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FormA

10.

Attending Physician's Statement
7 N A M E

. Name of Patient(Last, First) Age(Date of Birth)

BEL i CEFEA )

Sex(Male - Female)
PRI (5 - %)

National Health Insurance (See the other side of this form)
BRaLUVERERERBERERIEES

. Date of First Diagnosis : D/IM/Y /

LIEA=! B/R/%® /

. Duration of Treatment : days

PEAH H

. Type of Treatment

BEDHE

] Hospitalization: * From / / ,

B H / / ,

O Out patient or Home Visit : / /

NS / /

~| || -
~| || -

. Nature and Condition of IlIness or Injury(in brief)

ER DB E

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

WA, FMiZOMONEDE

. Was the treatment required as a result of an accidental injury?

BEIIEROEZICLDHDTTN?

. Itemized Amounts paid to Hospital and@or Attending Physician :

RERE

Name and Address of Attending Physician
BUEOZBIROMERN
Name  &di: Last 2 First &

YesO NoO

lEu W Z

Form B
=B

Title #r5

. Name of IlIiness or Injury preferably with Number of International classificationof diseases for the use

(

days)
HH)

Address {7 : Home B=

Phone &%

Office &b £ 7= 13 28&RT

Phone &%

Date BT - Signature &4

Attending Physicianig &4 &

Reference Number of your Medical Record (if applicable)

PERBEOES




FormB

Itemized receipt
U B A

(1) Fee for Initial Office Visit IR ZEs $
(2) Fee for Follow-up Office Visit B2k $
(3) Fee for Home Visit 128 $
(4) Fee for Hospital Visit NSt s $
(5) Hospitalization N $
(6) Consultation ek $
(7) Operation Fir e $
(8) X-Ray Examination XM $
(9) Medication [ SRy $
(10) Anesthetics PRI 2y $
(11) Operating Room Charge Fiir==E H $
(12) Others (Specify) oM (HEWRE) 0§ $
(13) Total A Bl $

Important : Exclude the amount irrelevant to the treatment, I1—e, extra charge for bed.
R SR ER IR R ICEE R ORWE DIFERWN TSV,

Name and Address of Attending Physician ./~ Superintendent of Hospital or Clinic
PH 20 2 SR e B85 = O 44 1T M OMEFT

Name
A Bl . Last First Title

i 4 PR
Address : Home H%E Phone &3
T . Office JBPe E/IX2 AT Phone &3
Date : Signature

HAF B4



This form is used for claiming the health insurance benefit.
ZORRAUTRERE IR RO AS A OB EE I SV ET,

Attending Dentist's Statement
ORZERAZHME

Name of Patient Date of birth Sex M
BEL EEHH 41 ] S
Date of First Diagnosis Days of Services day
iz H RS
Tooth Number — #z(
Permanent Tooth 7K/ primary tooth LB
#1 #2 #3 #4 #5 #6 #7T #8 #9  £10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E #F #G #H #I 4]
8 7 6 5 4 3 2 1 ‘ 1 2 3 4 5 6 7 8 E D C B A ‘ A B C D E
R. L. R.
8 7 6 5 4 3 2 1 ‘ 1 2 3 4 5 7 8 E D C B A ‘ A B C D E
#32 #31 #30 #29 #28 #27 #26 #25 #24 #23 #22 #21 820 #19 #18 #17 #T #S #R #Q #P #O #N #M #L #K
Services Tooth No. Fee Services Tooth No. Fee
1. Examination 8. Filling Amal. 1 serf.
34//\?7:‘: }Eﬁg‘ 7w 2 serf.
2. X-ray Bite-Wings X VIR 3 serf.
LUy R Comp. 1 serf.
2 HE 2 serf.
Periapical X LY 3 serf.
PR ]
Panoramic X 9. Inlay / Onlay
T AL — T rL—
Models 10. Amal. / Comp. Build-up
AT T TRAH LAV DN I DR B
3. Medication O ves [ no Post ¢ Core
ErS S AR

4. Prophylaxies / Scaling
W« WABRE

11. Crown Porcelain / Gold

B R—tLr - &

Florid Silver Alloy
7oAt REE
5. Extraction Other
73] Z At
6. Periodontal Scaling / Root planning 12. Bridge Work  Abut
P T B B 2 - AR T TG TV KB
Gingival Curettage
BRI
7. Pull Cap Pontic
H B F3-
Pulpotomy
i B BT - 4B 13. Plate Denture
Root Canal Therapy HIRF
JiSERIEY S 14. Other
1 Canal oM
2 Canal
3 Canal
RE

Name and Address of Dentist / Office
SRR D FC 4 S OV Ir 72 bt R Fifi o0 42 B S VT AE

Total Fee

adt

Date
A fF

Signature
B4




RECELIAEE (BNRER)

Agreement of Authorization

- SA9RBAA H Starting date of medication  Year £ Month H Day =|
- B #&Patient
_(FBE K £Name of the insured)

(f£prAddress)

(44 H ADate of birth)  Year £ Month A Day =]

=SHEETREFARKRES fF

h(RBEZTEE) X, = ZEIRERKRESORE
HdWE, CEEIREEREENEFTLLEEZTEEN, BN RBEERFEHI-HI=E
X (BREfTAET--BK. 5. RERA) 2R T2L-H, BFETHFORHZFC
oT,. BETAET-EEBICRESEZETV., UFZEHILLRKICHTIFRORHKES
H3ZEICRBLET,

Fr, LEBRBCHEY, ZZFTEIRERKRBAE~ANIXR—FERERTIELEHIC,
ZOIE—#RHUTILICABLET,

To: Mitsubishi Heavy Industries Health Insurance Association

| (patient who has received treatment) authorize Mitsubishi Heavy Industries Health
Insurance Association 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.

24 - #HEN##Signature
EL - HHE, BRESTERANTOTTIN, BERDEGFEIE. HIEE (KRALKRHED
5a) . BEREAN (KRANHRERERADEFE) . ZEEKA (KRARRETLTWDEHER) A
E4, HEHILTTREL,
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)
(f£prAddress)
(B £ Date)  Year £ Month A Day =
(BB#F &£ DEAfE Relation to the insured)
AN Self - #HMEZE Guardian - EEHHKA Heir - Z D4tk Other ( )




