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Attending Physician’s Statement

DRNEPINE

Name of Patient (Last, First) HB#&4%
Name of Illness or Injury 545k 44
Date of First Diagnosis #J2 Days of Diagnosis and Treatment  #2¥ H 4%
days
Type of Treatment  JBED5FH
[] Hospitalization Az from to
(] Out Patient or Home Visit  APz4t from to
Nature and Condition of Illness or Injury (in brief)  fEIROAEEL
Prescription, Operation and any other Treatments (in brief) — #LJ5 « Fili7a & Wl OAY 3

Itemized Receipt

B

Fee for Initial Office Visit IR e
Fee for Follow—up Office Visit Bk
Fee for Home Visit L2k}
Hospitalization NI
Consultation PEE
Operation T
X-ray Examinations Xipi A e
Laboratory Tests AR
Medicines =K
Others (Specify) Z DAt
Total Gri
Important : Exclude the amount irrelevant to the treatment, i.e.,payment for a luxurious room charge.

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

FH2 I S e S5 & 044 il b OMERT

Name 44 il

Address FFr

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

ZORRFUTHEENTAL, 0B L TLTEENY,

O This form is used for claiming the social insurance benefit.

ZORAITHER RO AT BEFICH S ET,

O One form for each month, one form for hospitalization, outpatient and home visit.

A i ABt - ABRSMEIZZ ORI LEETT,

(EEFHH)




Attending Dentist’s Statement

WRRRNAHME

Name of Patient (Last, First) HB#&4%
Name of Illness or Injury 545k 44
Date of First Diagnosis #J2 Days of Diagnosis and Treatment  #2¥ H 4%
days
Type of Treatment  JBED5FH
[] Hospitalization Az from to
[J Out Patient or Home Visit  APz4k from to
Nature and Condition of Illness or Injury (in brief)  fEIROAEEL
Prescription, Operation and any other Treatments (in brief) — #LJ5 « Fili7a & Wl OAY 3
Itemized Receipt (Dental)  FEUXEAMIE (BEFL)
Dental Treatment (BiRHa#) |0 0L OL oD PRmined] Natorial (D | Fee (A7)
Examination 5
Extraction Pk
Filling FEIH
Inlay AL —
X-ray Examination XHR A
Crown st
Bridge Work A%
Plate Denture HIRFE o
Medicine B3R
Others (Specify) sl
Total &t -— -
Important : Exclude the amount irrelevant to the treatment, i.e.,payment for a luxurious room charge.

Name and Address of Dentist,” Office

B Bl oD 4% T M OMERT SUT R EBE 040 B S OVFT(E

Name PG|
Address FFT

O This form should be completed and signed by the attending physician.
ZORERITHEENRFTEAL, D OBALTLIESN,

O This form is used for claiming the health insurance benefit.

ZORITRERRBROAR AT IS ET,

O One form for each month, one form for hospitalization, outpatient and home visit.

A i ABt - ABRSMEIZZ ORI LEETT,

(o)




AECEDIFEEE

Agreement of Authorization

DERBERRIRIRAE S T

TR LA H Starting date of medication Year 4E Month H  Day H

cHH Patient

HBE 4 Name of patient

FFT Address

EAEHH Date of birth Year & Month H  Day H

FLORBZZTT-H) | 1%, DR R LR IR AL A Ok B ST 222l BRIk 5 23
TR FEE D MR RE RGEERICO O FE RBITAEIToT- H IR, 507, HENE) 275
728, BHEE RO IZ LT UFERITAEIToT-H ICREEI TV, UBE DO T D H O A
B A EIZRIEBELET,

Fo, ERERICHTED, RAKR—bOI—RNU LD E 2R, /SRR — N e R R A 128
NTAHIELHECRIELET,

To : Resona health insurance society

[ (patient who has received treatment) authorize Resona 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
infbrmation 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 verificationprocess written above.

E4W

Signature

BT RIREZT RN TOTTE, 2B, IROY AL, BIHEE (R ADREEFEDEE) | ilAF
% RN RADBEAFEEE RAOGE) GEEMBN (RADBELTLTWDEE) BREA LTRSS,

Insured person who has received treatment shall sign one’s signature. However, in thefollowing 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  Signature

¥Fr Address

Hf} Date Year £ Month H  Day H

BELOBEf%  Relation to the insured AN Self . HMEZE Guardian - JETEMFEA Heir
Z D1 Other

X AFEEOAZIRITZES H66- HHETY,

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

7ok, ESCHIE, IR OITE D RIEZESR TR EZRDOONIZGE . FTEOZFEITH
BEHRIFZFLHIESZENHVET,
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.



