Request to Attending Physician
HEE~DHREWN

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

2. This form should be completed and signed by the attending physician.
TORFKITHYEENTAL, »OBLLTLLEE,

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

filled out. FAE, TIARE - ABSEBIZOE, ZOKK 1 HBLETT,

Attending Physician's Statement
2 R A & B 8 &

Form A
XA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEL EE(EERR) . ) MR

2 . Name of Illness or Injury preferably with the number of International Classification of Diseases
for the use of Health Insurance. (Please refer to the table attached to this form. )
Binsk R ORERR A ERERSEES
( No. )

3 . Date of first Diagnc\)sis
IR

4 . Days of Diagnosis and Treatment
TR B days
5. Type of Treatment
RO
O Hospitalization =~ From / / to / / ( days)
N | / / E / / ( A )

0 Outpatient or Home Visit / / . / /
ABzS / / . / /

6 . Nature and Condition of Illness or Injury(in brief)
FESR DL E

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

T, FHEDOMOMNE DREE

8 . Was the treatment required as a result of an accidental injury? ———— [] Yes O No
BERIIEHOEZIZL DO TTH,

9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREET, FIEYEICKL-TERBEONR - HERXBIc L 3
10 . Name and Address of Attending Physician
HYEDOLFITROERT
Name Last (i) First(4) Title(#:5)
Address Home(H =) Phone(%E:E)
Office (R e £7- 1T FT) Phone
Date(H 1) ; ; Signature(Z£4,)

Attending Physician(#8 X4 [E)
Reference Number of your Medical Record(if applicable)
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2. B4 RUORERRAERRBYEES

6. EROWE

7. 8005, FHFEOMOLE OBEE
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Agreement of Authorization

R = - Y = N =

* Starting date of medication Year Month _ Day
- BE
(BEH)
(F
(EEAH) G £ 5|
» Patient

(Name of patient}
(Address)
(Date of birth) Year Month Day

BAENLRBERRES M

B (B aZi7c®). 3 BRENLARRERBENE OE I E AN A RFERRE SIS
RELZBRED, MMRERFHTRCDLEE (RETARIToLHM, BEN. REN
F) RWRT D20, PHBEHORUB L > T, BRITBEToLFIZBWEEITL, 4
SEPOMBITRNT 2HRORLEZT L LICRAELET.

iz, LREMERICHZLD, NAR—FOIE—MPBEERZBATE, NAR—M2EHAE
NORERBRES IR T A& HMETHELET,

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,



B - FENH
Signature

F5 - TEHIE, BRERITTERADMToTTEN, 2B, KOBAE, BlEE (FEANE
REDEE), RERRA (FAPRERBRAAORS). ERMAKEA EABTEELTY
S50) MEA, HEILTTFE N,

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) &l
(£EFT)
(B i A H

(BELOBR) AN - BHEF - BERBEA - Toffts ()

X AABSOAMHRILELAENS 3 5 AKTT.

(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.

2B, ERHE, EFREENSITEOREECELRALERDSNAHE, T
R ERRZLRA 2 &H 0 £T

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.



