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TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
| RS #) A

Request to the Attending Physician
HYE~DBREN

1. Please fill out this form so that the patient may claim health insurance benefits.

Z ORI EE DRBERR O O FFEICLETT O T, AR EZ BV LET,
2. This form should be completed and signed by the attending physician.

ZOFRIFTHLENFTAL, 2OBLA LTI,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

KR, ETAPE, ABSMEIZOE, ZOKK 1 BB LETT,

Attending Physician’s Statement

Form A iy
pomm 2R A E B MR
1. Name of Patient (Last, First) Sex
s PRI Male . Female
Date of Birth (D / M / Y) Medical Record Number 2E#E =
EEAH

2. Name of Illness or Injury, Preferably with the International Classification of Diseases Number
For Health Insurance Purposes. (Please refer to the table attached to this form.)

A S OMERECRBR A El B 0 & 5 (No. )

3. Date of Initial Visit (D / M / Y)

IR AR
4. No. Days of Visit/Treatment
PR A days
5. Type of Treatment
TRIE D5 HH (D/M/Y)
OHospitalization From / / to / / ( days)
A H / / = / / ( H )
JOutpatient or Home Visit / / . / /
INIZZ4S / / . / /

6. Nature of Illness or Injury (in brief)
Ptk O

7. Prescription, Operation and Any Other Treatments (in brief)
5. FlTE OO AL E DOREEE

8. Was treatment required as a result of accidental injury? ————— [1Yes [INo

BRIIEROEECLDIHLOTTN?

9. Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B
ERRER . E IS EIC Ao R EREREONR - FXBIC XD

ATTENDING PHYSICIAN INFORMATION #H 4 [ 35 %14
Medical Institution Name: ([E#EHB94)

Address: ((FFT)

Name of Physician: (824 E4) Title: (F35)

Signature:(£4) Phone: (&%)
Date Completed: ({EfKSH H)




BRAA AR

2. B4 S OMERECR IR I B PRI S B 2

6. R OMEEL

7. BTG | FATE OO JLE OREEE




TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
| RS #) A

Request to Attending Physician
HYE~DBREN

1. Please fill out this form so that the patient may claim health insurance benefits.

Z ORI EE DRBERR O O FFEICLETT O T, AEHEZ BV LET,
2. This form should be completed and signed by the attending physician.

ZORRRIFHYENTA L, OBA L TIEEN,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

KR, ETAPE, ABSMEIZOE, O 1 BB LETT,

Form B Itemized Receipt

BB H O R oM E
1. Initial Office Visit 1 B Bl
2. Follow-Up Office Visit ) 2 Ft
3. Home Visit 1% 2 Bl
4. Hospitalization A i #
5. Consultation P % g
6. Operation F it #
7. Nursing Fee T % & & B %
8. X-Ray Examination X # m & &

B R A B S

9. Tests Performed FRANK ZFEA : W& B

*Please provide details below

10. Medications A R EREETA

*Please provide the name and dosage for each medication

11. Treatments/Procedures Ul A #
12. Surgical Dressings @) H #
13. Anesthetics JBR [ #
14. Operating Room Charge F oW = & H
15. Other (Please specify) Z o (FrFt L)
16. Total & 7

Currency Unit

T HAL
IMPORTANT : Exclude any irrelevant costs to the treatment, i.e., payment for private/deluxe room.

HE . SRS, IERICEERFRO VL OIERW T Z S0,
ATTENDING PHYSICIAN INFORMATION #H 4 [ 35 %14
Medical Institution Name: (#5884 )

Address: ((FFF)

Name of Physician: ({824 [E4,) Title: (35

Signature: (£4) Phone: (FEZF)
Date Completed: ({ER%4EH H)




RAB  HGER

9. EREEDONR GEREDONE)

10. EHEDOWR GEOL R, &)

15. FFrtHIH

BIRE




(il %)

RECELLIRESE

Agreement of Authorization

- {BIRBAAG A £ A A
+ Starting date of medication Year Month Day

- B
(BH4)
CE)
(4R H) F_A H

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

e
L EBREZTIE). . DORE X IFEREL
TREED, WINERBEREERICH D FE REITAZIToT- B, SGPT, WENRE) &k
BT D70, HEEHEORMHEIZ LT, MBITAEZIToLH IR ZITV, BEENGRE
2T D EROREEZIT S Z EICFEBELET,
F7o, ERHERICHTZ0 , NAR— b B —RNNE L R B EAITIE, RAR— bR <{RRE
H>ICHRTRT DI E LR CRELET,

To: Osakafu denki koji kenkohoken kumiai

I (patient who has received treatment) authorize Osakafu denki koji kenkohoken kumiai

or its staff, and its subcontractors to refer and obtain any and all factual information related

to anoverseas medical treatment benefit claim(s) filed or to be filed including date of the

tretment,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 - HEE
Signature

B4 - FENT, WBREZ T TEARANDBTo TRIW, 2B, ROGEIL. BHEE (RADBKK
FOLE) SR LN (RAP A% RADOSE) EEMRBAN (KANEL LTHS5E)
WEL, L TRFIVY,

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.

(Ke41) Fll

({EAT)

(HAH) F_ A H

(B L ORR) DR - BUMERE - TEEMRRIAN - ToOf [ )

X OARRIEEOAZHIRITIEZEAANL@ 5 AT,

(Signature)
(Address)
(Date) Year Month Day
(Relation to the insured) : Self  +Guardian - Heir +  Other

% This agreement of authorization expires @ month after the signed date.

Ids. ERCHIER, B O PTE D REESEERR E2 RO NS E . FrE0EHICL
HWHREZLHIAS 21DV £7,

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.



