Request to Attending Physician
HEE~D B

1. Please fill in this form so that the patient may claim the social insurance benefit.
CORA IR REOIBTRFFICLETTOT, iHZBECL ET,

2. This form should be completed and signed by the attending physician.
CORRAIFEYERFZ, 2OBEAL T LI N,

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

#H R ABE - ABeshEIC D F |

Form A (kX A)

1.

10.

Name of Patient(Last,First)

oA 1 BB LETT,

Attending Physician’s Statement
=/ 5

2R

Age(Date of Birth)

ol &

BNRER 1/6

Sex(Male - Female)

BO#F 4 Fh(EFEHAR) RIS - &)
. Name of Illness
% m A
. Date of First Diagnosis : ,2 0
] 2z H H H
. Days of Diagnosis and Treatment : days
Z B H % H
. Type of Treatment
BB O M
[1Hospitalization : From .20 to .20 ( days)
A BE B £ ( H )
CJOutpatient or Home Visit :  From .20 to .20 ( days)
A BE Ak From .20 to .20 ( days)
. Nature and Condition of Illness or Injury (in brief)
fE ko B %
. Prescription , operation and any other treatments (in brief)
7. FiliZ OO ALE DR
. Was the treatment required as a result of an accidental injury? Yes [] No [
FRIEFEROEEICLELDTTH, EON VR
. Itemized Amounts paid to Hospital and / or Attending Physician. : Fill in Form C
JHB e REE HERCick 2
Name and Address of Attending Physician
BEEO4HTE L O
Name %A : Last i First % Tide ¥5
Address fEfT : Home B%E Phone & &
: Office bt % 72 1332I Phone %

Date HfF

Signature & %

Reference Number of your Medical Report (if applicable)

PR OES
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Request to the Dental Surgeon

BNVEEE 2/6
W RHERT~D BFA

1. Please fill in from so that the patient may claim the social insurance benefit.
CORKIFHEREOBHABRBICLETIDT, SEAZEBLOLET,
2. This form should be completed and signed by the Dental Surgeon.
COHRFT. BREMMNTEALEBLLTIIZEL,
3. One form for each month should be filled out.
FRAZELICCOBRA—HDBRBETT,
4 . If not in dollars, please specify the unit used.

FILLSDEREDIZEIE. EDEZEHLE SN,

Itemized receipt (Dental)

Form B (#=XB)

A E (E R

Name of Patient(last , first) Age(Date of Birth) ( ) Sex (Male, Female)
BEA iy (EFEAR) R (5B, %)
Date of First Diagnosis Day of Diagnosis and Treatment days
A DA F [

Permanent Teeth (FK/ATH)

Localization of Teeth ¥{\f

Deciduous Teeth (FLEH)

R 87654321'12345678L R edcba | abcde L

' 87654321|12345678 ' ' edcba|abcde ’
I. Name of Illness JEJR%

1.Dental Caries o fhJiE  2.Missing Teeth KiE 3. Pyorrhea Alveolar Hiflil)F 4. The Others & Dt

II. Dental Treatment MHHRHNEE Localizatior%(\)%l:;%?% Examined Material #f F} F e e 1BEE
1.initial Office Visit W2k $
2.X-Ray Examination X A $
3.Dental Pulp Extirpation #ff $
4. Extraction otk $
5.Filling FoE $
6.Inlay V% $
7 .Metal Crown / resin 4 JE ek $
8.Post Crown ko e $
9.Jacket Crown vy Mk $
10.Bridge Work 77 )y $
11.Plate Denture HIRF ki

Partial Denture JR) i 25 Bl $
Complete Denture e ¢0)
12.Treatment of Pyorrhea Alveolar $
B A R TG
13.Medicine ¥ $
14.The Others ( ) $
Z 0 ( )
15.Total & Gt (Unit is ) REEEAT $

Name and address of the Dental Surgeon &R EMD AR - /T

Name %A Last First Title %5
Address {ff Home BE Phone &
Office BHElR Phone &:
Date Bft Signature £4

KEFEEIT., LRRORNRODFMERRL TSN,

R=BUERTREARKRMEE 20227




BNREE 3/6

Request to Attending Physician or Superintendent of Hospital / Clinic
HEEE 72 1RBEE SR~ D B

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

COBRIIEERBOKITRF CLETTO T, HEBECLET,

. This form should be completed and signed by either the attending physician or the superintendent of

a hospital / clinic.

COBRRIFHYEL ZRFROBEFTELES, »OBELLTLZEI Y,

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

out. FHE., Akt - ABSEICOE, oKX I BLETT,

. If not in dollars, please specify the unit used.

FALUNDOEEDBERZZDOEEZELTL F A,

[temized Receipt

O B &F

Form C (#xXC)

(1) Fee for Initial Office Visit w2 K $
(2) Fee for Follow —up Office Visit 2k $
(3) Fee for Home Visit 2k $
(4) Fee for Hospital Visit UNCRERLY S $
(5) Hospitalization N $
(6) Consultation DRE $
(7)  Operation T $
(8) Professional Nursing WEEERE $
(9) X-Ray Examinations XA $
(10) Laboratory Tests HmEH $
(11) Medicines = $
(12) Surgical Dressing A $
(13) Anaethetics JR I $
(14) Operating Room Charge Tl 2 $ $
(15) Others (Specify) Z ofh (FEH ) $ $
(16) Total =) &t $ Unit is
Bk AL
Important  : Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.
b B EERERRRICERERR R VD DRV T T v,
Name and Address of Attending Physician / Superintendent of Hospital or Clinic
HYE % 72 3REHRHRO AT & CMER
Name % Hi : Last First £ Title #5%5
Addres f£ 7 : Home H % Phone %3
Office Jlkit ¥ 72 32PN Phone &

Date :

H ff

Signature & %

REBUERTREARKRMEE 2022.7



BHNRER 4/6

BHNEEE DPRFEICOWT

. WA CTOEED - TR OBAERRIFIZ D> T ERE L, B L0 EEEREE BRI E T,
KER FKE - BmEKE - ME - ARBRE A ORERSEOBEL. IMEBRE O RREI T,

KA DO EREEI TOIBELZ B9 L U TN T T2581%. INERE O /x84 ¢,
KEERWIBIL., 1BIEBEZ ST HOEANG 2FETTDO T, THONICTLHEE LTI,

FHICL B BRI, ¥ () BRBREEHREE. XA - B - C, ANEOREATY, (HEKAT)
CEBLANEZ D LSS BRAZEMIC. BRCEHEYEME M IIFHREOEBRICEH A KE L T 20,
CERHCEZZ LS  BRBEEHEIC. SXCEENEME ZIIFREOEEBRICIEHAAKE L T EE 0,

- AN AR - kR, SR BICHEEE 2R L, AREW (LA B - C) ZEMICIKH L TS 7ZEW,

. AREH] (BAA B - C) OROIEIZOWT_[M FFEAOEENE GBER) J ITHRETLA L, BRELSEAL L
TLZE,  (RADBFER L7256 b [FIER)

CRRRA T2 B4 - 6 RO - 7005, T OO LE O]

<HERAB : TH. HEHAED S ~1 1 OEMEL 1 4Z0fh]

HEKC T (15) 2oft GHEMR 1

L ENEEE - HARE &b FETRAEGELIEANRI L TR T v,

B AFFHOEAANE R

mH OH #
e
6. JEROWEE
A 7. k- FiliEo
it DAL DR
BN R OBk @
3. it
4. PRk
5. i
6. A/b—
7
8
9

%HZLIL

%

[\

i

%

. AR
Yy Mk

el

N DFRER HRAL - PR HER

14.%2 @ ft
IH H BEEEZRNE - SAL - MEFEOHER
(15) Zfth (ERFRD

o

0

FRRoLBY, BRRW-ZLE L, SEpl eSS A H
AT
44 il

2 v o o 3 B8

TEL
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IR 5/6
AREICEED 3 AESE

Agreement of Authorization

- 1R BIA H Starting date of medication Year Month Day FYear HMonth HDay
- & Patient

(#8# 4 Name of patient)

({£F1 Address)

(44 H HDate of birth) FYear HMonth HDay

= HUERT @R AR A
L EEEZT2H) (. S = RUYEAT R R ORI A OB B S R =B ERT R R R BRAH & AR
LR, BIVRBEBERFETHICH 2FE (RETRHET-HE, 5. BENS) 2R T 270,
HESHORMFICL > T, BETRAZIT - LHICEASZITL, HEE» 0BT 2 HFRORELYZ T 2
CLiCHEELES,
7, FEMRRICHD, AR — DI —BBEL R 5EITIE, SRR — b2 R R EATE RO R
MHECRRT LR CHRELE T,
To: Kyosan Electric Manufacturing Health Insurance Society
I (patient who has received treatment) authorize Kyosan Electric Manufacturing Health Insurance
Society to refer and obtain any and all factual information related to an overseasmedical 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 therelated

application forms. Also, I agree to submit a photocopy of my passport if it isnecessary along
verification process written above.

E4 1 Signature
BT, BEEZTZERART->TT I, b, ROGEF., BEE (RABRKKFEOEE) . HEZRREA
(RADB AW ERANOEE) | FEEMRA (RABREC LTV 25E8) BEALTFI WL,
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 personis adult ward), heir
(insured person is dead) shall sign one’s signature.

(k4% Signature)

({EFrAddress)

(HffDate) FYear HMonth HDay

(8 & D% Relation to the insured) : AKASelf - FHEEHGuardian - FEEMHE AHeir

Z O i0ther ( )
X AREZOEMBARIIEBELHE»S 6 » ATT,

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

k. EHeHE, EREE> OMEDFRESEPERERL 2RO o856, IEOERICLERIAE
REES DY 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 orauthorization letter.

REREFEEFRRES 2022.7



[FELE] BINEEE 6/6

CEEZEIE)
- EBUNTEM LSS, MEH. NAR—F (RROE., FEEOAESH S LITHE QRN

HEATEDE) F. BIMIEMLEERAHERTELEHENTELEMMAFL TS,

- BRESNCEET ANEEOHKEFICOVTIE, B7iHAE (BEMALEH IR OFELE

BT LTSS,

t

SUEFTRRRIRMEE 2022.7
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