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6.

10 .

Request to Attending Physician
HYE~OIBFE

1 . Please fill in this form so that the patient may claim the social insurance benefit.
ZORERIT BT DS RBEORBIT O R FEICHLETT O T, iEEZ BN LET,
2 . This form should be completed and signed by attending physician.

CORRITH Y ERTAL, OB ALTTEY,

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

A4 AR ABSMEICAT, ZORRKIA A LB T,

Attending Physician’s Statement
TRERNEHME

. Name of patient(Last,First) Age(Date of Birth) Sex ( Male * Female )
BEAL i (A RB) MR (5 - 22)
Name of Illness or Injury preferably with Number of International Classification of Diseases for
the use of Social Insurance(See the other side of this form)
5994 e O PR B [ B R 5y S8
(No, )
. Date of First Diagnosis: , 20
Wiz A
. Day of Diagnousis and Treatment: days
R H
. Type of Treatment
TRIEDSYE
O Hospitalization From s 20 to , 20 ( days)
N B = ( H f#)
O Out patient or Home Visit ~ From R 20 to , 20
A Bt 4+
Nature and Condition of Illness or Injury (in brief)
JEIR O EL
. Prescription, operation and any other treatments (in brief)
AT | TFATE DA AL [E DA
. Was the treatment required as a result of an accidental injury? Yes [] No []
TRFRITFHRDOEEICIDLO TN [ INAY-4
. Itemized amounts paid to Hospital and / or Attending Physician : Form B
T H BIRE S X B
Name and Address of Attending Physician
Y = D4 i & OMEFT
Name 4 A : Last & First 4
Address {¥FF : HomeH=% Phone
Office JEPE XIXF2H AT Phone

Date Aff Signature &4

Attending Physician +H 4 &

Reference Number of your Medical Record (if applicable)
PR OEF S




Request to Attending Physician or Superintendent of Hospital/Clinic

ORI TRE DS RROKET O

HYEFIIREEB R ~D LR

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

2 . This form should be completed and signed by attending physician.

CORAIFHYEDRTAL, 1OBALTEIN,

FEICHETTOT, FEHZ BV LET,

3 . One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
% A, ARt ABSAMEIC AT, 2O DS MBI TT,
4 . If not in dollars, please specify the unit used.

RV LI DR EEDEAITF D B EENTTZEY,

Form B
£ B

Itemized Receipt

TR BAREE

(1)  Fee for Initial Office Visit

(2)  Fee for follow—up Office Visit
(3) Fee for Home Visit

(4)  Fee for Hospital Visit

(5) Hospitalization

(6) Consultation

(7)  Operation

(8)  Professional Nursing

(9)  X-Rai Examinations

(10)
(11)
(12)
(13)
(14)
(15)

(16) Total

Laboratory Tests
Medicines

Surgical Dressing
Anesthetics

Operating Room Charge
Others (Specify)

I
w2 B

® B H

A B B R OR

A B B

Boon #

F O %

W% B

X i BoE

TR

EOE %

oo #

WO #

T = %

2Ol (B L)

Unit is

& # B

Important : Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.
& B ARERERRICEEREROZROBDIFRNT RS,
Name and Address of Attending physician/Superintendent of Hospital or Clinic
04 = X TIE B 5 B O 44 R B OMEFT
Name 44 Hif Last I First £ Title 5 5
Address {¥FF : Home B Phone &%
Office Rl X2 HE T Phone &

Date Hf7:

Signature &4
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Agreement of Authorization

ARBAIR B Starting date of medication Year Month Day
FEK4S / Name of patient /

Sy

Address

S HFHH Date of birth Year Month Day

NOIEXRRRKREES #F

MEEEZIT=E). O ZERERERESOBEXX IO TEEZRERIREEN
REALLEEEN. BN EEEIKRPEEHICHIFTE(BETAZTI-HE. 5. BERNR) EHRT 50,
REZHORBEZICLI S T EBTATTOLEICRRZTV., AZEINCRBRRIINTIRHRORMERITLHIL
ICRIELET,
Fro. LERERIZHIZY . NRAR—rDIAE—DNRELLDIGEICIE. NRKR— 2N O T X BERKBEESICIRTT
BHIELHETRIELET,

To : Kawaguchi Kogyo Health Insurance Society

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

E 4 - Signature

BL-HENEABEEZTERANTOTTIVN. GHE. ROGEIE. RIEFB(RANRREDGEE) . REERR A
(RADRFEHEZRADIGE) EEBEFEA(KANETLTLSEE) BNER. HEILTTELY,

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.

K4 / Signature /

EFRr

Address

B{t Date Year Month Day

BELEDBEZR (Relation to the insured)
. KA (Self)  H#E (Guardian) - ETEFMHEA (Heir) = Z D4 (Other) [ ]

X AREZEEOHEVHRIIELZ BN 65 ARTY,

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

TE. By, EREENCEDRIEZECEZEERGELROON-IGE. IEDEHITWESTEEFRHIELS
ENBYET,

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.

(H28.4)




