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Form A

10

Attending Physician s Statement

R B AN 5 B3 AH W

. Name of Patient (Last , Flrst) Age (Date of Birth) Sex(Mal e* Femal e)

BER Fm (£FAR) MR (B Xx)

. Name of |l11ness or Injury preferably with Number of International Classification of

di seases for the use National Health Insurance (Ses the other side of this form)

HEERU B RERRABRRRESAES

. Date of First Diagnosls : D /M | ¥ / /
MR B / B | = [ /
. Duration of Treatment : days
% 3=Fd B
. Type of Treatment
ARO SR
0 Hospital | zation: From / / , to / / ( days)
AR =} / / , B / / ( B )
0 Qut patient or Home Visit : / / / /
AR5 / ! { /

. Nature and Condition of 111ness or Injury (In brief)

EROBE

. Prescription , Operation and Any other treatments (in brief)

niE. FHEETOLOAROBRE

.Was the treatment required as a result of an accldental Injury ?  Yeso Noo

AEGBEOBBFLIDENTTH. FEL LWLOE
. | temi zed Amounts paid to Hospital and/or Attending Physician : Form B
AR ®XB
. Name and Address of Attending Physician
BYEROBRWRUER
Name  B&] :Last ¥ First # Title #5
Address {XPf :Home BT phone %
Offlce RGP phone REE
Date A1t : Si gnature |E

Attendl ng Physician 84E
Ref erence Number of your Medi cal Record (If applicable)
2HEB0HS




BR (B AR

6. SEROBIE

7. BB, FHETOOLEOHE

MR & 0 R AW

AW R

BE




Form B

Itemized receipt

HH 4R

(1) Fee for initial office visit
(2) Fee for follow-up offlce visit
(3) Fee for homs vikit

(4) Fee for hospital visit

(5) Hospitalizatton

(6) Consultation

(7) Operation

(8) X-ray examination

(8) Medication

(10) Anesthetlcs

(11) Operating room charge

(12) Others (specify)

(13) Total

Important : Exclude the amount irrelevant to the treatment,|-e,extra charge for a bed.

B #H ¥

kS
BRH
e 22}
ABRERE
ABRR
PER
FHR
X 4RI
EXER
FRR
FHERA
T Ot ( AR BR)
& &

b ¥ FSRERNFARCERNAZVEORBVTTEL.

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

BYEEXRFREEROBHRTER
Name
#®  : _Last First Title

:c3 & 3
Address : _Home E% Phone RBEE
EPF Oftice JRBR R IdBMAT Phone REE
Date . Siagnature

a{d rE
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Request to Attending Physiclan
BUEADOHBHEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
= ORFITBE O RAURR OB O RHCLETTOT, ERESHFWLET.
2 . This form should be completed and signed by the attending physician.

ZORKITHAUEREBAL, POBALTIEEWY,
Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be

BstC filledout. %A%, ERAR - ABAEROE, ZOMKLBALETT,

Attending Dentist's Statement
W NP2 RAE B ME

1, Name of Patient(Last, First) Age(Date of birth) Sex (Male + Female)
BER > E(44EA B) 5 \ M2
2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
A ; ; BRAY days
Permanent tooth Primary tooth

K
[
=
SEZ,
o,
S
T

(Upper)

@(‘) A At‘bggémmm 154

E g E (SYBY=) | (7Y mYI 5 g
i@ oe Bl aReeec T 3 mreEs 3
o BRIV PO R | TR
Type of Treatment RN
Dental Treatment Localization of Teeth Examined Date Fee
HRHER AL MO./DA.| YR. BRR

linitial Office Visit ~ #)EH
X —Ray Examination VM URTE
Dental Pulp Extirpation %8
Operation FH#f

Extraction i

Filling et

Inlay Avb—

Metal Crown &BE

Post Crown  #EgEH

Jacket Crown Px/vbd
Bridge Work 7Yy

Plate Denture SRR M
Partinl Denture /R#psEH
Complets Denture  #23%1
Treatment of Pyorrhea Alveolaris
HERIRALIE

Medicine %3

The Others FOfi

Total A%t

Name and Address of Attending Physician
BYUEDL MR EET
Name  Last(f) First(4) Title(F5%)
Address Home(H %) Phone(#58)
Office(FifR X B HRET) Phone
Date(B {£) ; i Signature(B4)
Attending Physician({8 ¥4 &)

Reference Number of your Medical Record(if applicable)
BREROM B




RAC #RER

TR

Primary tooth

Permanent tooth
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(31 %)

T IC M

Agreemt pf Au;hurtion

- B B £ R B

+ Starting date of medication Year. Month Day

- KB
(BEH)
(A7)
(£4A8)

. S Ga - e -

+ Patient
(Name of patient)
(Address) :
(Date of birth)  Year Month Day..

A a—-{tRRERES AP

B (RRERITIH), . A - REREBASORAX 12—
BREERRABAVERCL T, IR MDA H2PR (RETHET LA
. WP, FORAA) ERET 50D, BHEEORISIIIoT, RRTBHET N
KRS ETH, YBEHLSREITHT BIBORKERT 5 T LRABRLET.

i, LRERICSED, NAR—hOAV-MBEERZBEIR, NAR-bE
A O-{EAAICRRT AT LT TRAELET.

To: Seiko health insurance society

I (patient who has received treatment) authorize Seiko 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 oxder to verify by submitting the related application forms.

Also, I agres to submit a photocopy of my passport if it is necessary along verification
process written above,



L 21
Signature

BRWE, BREZIEEAMToOTTEN, 2B, ROBAIL, BlE (FAVRRE
DBE). REBRA (FAVRERERADPR), BEBRA (FAVEECLTWIHES)
MEALTTEW,

Insured person who has received treatment shall sign one's signature. Howevar, 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.

(B48)

(fERR)

(814 € __A_R

(R & DRAR) TEA - RMEH - EEEBA - TOM ( )

¥ ZATROAPMBIZBEANS 6 » AMTT.

(Signature)

(Address)

(Date) Year Month Day.

(Relation to the insured) : Seif <Guardian -  Heir + Other

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

2B, BOHR. ERBENSHIEORRECRERTLEERD SNEBE, FEOFH
RSBREHERRE ZeMBDET.

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.



