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rrm ¢ Attending Dentist’'s Statement ERIZ2ERSHEE

(C) (Itemized Receipt $EIXBAHAE)

Request to Attending Physician BXEAODSHFAL

O Please fill in this form so that the patient may claim the health insurance benefit.
ORISR B ORRERROIGITORBCHETIOT, AAZERAVLET .,

O This form should be completed and signed by the attending physician.
CORRIEHEEN AL, MOBALTZEN,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
ZR8. FLAR - AENB(ICOE ok 1 WM ETY,

. Name of Patient (Last, First) &%

. Age (Date of birth) £iin (458H) . . 3. Sex %5l Male 88 - Female &

. Date of First Diagnosis #:2H . . 5. Days of Diagnosis and Treatment &R

days

. Name of Illness #2f8% [ Dental Caries 58#iEf [ Missing Teeth R3& [ Pyorrhea Alveolaris sEf&lEiR

O The Others Z0fth ( )

. Localization of Teeth &pfiz

8 7 6 5 edcba‘abcde

Permanent Teeth K/ABE primary teeth L&
3
3

edcba‘abcde

L.

[ee]

. Type of Treatment BEOD4E ( Currency unit BEBEfAT

Dental Treatment (EERE&EE) Localization of Teeth Examined (S&B&&BAL) Material (#4%}) Fee (GHEH)

Initial Office Visit (#]zZ#})

X-Ray Examination (LM IARE)

Dental Pulp Extirpation (3k8#)

Extraction (¥kih)

Filling (F5t8)

Inlay (4>L—)

Metal Crown (£EE)

Post Crown (fi#tss)

Jacket Crown (Sv4ovhig)

Bridge Work (FUw>)

Plate Denture (GERZiE)
Partial Denture (fS&fzk)

Complete Denture (#4Zik)

Treatment of Pyorrhea Alveolaris
(EERRALE)

Medicines (#&Z)

The Others (Z0fth)

Total (&%t)

9.

Name and Address of Attending Physician iBXED&HIRMEFR

Name #%A] Last i First & Title #r5

Office Address JRBEX(SE2EFRDERT

Office R I(IEZEFTDZFR Phone ZE|:&

Date Hfd . . Signature E#&

Reference Number of your Medical Record (if applicable) Z2EFNES
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Form B Itemized Receipt fAINEBHES

(#KB)

Request to Attending Physician BXEAODSHFAL

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

COFRREBEORRRROBIOFRBCHETIOT, SEAZEMEOLET,

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

CORRFIBHEN AL NMDOBRBUTIZE,

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

BRB. FAFE ABSMBICOE, oMK 1 MW ETT,

Name of Patient (Last, First) E£&%&

Country E%

Currency unit EE&BEf]

Item (IEH) Amount (£%8)

1 | Fee for Initial Office Visit €Iz
2 | Fee for Follow-up Office Visit (F\zZH)
3 | Fee for Home Visit (FE2M)
4 | Fee for Hospital Visit (ABTEIER]D)
5 | Hospitalization (ABZE)
6 | Consultation (Z28)
7 | Operation (&)
8 | Professional Nursing (£ EEME)
9 | X-ray Examinations (X#FREEH)
10 | Laboratory Tests (FERAE)

Please fill in the content of the

Laboratory Tests.

ERBOANBETAL TKZAL,
11 | Medicines (EZE)

Please fill in the name and the

amount of the prescription of an

individual medicine.

WA UIZFEOZIN 22 AU TLRE,
12 | Surgical Dressing (BHE)
13 | Anesthetics (RRERES)
14 | Operating Room Charge (Fil=EH)
15 | The Others (Zofth-4552)

(Specify)
Total &5t

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

FRIZERIE. BECEEBERRVBOEBRVTIZE,
Name and Address of Attending Physician iBXED&HIRMEFR

Name #%B] Last i First &

Title #r5

Office Address JRBEX(SE2EFROERT

Office FABTX(IZEFTDRIR

Phone E&E:iE

Date Hfd . . Signature E#&

Reference Number of your Medical Record (if applicable) Z2EFNES




#RilB #:ER

10. FEIREEDOAER

11. EEREOANR (RORI £)

15. Zofft (#Fc51R)

B R A
K %
£ i

ERAES




ABICEAb3EEZE Agreement of Authorization

JBYERIIAE Starting date of medication £E Year H Month H Day

£E4 Name of Patient

{¥P7 Address

£ %8B Date of birth £ Year H Month B Day

A GRRARIRES g

h (BEZRTE) . (&, RERFRRIESOHME X (SRRARESHNZE UIZEEEN
BIVRBBEHRFENICHDIER (BEITRETOICHE. Bf. BERNTE) ZHRT 3. HESADRMEFCKIOT, BET
REITOLACRIRZITV. SZENSRR(CH I DBEMOEMERITDCLCARLET,

Ffe, EEEHRCHIED. )R- hOIE-—PREELRDHBEICE. /CUR— MERRIDCEBHBETRBRLET.

To: Tokyo orimono Health Insurance Society

I (patient who has received treatment) authorize 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.

E4 - W Signature

B - I BRERIITEAAMTO T RE,

RE. RDBEE. FHEE (RANKREDISZS) . REERRA (RANKREREZRADISZS) . EEEREA RANETLT
WBIFE) hE&. HEILTLIEELY,

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.

K% Signature @)

P Address

Hfs Date £F Year A Month B Day

FBELDBE% Relation to the insured A Self - #{&& Guardian - SEEE#HEA Heir - 20t Other ( )

X AEBEOEMHRIEZRANS 6 NMARTY .

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

Rd. Eviis, EEEENSIIEORBEPCERERREZROSNIZIHE. MEQCEHRICKHESREZLHZIELZENSD
ia—o
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.






