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Request to Attending Physician
HHRE~ADHFEL

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

Z DORRAUTHESPRIR O AR H

FEICHLETTOT, GEHZ BBV L £,

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

Z ORI Y EREE

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

FA M ABE - ABEAMEIC D& ZOFER 1 BABETT,

Attending Physi

>

ol

n’s Statement
=

2 B’ N B =
Form A (&= A)
1. Name of Patient(Last,First) Age (Date of Birth) Sex (Male+Female)
B x4 Flin (A R) PRI (H - &)
2. Name of Illness
% W A&
3. Date of First Diagnosis : s , 20
W 2 A H H 4
4. Days of Diagnosis and Treatment : days
7z K B M H
5. Type of Treatment
5 ¥ 0 4y
OHospitalization : From , ,20 to , ,20 (
A B B = (
OOutpatient or Home Visit : From , , 20 to , .20 (
A BE 4+ From , , 20 to , ,20 (
6. Nature and Condition of Illness or Injury (in brief)
iE R o B B
7. Prescription , operation and any other treatments (in brief)
T3 TR DA DAL E DAL EE
8. Was the treatment required as a result of an accidental injury? Yes [ No
BRI OEEIC LD DO TTh, (=3 AT

9. Ttemized Amounts paid to Hospital and / or Attending Physician.

R BR R EE

10. Name and Address of Attending Physician

WY EDOA IR L OMERT
Name £ |1 ¢ Last ItE

First £

: Fill in Form C

BXClick s

Title #rfr

Address {¥FfT : Home HE

Phone & &%

: Office WibE F 72 IX 2PN

Phone &&k

Date Hf}

Signature & 4

Reference Number of your Medical Report (if applicable)

PR

days)
=)
days)
days)
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Request to the Dental Surgeon
HEIERA~DHFELY

Please fill in from so that the patient may claim the social insurance benefit.
COBFEKIIHERROBMABEICHETTOT, SAFZHBLNLET,
This form should be completed and signed by the Dental Surgeon.
COHKIX, EHEMASTEALEBALTLESL,
One form for each month should be filled out.
ZFRAZEIZCOBARA—HHABETT,
If not in dollars, please specify the unit used.
FILLUADEEDIGEX, TOEFHEC LY,

[temized receipt (Dental)
AU B E (BT

—

A O N

Form B (#=B)

Name of Patient(last , first) , Age (Date of Birth) ( ) Sex (Male

BEA El EEAR) R (5B, %)
Date of First Diagnosis R s Day of Diagnosis and Treatment days

I PRAK H i

Localization of Teeth EFAL
Permanent Teeth (GK/ATH) Deciduous Teeth (FLiH)
R 87654321|12345678L R edcba | abcde
' 87654321|12345678 ' ’ edcba|abcde L.

I. Name of Illness JEJR%

1.Dental Caries 9 f#Jif  2.Missing Teeth KiE 3. Pyorrhea Alveolar H#flil8lF 4. The Others & Dfh

BNRER 3/7

I. Dental Treatment BEEHEHE Localizatio{r‘:\%ﬁfgﬁgﬁh Examined Material #f ¥} Fee 1BFEE
1. initial Office Visit FR S $
2. X-Ray Examination X B $
3.Dental Pulp Extirpation #k#h $
4. Extraction Pl $
5.Filling Felt $
6. Inlay V% $
7.Metal Crown / resin & @ $
8. Post Crown ke ok $
9. Jacket Crown v vy bt $
10. Bridge Work AREYA $
11.Plate Denture HIRFEHh

Partial Denture Jry 25 $
Complete Denture T
12. Treatment of Pyorrhea Alyeglar $
8 R R R T
13. Medicine e HK $
14. The Others ( ) $
Z0ft ( )
15. Total a (Unit is ) EEEA $

Name and address of the Dental Surgeon EHEERD£AE « T

Name %] Last First Title &
Address {ff Home BE Phone Eif
Office BHER Phone &
Date Hft Signature £4

XEFEHIX, LRORROFMENRLTILZSL,
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Request to Attending Physician or Superintendent of Hospital / Clinic
HEEFIIRREREHFE~ADEFEL

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

C OHEAXIHEFRROIGHE

FRLETIDT, AAEZHBLLET,

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

a hospital / clinic.

CORRKIFBHEF IR EOEHERENEE. MDBRALTLLEEL,

3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled
out. BAE. AR - AIRNEIZDE, COHRX 1 BHABETT,

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

[temized Receipt

O B oM E

Form C (#k=.C)
(1) Fee for Initial Office Visit g2k 3
(2) Fee for Follow—up Office Visit Hizk $
(3) TFee for Home Visit ek $
(4) Fee for Hospital Visit NE g $
(5) Hospitalization UNTE = 3
(6) Consultation % 3
(7) Operation Tt 3
(8) Professional Nursing WEE I 3
(9) X-Ray Examinations X Wty 3
(10) Laboratory Tests AR 3
(11) Medicines =S $
(12) Surgical Dressing (L 3
(13) Anaethetics Ry 3
(14) Operating Room Charge FiF=E A 3 3
(15) Others (Specify) Z Ofth, (B B BIF0) $ $
(16) Total & S $ Unit is
155 BAT
Important : Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.
& B EREREERICEERR L WS DITRN T E S0,
Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y E F 72 I3mBE R E E O£ RIS X OMERT
Name 44 Wi : Last tf First % Title #r5
Addres {2 Ff: Home B = Phone Eik
Office JRBeE Iz IZBHERN Phone FE&f

Date : H ft

Signature & 4
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WENEZRE OBFEICHONT

L. A TOEER - FRATH ORG-S o T2 EREIE, HEEIC L0 RGO EE S hE T
MR LSE - BEIE - B2 - RRE RSN OIRIRE ORE T, SRR O SR SSL TT,
KUFH OEFREPE T OB L AR L U THESMT NI 125813, HEAMRES O SR T
MFHRIBIE, IR E LS ADOBANDS 2ETTOT, THONCFRE LTIEI N,

2. WEICLEARERIT, WA (FR) RBRSIGHHEE, BXA - B - C, BREOFRATY, EKA)
RN LG BRA SR, BRRC R SRR E 2 BB O BB A A (KI L TS0,
CERHCRRZ LG BB EWBEIC, BC R EREME 2 DRSO EBR A A K L TR,

3. ZwAERl. Abe - ARG, FAMICHGEEZER L, ARl XA B - C) ZEMICHKIEL TS IZEuy,

4. FFED] (HAA B C) OIROTHIZOWT_ [ FFEHOEEANE GRFR) ] IZHFREFLA L, BIRRENES L
TS, (RADRER L725GE b EER)
BEKA - T2 654 - 6 JEROME - 7. 40, FIFE OMMOULE OREE ]
CEERXB : TH. WEHEED 5 ~1 1 DKME. 1 4F0f]
X C: [ (15) 2oftt FEEHR) J
5. MBANEEE BN FH T E T VAN B R R CRTE T () REE o~ R I E R, e
BRI~ L T2 &N,

B FFEHOEBRANE (3 &R)
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h® N R OBk @ HOER
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7
8
9

gL

\"}

. AR
. L R
Yy Mk

NAEDFRER ERAL - AEEHDOFRER

14.%2 O fu
H H BERRNE - AL - STEHE DR
(15) Zfth (ERFD

O M

EREoEBy, BERWZLE L, an & H H
LT
Zapi]

= v o o 3 2%

TEL




K0304-1 ) o WAERE 67
BREICEADSEES

Agreement of Authorization

- shEEBAts AStarting date of medication Year Month Day HYear AMonth HDay
- B&Patient

(8#& 4 Name of patient)

({EFfr Address)

(£ A HDate of birth) FYear HAMonth HDay

RZREAKRMES #d

h (REERITEE) T, REZERRRESOBEX IR EERRIEMEESNEFRLE
EXEN., BNREERFELRICHLSIER (RETAZITo-BE. 5. RERD) EHRI L1
. PFEEHEORMFICL T, AETAZIToLBICERZTL., HZBLLBRITHT HFERD

RMEEZZITEHZEICRAEBELET,
Fi, LEEZRICHEZY., NAKR—FDIAE—HDPRELEBZEEICIE. NAR— N EREBERIR
HEICRRTIDILLBETRBLETD,
To: Toshiba Health Insurance Society
I (patient who has received treatment) authorize Toshiba 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 the
related application forms.Also, | agree to submit a photocopy of my passport if it is
necessary along verification process written above.

ELH Signature
ELIE, BEEZZTERANMTIOTTEL, BHE. ROGEIX. FIEE (KADRBEDNIHFSE) .
REZRRAN (RAPBREHRERADBE) . ZEHEKFEA (KANETLTNSIHEE) NERALT
TELY,
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

(KK4Signature)

({£FrAddress)

(B {tDate) FYear HBMonth HDay

(B& &L D% Relation to the insured) : &AASelf - #HiEHGuardian - EFEFMFHAHeir

Z D th0ther [ ]

X AREBEZEDOFDHRIIBELENS6 H ABTY,
This agreement of authorization expires six month after the signed date.

HE. EOME, EREENSFTEOREZECEERLEEEZRDODONIIGE. IEDERITVERIES
REHIEC ZENHYFET,

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.
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[HfTEE]

CEEZEEH)
- EBLUANTEM LSS, MZEH, NAR—F (RE20E., FEEOAEH S WLIFHEOQHENA

HETESH) F. BMIEMLERNERTESLIEHDELERBMFLTLEZS,

- BRENCEBET ANEBEOHEKEFICOVTIX. BHHE (BEMALSHINEE) OELE

BRfTL TS,




