Request to Attending Physician
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1. Please fill in this form so that the patient may claim the health insurance benefit.
Z OFRKITEE OBRRRROBTORFBICKLETTOT, fEAZBEVLET,
2 . This form should be completed and signed by the attending physician.
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Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
gXC filled out. HA®E. E£7-AlT - ARRAEICOE, TOFRKN 1B LETT,

Attending Dentist's Statement
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1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
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2 . Date of first Diagnosis 3 . Days of Diagnosis and Treatment
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Type of Treatment 55D 4YEE
Dental Treatment Localization of Teeth Examined Date Fee
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X —Ray Examination L M UBRE
Dental Pulp Extirpation 8§
Operation  Ffff
Extraction #kth
Filling FEiE
Inlay (21—
Metal Crown &RB&E
Post Crown  fi#e e
Jacket Crown U7
Bridge Work 7Vv¥
Plate Denture ARz
Partial Denture /B¥fzEMH
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Treatment of Pyorrhea Alveolaris
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Medicine #3&
The Others ZDfh
Total &5t
Name and Address of Attending Physician
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Name  Last(it) First(%) Title(#5)
Address Home(H £) Phone(E:F)
Office (FBE £/ 1T 2R ‘ Phone
Date(H ) ) . Signature(£4)

Attending Physician(GE 4 £)
Reference Number of your Medical Record(if applicable)
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Agreement of Authorization
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* Starting date of medication Year Month _ Day
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» Patient

(Name of patient}
(Address)
(Date of birth) Year Month Day
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To: Nippon Ham Health Insurance Society

I (patient who has received treatment) authorize Nippon Ham 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 orderto 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,
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Signature
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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.
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(Signature)
(Address)
(Date) Year Month Day
(Relation to the insured) : Self - Guardian - Heir + Other

% This agreement of authorization expires 3 month after the signed date.
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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.



