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Request to Attending Physician
(HYE~DOBRE]

1. Please fill in this form so that the patient may claim the health insurance benefit.
[ Z ORI EE DRERIRROFGT O REFICHIETT O T, FEHEZ BB LET, ]

2. This form should be completed and signed by the attending physician.
[ZORERITHYENRTAL, »OBALTIEIV, ]

3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
(B A, F-ABE - ABisMEICOE . 2O 1 A LETY, ]

Attending Physician’ s Statement
[(BRNEHEE]

Form A [#&5X Al
1. Name of Patient (Last, First) [HB#4] Age (Date of birth) [E#h(44EH R)] Sex [1ERI]

Male <+ Female

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.) [&#4 K& OME
ORI P [ B 3 0 7

(No. )
3. Date of first Diagnosis [ H]
4. Days of Diagnosis and Treatment [ H%k] days
5. Type of Treatment [{&JED43IE]
OHospitalization [ABz]
From . . to ) . ( days)

[Outpatient or Home Visit [ ARk

6. Nature and Condition of Illness or Injury (in brief) [JEpkoHEs]

7. Prescription , Operation and any other Treatments (in brief) [MJ5, FHiz Do LLE OREE]

8. Was the treatment required as a result of an accidental injury? DAEIZEHKOEEICL S EHOTTN?]
Yes O No O

9. Itemized amounts paid to Hospital and / or Attending Physician. : Fill in Form B [E#Ed. *7-
ITFY RIS T EFRE ONGR - HBI2 X 5]

10. Name and Address of Attending Physician [$H:41E D4 §if Kk OMERT]

Name [#47i1] Last [#] First [#4] Title [Fr8]
Address [{ffr] Home [H=E] Phone [#:iF]
Office [FBis =132 Phone [#&:F]

Date [HfJ] . . Signature [E4]




Request to Attending Physician
[HYE~DORFE ]

1. Please fill in this form so that the patient may claim the health insurance benefit.
[ Z DRITBE OREERROIGEA OBFEITLETTO T, AEAZ BBV L ET, ]

2. This form should be completed and signed by the attending physician.
[Z ORI YELFTTA L, 222FH LT IEEN, ]

3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
[(F A, F-ABE - ABisMEICOE, Z OB 1 A LETT, ]

Itemized Receipt

(AR E]
Form B [#XB]
(1) Fee for Initial Office Visit [#J2#}] $
(2) Fee for Follow-up Office Visit [FHi2#t] $
(3) Fee for Home Visit [{Ei2#}] $
(4) Fee for Hospital Visit [ APzZEFLEH $
(5) Hospitalization [APz%Er] $
(6) Consultation [F2%2%] $
(7) Operation [FHfi#r] $
(8) Professional Nursing [BkZEHEERTE ] $
(9) X-Ray Examinations [X#ptar#:] $

(10 Laboratory Tests* [FEfuA# ] *Please fill in the content of the

$ Laboratory Tests. [EHBEOHNEZL
$ FRALTLES Y, ]
$
$

(1) Medicines** [[E%EE] *%Please fill in the name and the
$ amount of the prescription of an
$ individual medicine. [} L7~
$ DIEDOLFRE BELAL TS, ]
$
$

(19 Surgical Dressing [E3H %] $

(19 Anesthetics [FRIEEY] $

(4 Operating room Charge [FHr=E#E H] $

15 The Others(Specify) [ZDOfl(FrtEd)] §
$
$
$

16 Total [&FH] $ Unit is [E@EHANL]

Important :Exclude the amount irrelevant to the treatment. i.e, payment for a luxurious room charge.
[EE R =AE RRICERERGRZVE DIERNTLE S0, ]

Name and Address of Attending Physician [ [E D4 §i Kk OMERT]

Name [#4#i] Last [#] First [4] Title [FrE]
Address [{EAr] Home [H %] Phone [&EiE]
Office [Bis i3 %on) Phone [#&Ei#]

Date [HfI] . . Signature [$4]




Request to Attending Physician rEsgE~oimE ]

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

[ Z OIS DR OB ORFEICHETT O T, fEHZ BB LET, ]
2. This form should be completed and signed by the attending physician.
[ZORERITHYERTAL, »OBALTIIEIN, ]

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

(% Hf, ETABE - ABSMEICOE . TR0 BT, ]
Attending Dentist’ s Statement [#RZEAZEDEE]
Form C [#=xc]
1. Name of Patient (Last,First) [##4] Age (Date of birth) [ (EEAR)] Sex

Male

2. Date of first Diagnosis [#ZZH]

3. Days of Diagnosis and Treatment [#23%H%] days

4. Localization of Teeth [H}f7]

[PERI]

Female

Permanent tooth Primary tooth

(LIAT)

(Lower)

Name of Illness [#9i4]
1.Dental Caries 2.Missing Teeth 3. Pyorrhea Alveolaris

[ 9 filvfie] (K 4H] (AR

4. The Others
[Z i)

Localization of Teeth Ok Date of Diagnos

e L :
Dental Treatment [#EHEHE] Examined [ HEER ] Material

is and

Treatment [ Hf}]

o

Fee [TAWE]

Initial Office Visit [#I2#H]

X-Ray Examinations [X#itas]

Dental Pulp Extirpation [#k#§]

Operation [Fff7]

Extraction [#k#]

Filling [Fei#]

Inlay [ 1 —]

Metal Crown [4 &)

Post Crown [#kfith]

Jacket Crown [Y+ /4 v ]

Bridge Work [7V v ]

Plate Denture [HHKZEH]
Partial Denture [J&i#iz%mh]
Complete Denture [#az%tk]

Treatment of Pyorrhea Alveolaris
[Pl R O AL

Medicines [##3£]

The Others [#ofih]

Total

[&#]

Name and Address of Attending Physician [#8Y4[E D4 §ik OMERT]

Name [#47f] Last [#f] First [4] Title [#%]

Address [{EAr] Home [H %] Phone [&EiE]

Office [l 7= i) Phone [#EEE]

Date [HfI] . . Signature [$4]
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HECEHDLFREE

Agreement of Authorization

- {RPREBR 4G A G2 H H

» Starting date of medication Year Month Day

(BH4)
(fEFT)
(EFAH) G2 1 H

* Patient
(Name of patient)
(Address)
(Date of birth) Year Month Day

KBRS

I (AR Z ) ikWﬁ%@%ﬁ@ﬁé@%éXﬁkW%%
@%ﬁ@mAﬁiﬁbt$%%ﬁ>@%%%%$%% i B T (RIEAT 2% 4T - 1= I,
ST, HRNG) ATERT D70, M BEORIEC LT, BETAET - H I HE
ATV, UHED DRI B HORME A 21T 5 - LICAELET,

F7-. FERHERIZHTZD ., RNAR—= RO a =N E R AEA120E, SAR— M &2 KB
SR BRI IR T 5 = L bR CRE LE T,

To: Osaka—Yakugyou Health Insurance Society

I (patient who has received treatment) authorize Osaka—-Yakugyou 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.

XOFRERIZOWTIE T R TERAL TLE &0,



B4 - FEAR
Signature

B4 FENE, WRREZIT RN T TSIZE W, B, ROGEIE, BiHEE ORANR
REFEDOHZE) . FEE RN (RADRFEEE RANOES) . EEMHA (RADELT LT
D8%6E) NEA, HEILTIZEN,

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

({EAT)

(HA) GE 1 H

(&L OMR) © KA - BEE - EEMBIA - ZTofl ( )

X AFRBEZFEOADHIRITES A2D 6 » AR T,

(Signature)
(Address)
(Date) Year Month Day

(Relation to the insured) : Self + Guardian + Heir + Other

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

B, ERoME, AR O FTE D RIEECEMEINR E 2RO NG E . FrEDEMHE
(CHEREZLHIAS ZLBH Y £,

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.

¥ OTFREBIZ OV TIETRTERALTLZEW,



