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Request to Attending Physician #HX4E ~DISFE
1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORERITEE OREBERR O O BHFEICSLETT O T, AEHEBELET,
2. This form should be completed and signed by the attending physician.
Z OIS ENTA L, MOBL L TLIEEY,
3. One form for each month and one form for hospitalization/ outpatient (home visit) should be filled out.
KR, ETAPE - ABSMEIZOE, 2O 1 3T,
Attending Dentist’s Statement HFZERANEHME

Name of Patient (Last ,First)

ZEL

Date of Birth
EFEAH

Sex
#57] (Male * Female)

Date of first Diagnosis Days of Diagnosis and Treatment | Hospitalization
Wz A BB days At From to . days.
Permanent tooth 7k/A# Primary tooth 3Ltk
Right 87654321 | 12345678 Left Right EDCBA | ABCDE Left
87654321 | 12345678 EDCBA | ABCDE
Name of Illness 597 & AL
Dental Caries 7 filit: Missing Teeth K18 Pyorrhea Alveolaris #flil&/g  The Others % O ( )

Nature and Condition of Illness or Injury (in brief) JEik O

(

Prescription, Operation and any other Treatments (in brief) 4}, FHifZ Ot oo AL O

(

Itemized Receipt #EUXEAMIE:

Dental Treatment

BRHR R

Localization of Teeth Examined
BT

Material Date

MO. | DA.

Bt

Fee
15

Initial Office Visit 2%}

Follow-up Office Visit 2%k

X-Ray Examination L MUk

Dental Pulp Extirpation #kf#

Operation Ffff

Anesthetics R}

Extraction Ktk

Filling Feif

Inlay Ao 1—

Metal Crown 4 &

Post Crown e

Jacket Crown Y7 vhi

Bridge Work 7V

Plate Denture HKFEH
Partial Denture /S¥lzEth
Complete Denture #FEH

Treatment of Pyorrhea Alveolaris
BRI AL

Medicine 3

The Others ZMAth,

Unit is @EHEAL (

) Total Amount A&t

Name and Address of Attending Physician 84 & D4 Bl & OMEFT

Name 471 : (Last,First)

Address (377 : Home HE

Title #i75
Phone i
Office JRP% ST 2 HEAT Phone

Date Hf}:

Signature &4 :

Attending Physician(#8:4 %)

Reference Number of your Medical Record :

IRER D
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AEICEHHSRIEE Agreement of Authorization

& PERRTS B Starting date of medication Year Month Day
FEKA / Name of patient /

EFr

Address

4 4 A H Date of birth  Year Month Day

NIOIXRBREKRES BT

FREEZZT=E). [T NOTREREKRESOBA X0 TRERRRME
BARALLEREN. BNRBEXRPFEHICHIFXE(REBTAZTER. G, RERND) &
BRI A, RFEEHORBFICI T BETAZITOEEBICRIZTL. HE&ENCRRISHT HIFHRD
REEZTHZEICRELET,
Ffo, LRERICHY. NAR—bDIE—NBELLGDHHETIF, N RAR—MZII O TEERRRBEEITIR
TIHELHETRELES .

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

24 -1ENHE  Signature

EA-WENEBEREEZTARAADTOTT IV GHE. ROGEF . HEE (RANRBEDNHE) . HEER
AN AEADRERERADISZE) EZFEBEA(RANECTLTWSIGE)NER. HEILTTSELY,

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 /

EFR

Address

BH{t Date Year Month Day

BEHLDRE®R (Relation to the insured)
AN (Self) + F#EHE (Guardian) + JETEMHTEA (Heir) = ZD{th (Other) [ ]

X AREZEEOEMVHRITIELBAMNS6,AMTT,

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

BHE.BEoihE, EREENCEDRIEECLCRERGEEZROONIZIGE. MEDERIIVLESTIELZELSH
JBLZELBYFET,

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. (28.4)
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