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Request to Attending Physician ?

HIAE~AOEREL

1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORI SRR O R ICLETTOT, iEHZBEWLET,
2. This form should be completed and signed by the attending physician.
ZOMRITHEEENREE, HOBL LTSN,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.

FHME, ABt - ABSSMEICOE, ZORA I BB BETT,

Form A (%3 A) Attenci/i\ng Physicigﬂ’s Statement
2 B RN & B #@ £
1. Name of Patient (Last, First) Age (Date of Birth) Sex (Male-Female)
B F 4 i (B4R R) PR (B - &)
2. Name of Illness
g W A4
3. Date of First Diagnosis : R , 20
2 H §] A Go
4. Days of Diagnosis and Treatment : days
7 O B H
5. Type of Treatment
B| oy HE
Hospitalization : From , , 20 to , , 20 ( days)
A BE A E) ( H #)
COutpatient or Home Visit : From , , 20 to , , 20 ( days)
A BE A& From , , 20 to , , 20 ( days)
6. Nature and Condition of Illness or Injury (in brief)
iE R o W
7. Prescription , operation and any other treatments (in brief)
T5 . FHE O D ALE OREEE
8. Was the treatment required as a result of an accidental injury? Yes [ No [
BT OBFEICL 2 LD TTh, B AV~
9. Itemized Amounts paid to Hospital and / or Attending Physician. : Fill in Form C
TH H BINaR B Cclizk s
10. Name and Address of Attending Physician

A E DA L OERT
Name & Hij : Last itk First £ Title #1 5
Address {EFT : Home HS Phone i
: Office Rl & 72 I3 @2 AT Phone i
Date Hf} Signature & %4

Attending Physiciani ¥ [E
Reference Number of your Medical Report (if applicable)
Pz R & o % &
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Request to Attending Physician or Superintendent of Hospital / Clinic

HEEFLIRREEHRADEEN

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

COHBEXFHERROEARFIBDETIOT, SEAZEMOILET,

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

a hospital / clinic.

COHRFELEFIIHREDOEHRNAEE. MOEZL TS,

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

out. HAE. AR - ARSNEIZDE, COKBL 1 HNBETT,

[temized Receipt
8 X B W £

Form B (#%3XB)

(1) Fee for Initial Office Visit V2 E

(2) Fee for Follow—up Office Visit w2t

(3) Fee for Home Visit F2kk

(4) Fee for Hospital Visit UNCcE: o

(5) Hospitalization N2

(6) Consultation B

(7) Operation Ty

(8) Professional Nursing WEE I

(9) X-Ray Examinations XA

(10) Laboratory Tests TR % Please fill in the content of the
Laboratory Tests.
*FEREONEZRLAL TSN,

(11) Medicines [E 3K %k %kPlease fill in the name and the
amount of the prescription of an
Individual medicine.
* RITT LT Ml 2 DIED TR E H A
FRALTSIZEW,

(12) Surgical Dressing OE

(13) Anaethetics JRI 2

(14) Operating Room Charge FAtTEE A

(15)  Others (Specify) < Ol (T H BFD)

(16) Total & &t Unit is

L BT
Important : Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.
1E = D RS RHER R ICEEBR R WV b DI TS,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
M E F 7 1 RBEE B R 04 i X OERT

Name 44 Hii : Last tf First £ Title fim

Addres f¥ Ff:Home H F Phone &5

Office YT 7o iXE2HI Phone &k
Date : H fF Signature & 4

Attending Physician (FH4[£)



Request to the Dental Surgeon BIVRRR 4/1

B EEER A~ D S FELY

1. Please fill in from so that the patient may claim the social insurance benefit.
CORKIIUEREOBMABRFBIVETI DT, SEHESEWLLET,

2. This form should be completed and signed by the Dental Surgeon.
COHXIE, EREMATZALEBZLTLEEL,

3. One form for each month should be filled out.

FEAZEITCOBRL-—BARBETY,

Form G (#%= C) Itemized receipt (Dental)
AN B & (| ®D

Name of Patient(last , first) s Age (Date of Birth) ( ) Sex (Male , Female)
BEA T (BFHR) R (5, &)
Date of First Diagnosis R Rk Day of Diagnosis and Treatment days
I BHAK A i)
Localization of Teeth EB{if
Permanent Teeth (FK/AH) Deciduous Teeth (¥Li#)
R 87654321|12345678L R edcba|abcde
787654321 12345678 “edcba [abede L.
I. Name of Illness JfEJR4
1.Dental Caries 9 ffJiE  2.Missing Teeth KA 3. Pyorrhea Alveolar W& 4. The Others & Dt
Il. Dental Treatment Wiptiame |Cc@lizetion of feeth Bxamined) yoporia) b g | Fee i
AN =]
1.initial Office Visit o2k
2. X-Ray Examination X R
3.Dental Pulp Extirpation $&K%f
4. Extraction bacd
5.Filling FEIE
6. Inlay VA%
7.Metal Crown / resin & B 5
8. Post Crown fikioe
9. Jacket Crown Yy Mk
10. Bridge Work 7 ) yyT
11.Plate Denture BIRFE T
Partial Denture R %
Complete Denture mEH
12. Treatment of Pyorrhea Alveolar
*ﬁﬂﬁ/ﬁﬁfﬁ‘
13. Medicine ¥ ¥
14. The Others ( )
Z0f ( )
15. Total A &t (Unit is ) EWEHAL
Name and address of the Dental Surgeon EREMOARE - EfT
Name 47 Last First Title #i&
Address {¥Ft Home BE Phone &if
0ffice WHER Phone &

Date BHft Signature £4
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BHNEEE 6.7
BEICEDLLIEE

Agreement of Authorization

- SAEBAtE AStarting date of medication Year Month Day FYear AMonth HDay
- EEFPatient

(B#& 4 Name of patient)

({£PFr Address)

(54 A HDate of birth) ZFYear BMonth HDay

7 VBARRRRMES Hp

o (BEEZTEH) F7CHABERBRESOBAEX X7 CEAEERRBENEIEL:
BEEN, BNEBEREEHICHIEE (BETAEEFT--BE. BT, BEAR) ZERT 51
H, FFEEHDORMEFIZE - T, BETAZT - HICEBESZTL., SZEHLLBRIIHT B1EHRD

REZZTEH5ILICAIRLET,
Ff. LEHERITHEY . NRAR—FDIE—DRDELLEBIBEICIEK. NAKR—bE T OBRBERE
HEITRTIDAIEELHETRELET,
To: Fujinihon Health Insurance Society

I (patient who has received treatment) authorize Fujinihon 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, I agree to submit a photocopy of my passport if it is
necessary along verification process written above

E2ZH Signature
BRIE, BEEZTERADNTOTT IV, G4H. RDGFEE. RIEE (KANKRBREDES) .
BEZRN (RAPBERZERADSZE) | EEHEKEA (RASNETLTVSEE) NELLT
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 {fDate) FYear HMonth HDay

(8E &L D% Relation to the insured) : AASelf - EHiEHGuardian - EFEF&E AHeir

FDh0ther [ ]
¥ AREZZOADHRZIELANMNS>6 1 ABTY,

This agreement of authorization expires six month after the signed date

HEHE. BEoty, EEEENCHTEDRIEELCZRERGEZROONT-FE. FIENDEHITVERIEEL
LHBELENDYET,

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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[FHTEE]

- EBUSNTEMLESEE, MZEH. RZAR—F (RR20H, FEEDOAEDH S WOIEHEOHENA
HETEDH) F. BHMIEMLEERIHERTETHIEENELEZMMAFLTILZE,
- BAEMNMIEET ANEEOBEKEZRICOVTIE, F2HAE (BEMRMREHINIZE) OFELZ

LTSS,




