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Request to Attending Physician 4= ~o

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORERITEBE DS RBEOB AT HFFEICHLETTOT, sEAZBEVLET,

2. This form should be completed and signed by the attending physician.
ZORRRIT Y ENEE OB L TITESN,

3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
& A APt ABESMEIAT, 2O — 3B Td,

Form A kA

10.

Attending Physician’s Statement =s=nsmm®

. Name of Patient(Last,First) Age(Date of Birth) Sex Male - Female
B 4 il (4EHR) PERI T - 2

Name of lliness or Injury preferably with the number of International Classification of Diseases for the use
of Social Insurance (Please refer to the table attached to this form).
159744 M OO [ BRI 70 JE 7% B (P1~P4RR)

(No. )

Date of First Diagnosis :
¥ 2 H

Days of Diagnosis and Treatment : days
PEB H i

Type of Treatment
RO FE

O Hospitalization:  From , to , ( days)
NS H R (HH)

O Outpatient or ' '
Home Visit
NS4S

Nature and Condition of lliness or Injury (in brief)
SER O B

Prescription, Operation and any other Treatments (in brief)
LT . AT O D AL E DA SR

Was the treatment required as result of an accidental injury? Yes O No O
BRITF N OEEIZLDLOTT D, A Y-S

Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
TH H BTG = BERBIZLS

Name and Address of Attending Physician
Y E DL Fif e OMEFRT

Name 4 &if i Last First 4 Title %5

Address =7t : Home H=E Phone &z

Office Jwkz L2 T Phone &E:

Date HfF Signature =4

Attending Physician 4=
Reference Number of your Medical Record (if applicable)
PIEGEOEF &
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Request to Attending Physician or Superintendent of Hospital / Clinic
825 I LRSS R~ O B

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORERITEBE DS RBEOB AT HFEICLETTOT, sEAZBEVLET,
2. This form should be completed and signed by either the attending physician or the superintendent of
hospital / clinic.
ORI Y E X IR E B ENES 0 0BA L TLES,
3. One form for each month and one form for hospitalization / outpatient(home visit ) should be filled out.
% H A, APt ABESMEIST, 2O — 3B E T,

4. If not in dollars , please specify the unit used.
RSN DD AT D BEZENT RN,

Form B #=s

ltemized Receipt i i msE:

(1) Fee for Initial Office Visit LIz S
(2) Fee for Follow-up Office visit ZE 8
(3) Fee for Home Visit ek $
(4) Fee for Hospital visit ApeEE $
(5) Hospitalization N
(6) Consultation vt §
(7) Operation FirE  $
(8) Professional Nursing WEFEmME §
(9) X-Ray Examinations XihEsE  $
(10) Laboratory Tests HREE $
(11) Medicines EHE §
(12) Surgical Dressing o $
(13) Anaethetics R §
(14) Operating Room Charge Fir=EEM $
(15) Others(Specify) ZOfth (P2 H BAED)
$ $
$ $
(16) Total & i $ Unit is
15 iE BT

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

TR Ak =B S IE B RS DI ERVTLEE VY,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic

Y B SR F B R O4 A& O(ERT

Name 4@l : Last #E First 4 Title %5
Address {1 : Home H<% Phone &E:
Office Jwkz X iLi2 T Phone &E:

Date A £f

Signature E4
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Request to Attending Dental Surgeon 1 iz ~o s

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRRITEBE DS RBROBAT HFFEICLETTOT, sEAEZBEVLET,

2. This form should be completed and signed by the attending dental surgeon.
ZORERITH Y FRHENEE ) OBALTLIESN,

3. One each form is every month for dental diagnosis and treatment.
K HEOWBZITRICOZ, 2O KRB ETT,

Form C #stc

Itemized Receipt(Dental) mrismm= )

Name of Patient(Last,First) Age(Date of Birth) Sex Male - Female
B 4 i (4EHR) PRI 75 - %
Date of First Diagnosis Days of Diagnosis And Treatment days
W 2 7w H K

1. Tooth Number t=t

Permanent Tooth 7k/A Deciduous Tooth Lt
1 #2 #3 #4 #5 #6 #7 #8 #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E HFOBG #H # #
R 87654321|12345678 L R EDCBA|ABCDE L
87654321|12345678 EDCBA|ABCDE
#32 #31 #30 #29 #28 #27 #26 #25 #24 #23 #22 #21 #20 #19 #18 #17 #T #S 4R #Q #P #0 #N #M #L #K

[v/IName of lliness %4
[ 1Cavity (C) (it [ Imissing teeth (F) x#) [ 1Phrrhes alveolaris (P) (sfifii)
[ lextraction needed (Z) (miskts) [ 1The Other (zoofh) ( )

Locelizetion of

Teeth Examined ‘ot Abfiz | Material £1¢} Fee vhest

2 . Dental Treatment f#HE%

(1) Initial Office Visit #IZ%t

(2) X-Ray Examination L > 7t

(3) Dental Pulp Extirpation  #kh#

(4) Operation i

(5) Extraction il

(6) Filling e

(7) Inley AL —

(8) Metal Crown & &

(9) Post Crown  #kfsith

(1 0) Jacket Crown P Z v

(11) Bridge Work 70>

(1 2) Plate Denture AWK
Partial Denture Jeilzsta
Complete Denture #azsth

(1 3) Treatment of
Pyorrhea Alveolaris & ER

(1 4) Medicine #:3

(1 5) The Others =it

(the currency unit ) Total
AL Gt
Name of Dental Surgeon £} fifi 44 Signeature &4

Name and Address of Dentist’'sOffice. stz 4 k- E T

Date Hf+
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Agreement of Authorization

TR B AR B e A H
(Starting date of medication) (Year) (Month) (Dav)

B

(Patient)
BE4

(Name of patient)

50

(Address)

A H A H H
(Date of birth) (Year) (Month) (Dav)

KIRERPARE RS

FLOREEZTTHE) . 1%, KRBk P HE PRk & D
T B O, KIER BRI S DR RE LT FEE DEINE R B PR EHICHL FE (EELT
ZwAToT- B, T, ENR) 2R T 5720, HEEEHORMEIC LT WMETAEITR
STEHITREETO, iR Y B OREITRT A RO EZ T A LICRELET, O

Fio. ERHERICH -0, RAR—bOat — BB LR DAL, 2 SRR — N KR8k pa e
AL A IR T 228 R CRIEL £,

To Osakatetsusyou health insurance association

[ (patient who has received treatment) authorize Osakatetsusyou health insurance association 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.

EZ4
(Signatere)

B PENT IR A T RN T TR,
E, WOBGEIE, BMEE (RADPRIKEDLE) | lFER RN CRADREFEEE RAOSE) |
EEAREN (RADIELC LTS5 E) 03584 fRIL TTES0,

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.

H£F e H H

(Date) (Year) (Month) (Day)

K4

(Signature)

I

(Address)

B Lo RN - BIMERE - IEEMEBIAN - ML J
(Relation to the insured: Self ¢ Guardian + Heir + Other )

¥k, ERHUE, EREREDITE D RIEFSLEMRRE L ROONIE . IrE DFRIL
FERIAZ LA ENHV ET,
Also, we might ask you to fill out formatted documents if countries or regions, and medical
institutions required submitting their format of agreement of authorization or authorization letter.



