DL HI K CERT
Name  Last(¥f) First(4) Title(#55)
Address Home(B %) Phone(&EzE)
Office (Al 7= I XL HEFT) Phone
Date(B 1) . . Signature(#4)

Attending Physician(38 % [£)
Reference Number of your Medical Record(if applicable)
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