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TEZERBIICERAZ (1 BNSARET) (C 1T DIARENMMELRDFT,

FinS (CHELGEML. [MERER (BRIRE - 1EREE) BIMVEREESIGHRRE] SN A
(ERIDIZE(F C) - BTY, BHDEMISGGERALTES>TLZSW, HET, fAlEZT
RHLSTZE0N,

BRXAD2 - 6 - 7. HHXBD0). (11). (15). HR® C DBEEIAIZ(CDU\TI(LEIRE
U. BEREBDERR - K% - BiEESZEVTLIZE0N,

[MERIRIR (IRRIRE - WHREE) BIVEBRETRHFFE] OO~0 LERRMDEAZCH
e L. BEFMBUERERBREICTRE TSV B8, BARESESEZRELTRIBL
FIDTITELSITZSN,

BIVEEEDIGEIL. BAERNORRRRDEGEE (RARRERSEEAN) ZBEE LT
BESNCEE (RRCSRM TSI ZEEDANEESNZEAL DRV S (FTEDEEEE)

NS, —EEEEEIERUCERZBILET.

BIVEERE (CHAT DRREREDEDNS DX IDOT(REHEFE. HREPRE), BADZ
WHET UTER R TR SERVDMMNCHREDOFREZHMOILET .

. EBNTEMULSSE. MZEs /COR— K (KR2DOE. HEEDAESD D V\(GHEDH
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Request to Attending Physician
BYEADSFL

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

C OO FBEDORRRIRDIGI DRFECHETIDT, SAESRELLET,
2. This form should be completed and signed by the attending physician.

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

BFRZT L. FEAR - AR &lCDE. COFR 1 KW ETTY.

Form A Attending Physician’s Statement

#RA ZRANEHMESE

1. Name of Patient(Last,First) Age(Date of birth) Sex(Male - Female)
BEL Fin (EFH/H) . . 45 (58 - @)

2. Name of Iliness for the use of Social Insurance.
s

3. Date of first Diagnosis

¥l 2 2
4. Days of Diagnosis and Treatment days
2 K H # B

5. Type of Treatment
B R O o H

O Hospitalization Form / / to / / ( days)
A B B ES ( HfE)
O Outpatient or Home Visit / / . / /
A & st / / . / /
6. Nature and Condition of Iliness or Injury(in brief)
ERDOEIE

7. Prescription, Operation and any other Treatments(in brief)
75, FieDMmOLEBEDOEE

8. Was the treatment required as a result of an accidental injury? Yes [J NO[J
SERIBMDBEICKDEDTIN, (F (A1AY-4
9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
BB, FIz(HEHEICIA D TEERBDOAER  HRBICLD
10. Name and Address of Attending Physician
B EDORBINOER
Name (&&#af1) : Last(¥%) First(£a) Title(#15)
Address ({¥Ffr) : Office(JRbR Tz (52PN Phone

Date (Bf) : . . Signature(E4)
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Request to Attending Physician
IHYEADSFHL

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

C ORI FBEDRRRROIGII DB ICHETIDT, sEAZHFELLET,
2. This form should be completed and signed by the attending physician.

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

ZHZE. FEAR - AN E(CDE. CoF 1 W ETTY .,

Form B Itemized Receipt

#xB AU W E

(1) Fee for Initial Office Visit k) 2 2 $

(2) Fee for Follow-up Office Visit B 2 = $

(3) Fee for Home Visit =* Z ) $

(4) Fee for Hospital Visit AR & B $

(5) Hospitalization A 3 & $

(6) Consultation Z = & $

(7) Operation F fifs & $

(8) Professional Nursing 0 % 5 E M & $

(9) X-Ray Examination X # ® &2 & $

(10) Laboratory Tests* E w a7 &
$ *Please fill in the content
$ of the Laboratory Tests.
$ *ERBORNETZELRALT
$ =

(11) Medicines** E - &
$ **Please fill in the name the
$ amount of the prescription
$ of an individual medicine.
$ *HRILFS U T 2 DEEDEIRE
$ SZECALTTFZ,

(12) Surgical Dressing a W & $

(13) Anesthetics i3 2 & $

(14) Operating r oom Charge F oM E & H $

(15)The Others(Specify) zhftt (IEEBASE)
$
$
$
$

(16) Total = &t $ Unit is

BEHAL

Important : Exclude the amount irrelevant to the treatment.i.e., payment for a luxurious room charge.
E = ERIERE. SARICEZEBROIZVWEDEFRVTTE0,

Name and Address of Attending Physician

BYEDOZRIROMER
Name (%&#l) . Last(%%) First(&) Title(¥55)
Address ({¥Ffr) : Office(JRbRRTz(SE295FN) Phone

Date (Hf¥) : . . Signature(E£4)




= 0 2
H g
wm H B
— =
.WAE ~~
K ]
S .
K ®
& o
i S —~
= i s
g ~ __m._“_“_._
K e s
QS 4 i
il S —
~ {1 i 2
o K i S
i Lis] N
T
® o = in
mZ Z Z



Request to Attending Physician
IHYEADSFHL

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

C ORI FBEDRRRROIGII DB ICHETIDT, sEAZHFELLET,
2. This form should be completed and signed by the attending physician.

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

ZHZE. FEAR - AN E(CDE. CoFK 1 W ETY,

Form C Attending Dentist’ s Statement
# C ERZRASTHMES
Name of Patient(Last,First) Date of Birth Sex OM OF
BEL £%AH . . 45 (8 - &)
Date of first Diagnosis Date of Diagnosis Treatment
FIE . . =k days
R Permanent Tooth 5KA LR Milky Tooth ZLi& L
(Upper) ‘ (Upper)
8 7654321 12345678 e d c b a a b cde
8 7654321 ‘ 123456738 e dc b a a b cde
(Lower) (Lower)

Type of Treatment AEDII$E

NN . Localization of Teeth Examined . .
Service(F2EAE) e Material (#4%}) Fee (&/&EH)
(BEpfir)

Initial Office Visit #J2#}

X-Ray Examination L-> M A&E

Dental Pulp Extirpation 1k

Operation ]

Extraction iki&

Filling 7518

Inlay 1>L—

Metal Crown £&E

Post Crown ###ces

Jacket Crown v 4w hd

Bridge Work JUw=

Plate Denture BFRES
Partial Denture FEp&EE

\

Complete Denture #8ZiE

Treatment of Pyorrhea Alveolaris
BRI RAE

Medicine %32

The Others Zfit

Total &%
Name and Address of Attending Physician {BXEDRZRINRUMEFR
Name (%&#&1) : Last(#) First(£&) Title(¥15)
Address ({¥Ff) : Office(JRBr Tz (FE2H&EFR) Phone

Date (BHf¥) : ) . Signature(E4)
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HECEDIEEE
Agreement of Authorization

fh (FEZRTTZE) | (F. =ZRMERERIESOHMER (I=ZH
HERFAMRIBEN ZE UCEEED BHEREFFERCHDIFER (BERITRAZTOICAR.
5P, mBAT) ZiEiR9 e, BRSADRMEFICKLOT. BETRZIT OILE(CRRZT
LY, HEZENSRE(CHITDBIROEBRZRITDCLICABRLET . Ffo. LEEHR(ICHIZD.
JZR—= bOIE—MRELERDBEIC(F. )R- b =2 HMERERRAS(CIRRI DL
BHETCERLET,

I (patient who has received treatment) authorize Mitsubishisteel 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.

Es - IEME (Sigunature)
EL - N, BEEZITIEARAANMT O TLIESV. BB, XDBEFHIES (RADEKKED
BE)  EEEBA (RASECLTLBRIES) I'ER - HENLTLZE0,

If you agree the above condition fill out the underline information. Signature must be done

by the patient who received the treatment. However, in the following case, guardian(if

patient is under 20 years old) , heir at law (if patient is dead)shall write the signature.

1¥PF (Address)

K% (Signature) : Ep
4£4HH (Date of birth) : & (Year) A (Month) H (Day)
(BEEOBER) : AN - FiEE - EEHEEA - 2ot ( )

(Relation with the patient) : oneself guardian heir other( )



