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Request to Attending Physician
HYEADHHE

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

Z ORI EF D2 IRE DG OHEEICBETTOT, A& B LT,
2. This form should be completed and signed by the attending physician.

ZORRIHEENEZ, »OFEHELTEFE0,
3. One form for each month and one form for hospitalization/outpatient (home visit)

should be filled out. &A%, Aki- AbEshEIZH, ZORRUKABETT,

e Attendlng Dentist’s Statement
(2 ENTHAE)
Name of patient (Last, First) Age (Date of Birth) Sex(Male - Female)
(B#&4) £ (EEHAH) MR (5 - &)
Date of First Diagnosis(#Ji2H) : 20
Days of Diagnosis and Treatment (2 H%) . days
Permanent Primary
tooth tooth " ' .‘ I"
(Upper) R AN
pper % % % ggﬂgﬁ e %
2 e | 6 @@@am SE (ms)Rer | gEMmm)
e W T UTUT | TTYY T LDUU | UL W
Tooth No. Description of Service Date Amount

or Letter (Including X-Rays. Prophylaxis. Materials used. ETC.) MO.| DA.| YR.

Total Amount

Name and Address of Attending Dentist

(4R D 211 B O

Name . Last () First (%)

Address : Home(H4%) Phone
Office Ok X729 ) Phone

Date : Signature(& %)

Attending Dentist (3H24[%)

Reference Number of your Medical Record (if applicable)

(RO )




This form is used for claiming the social insurance benefit.
Z ORI SRR OGO FREEICEH S h 3,

Itemized Receipt (DENTAL)
O M & (R

Name of Patient %i2%&% Age 4 Sex (Male Female) M1
Date of First Diagnosis Days of Diagnosis and Treatment
Wiz 72 H days
Localization of Teeth  #Bfi
Permanent Teeth 7 ABH Deciduous Teeth FLi
87654321|12345678 Redcba|abcdeL
87654321‘12345678 edcba‘abcde

1. Name of lllness {5H%

1. Dental Caries 2. Missing Teeth 3. Pyorrhea 4. The Others
N [ERp Y30 Z DAt
2. Dental Treatment Localization of Material Fee
iR | Teeth Examined F2H5R K R

*Initial Office Visit #Ji2 ¥}

*X-Ray Examination
VYN vk

*Dental Pulp Extirpation

*Extrzcrion ki
*Filling
*Inlay 1vr—=

*Metal Crown ElEit

*Post Crown

*Jacket Crown Y*7 v bl

*Bridge Work 7V v ¥

*Plate Denture
Partial Denture
Complete Denture

*Treatment of
Pyorrhea Alveolaris

*Medicine li[f8S
*The Others Z DAth
Total A&t
Name of Dental Surgeon Signature
X Al K 44 E 4

Name and Address of Dentists Office
PRIRHZEFE D 2 P58 S O FTAE b

2/2



HEICEHDLIRES

Agreement of Authorization

- {6HRBALA H A H
+ Starting date of medication Year Month Day

- BE
(BHE)
({EA)
(A R) F_ A H

- Patient
(Name of patient)
(Address)
(Date of birth)  Year Month  Day_

FHB = SRR S

AL OREZZITTIHE) . . RER = A ERORBUE S 25, MEAMRERE R E
HICH D HFE RBITHEITIZARE, ST, BENE) 2RI 5720, HEFEHORE

Tﬁ’“'“ FoT, METHEZATAILH IR 2TV, AP LRESITHT 51RO L

ZTHZLIZFEBELET,

Fo. ERHERICHTZD, NAR— PO —=nRELRDGEIIE, NAR— FE R

= LMERERBHLA ISR T D 2 & b IFETRIE L £,

To: ToubuGomu Health Insurance Society

I (patient who has received treatment) authorize ToubuGomu 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 - HEE
Signature

B4 - FENT. WWREZIT TR T TS, B, ROGEIE, BEE KA
RIEFEOLE) . BAER RN (RADBERE RAOSE) . EEMHA (RABET LT
WHEE) BREA, HIL TSV,

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) Al

(fEA)

(HAH) F___HA H

(B & DRAR) AN - BUMERE - IEEAMEREN - TOfl [ )

X AREEOABIRITZES A0S 12 5 HRTY,

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

2% This agreement of authorization expires 12 month after the signed date.

ek, EROHIE, BERREERE N O FTE O FE ELEIR R E 2RO b a . BriE O EH
(CHERHAGHIAS 203D 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.



