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AEICEDSRIEZE Agreement of Authorization

;BRI Starting date of medication £ Year A Month B Day

2£E42 Name of Patient

{¥F Address

4 HH Date of birth £F Year H Month B Day

HRE_w b RERERRIES #FR

h (BEEERITZE) | (. BRERREESOHE X (SRRFAREESNEFTUCEEEN. B
HEBERFEHACHIIR (BETRZITOIAE. B, BERNE) NI DH. HFRBHORMEFICLO>T. BEITR
EITOCECEREZTV. SFENSRE(CH T IEMOEHERITDCLICABLET,

Fiz. LEHERICHED. JCR—- bOIE-DBEERDBACE. /(RAR-MERRIDTEEHETERRLET.

To: Tokyo knit Health Insurance Society

I (patient who has received treatment) authorize 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.

E% - Signature

B - B BRERIITEAAMT O TS,

RB. ROBEL. FIEE (RANKREDSRS) . REEBRAN (RANKREREZRADISZS) | EEERA (RANSETELT
WBIBE) iNER. HEILTLIZELY,

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.

K% Signature

{¥Ff Address

Hf$ Date £F Year H Month H Day
EHLOB% Relation to the insured A A Self - $it&#& Guardian - SEZEEREA Heir - 20fh Other ( )

X AREEOEMHIREGEEZHNS 6 PAMTT,

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

RE. Elviti, EEEENSIEDRIBREVCEERREZRDSNITIHZE. MEOSHEICHESEZRHWZIZLZENHD
F9,
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.




Form A Attending Physician’s Statement Z2EAREHHE
(¥ A)

Request to Attending Physician BXEAODOHFE

O Please fill in this form so that the patient may claim the health insurance benefit.
ORI EEORRRIROBAMORBICHETIODT, FEAZHFEVLET,

O This form should be completed and signed by the attending physician.
CORRTHBEHENTE AL, MDOBALTIZEL,

O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
A8, FLAR - ARHBCOE, 2o 1 MW ETT,

1. Name of Patient (Last, First) &2

Age (Date of birth) &z (%A H) . . Sex Rl Male 8 - Female &

2. Name of Iliness 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.) SR &&RVERERAERERIEES

(No. )
3. Date of First Diagnosis %52
4. Days of Diagnosis and Treatment Z2#EHEEX days
5. Type of Treatment S&EDIEE
O Hospitalization ABE  From . . to . . ( days )

[J Out patient or Home Visit ABg4+ Month A : Year £ :

Date Hff: 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

6. Nature and Condition of Iliness or Injury (in brief) AEROELE

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

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

Yes (FL) - No LWX

9. Itemized amounts paid to Hospital and/or Attending Physician EEH%EIX (HBYEICE A EEHEEDAER

> Fill in Form B #z= B(C&3

10. Name and Address of Attending Physician 1EZEO&BIRMMERR

Name %@l Last i First & Title #15

Office Address JRIEX(SEZEFRDERT

Office AT IIZEPRORIR Phone =3

Date Hf$ . . Signature &%

Reference Number of your Medical Record (if applicable) ZEHZOES




BRILA #HER

2. BRENRVERFRRBERSRIRES

(No.

6. RIRDEIE

7. 75, FeOMOLEDEE
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Form B

(#HRXB)

Itemized Receipt FEUNBAHIE

Request to Attending Physician

B EADSFAL

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

CORKEBEORRERROBADORBCHETIOT, SAERZHANLET.
O This form should be completed and signed by the attending physician.

CORRKFIBHENTE AL MOEBRALTIIZEL,
O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.

ZRB. AR ABRIMB(OE, 2O 1 MHFBETT.

Name of Patient (Last, First) &%

Country E&

Currency unit BEHEAL

Item (IEB) Amount (£%8)

1 Fee for Initial Office Visit (#zZHh)
2 | Fee for Follow-up Office Visit (BZH)
3 | Fee for Home Visit (1x228))
4 | Fee for Hospital Visit (ONSETSY)
5 | Hospitalization (ABZE)
6 | Consultation (Z58)
7 | Operation (Fii &)
8 | Professional Nursing (BE=EEME)
9 | X-ray Examinations (X#RIEEE)
10 | Laboratory Tests (GEREE)

Please fill in the content of the

Laboratory Tests.

EIRBORNBTETLALTZEL,
11 | Medicines (EEH)

Please fill in the name and the

amount of the prescription of an

individual medicine.

WHUEOZIRE 22T AU TUIZEL,
12 | Surgical Dressing (BFEHE)
13 | Anesthetics (RRERER)
14 | Operating Room Charge (Fh=&EHR)
15 | The Others (Z0fth-4¥52)

(Specify)
Total &3

% Important : Exclude the amount irrelevant to the treatment.i.e,payment for a luxurious room charge.

Name and Address of Attending Physician 1BHEDZRIRUMERT

PRI ERE . ARICEEBRBOEOEERVTIZEV,

Name #&A] Last ¥

First %

Title #15

Office Address BT X (FE2EFTDERRT

Office JRBTIIZBFRDZIT

Phone &%

Date Bt

Reference Number of your Medical Record (if applicable)

Signature &%

PEROES




#RIB #ER

10. FEREEOAER

11. EREBEOWR (FE0&iR 8)

15. Zofth (4Fsc=E18)

B R A&
K &
£ FR

BEEES




rom ¢ Attending Dentist’'s Statement HERIZEBRASHMES
(Itemized Receipt FEUXERFHZE)

(#HKC)

Request to Attending Physician BXEAODOHFE
O Please fill in this form so that the patient may claim the health insurance benefit.

CORRR(EBEDRRRIROIGHORFCHETIOT, SAERZEMEOLET.

O This form should be completed and signed by the attending physician.
CORRTHBEHENTE AL, MDOBALTIZEL,
O One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
A8, FLAR - ARHBCOE, 2o 1 MW ETT,

1. Name of Patient (Last, First) &2

2. Age (Date of birth) s (£EHRH)

4. Date of First Diagnosis #]32

5. Days of Diagnosis and Treatment

3. Sex 43 Male 88 - Female &

6. Name of Iliness 5/%+%& [ Dental Caries 58#if [ Missing Teeth K#8 [ Pyorrhea Alveolaris sEEZR

O The Others 2ot (

B =k

days

7. Localization of Teeth ZBfiI

Permanent Teeth KA

R.

87654321‘12345678

87654321‘12345678

L.

R.

primary teeth F.g&

edcba‘abcde

L.

edcba‘abcde

8. Type of Treatment SAEDIIEE

( Currency unit BEEE(I

Dental Treatment (s8:15%%)

Localization of Teeth Examined (ZBs&EH{i)

Material (#431)

Fee (AEEZ)

Initial Office Visit (FJE2#})

X-Ray Examination (L~ K FIARE)

Dental Pulp Extirpation (k&%)

Extraction (¥kis)

Filling (F81%)

Inlay (4>L—)

Metal Crown (£ExE)

Post Crown (flk#5ees)

Jacket Crown (Sv4vhiE)

Bridge Work (JUw>)

Plate Denture (FBERZiE)
Partial Denture (S3b&kE)
Complete Denture (¥42=k)

Treatment of Pyorrhea Alveolaris
(BEtERRIRALE)

Medicines (#%3%)

The Others (ZoAth)

Total

&)

9. Name and Address of Attending Physician 1B4EDZBIRMERR

Name %@l Last i

First &

Title #15

Office Address JRIEX(SEZEFRDEPT

Office AT IFZEPRORIR

Date Hf$

Phone &5

Signature E#

Reference Number of your Medical Record (if applicable) ZEHZROES
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