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Request to Attending Physician
HYE~ADHFEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
Z OFRRITEE ORERROMRAORFICHLETTOT, EHALBEVLET,
2 . This form should be completed and signed by the attending physician.
ZORKITHEYENRTAL, 2OBL LTI EIN,
Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
g C filledout. &#A®E. EXARR - ARRAEIZOE, ZOBRKXN I BPBLETT,

Attending Dentist's Statement
W R 2R ARNS B ME

1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BE4 EHCEEAR) . . TER
2 . Date of first Diagnosis 3. Days of Diagnosis and Treatment
M2 A ) ) PERAK days
Permanent tooth Primary tooth
N (Y N P
(Upper),-\ ‘ “lul“““ \“n “‘u‘,’l
2 naao 006’0 Mwe@ma S5 WEEEE) FeROD g
) - S =
towen & 1 @ @@@w@wmtﬁ S8 EreEEE | B 2
T A A el i L
Type of Treatment JGEDHEE
Dental Treatment Localization of Teeth Examined Date Fee
HEHER BB ERAL MO.DA.| YR. BEE
Tinitial Office Visit  #Z2%}
X —Ray Examination LV M URE
Dental Pulp Extirpation  $k&6
Operation ~ Ffff
Extraction kM
Filling i
Inlay (21—
Metal Crown &R&%T
Post Crown  #kfetl
Jacket Crown T ¥7vhi
Bridge Work 7Vvv
Plate Denture  HKZHH
Partial Denture J/REiEE
Complete Denture #%
Treatment of Pyorrhea Alveolaris
HERIRALE
Medicine #%3%
The Others ZDith
Total &%t
Name and Address of Attending Physician
HYEDLRIROMER
Name  Last(i#) First(£) Title(#5)
Address Home(H %) Phone(&33)
Office (B £ 7= 1L 25T \ Phone
Date(E 4) . . Signature(£4)

Attending PhysicianGE ¥4 E)
Reference Number of your Medical Record(if applicable)
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Agreement of Authorization

- {6HRBALA H A H
+ Starting date of medication Year Month Day

(BHE4)
(LA
(EFAR) A H

* Patient
(Name of patient)
(Address)
(Date of birth)  Year Month  Day
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ENBFELT-FEERD, WBIVREEREERICO L EE (BERITAZITo- AR, 5T,

HEENE) 2R T D70, HFEEHORMEICL > T, BEITAZITo L HICRE 21T
WEENORESITHTHERORMEZIT L Z EICRELET,

F-. FEHERICHTZD . NAR— O B —nNE L R AT, SAR— N &

TR A IR T 5 Z L b OFETRIE L £,

To: Furukawa Health Insurance Society

I (patient who has received treatment) authorize Furukawa 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.



E4 - HEE
Signature

B HENL, WBREZITEARANMTOTEEN, 2B, ROBAIE, BHEE (RARN
REAFEDLGE) . BFEZ RN (RADRERE LANDOLE) . IEEMBEAN (RABFELE LT
WABGE) mELA. FIHILTRFEW,

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) Fll

(ERT)

(HAD) F_ N H

(& L DRAfR) AN - BMEE - IEEMRAN - Zofl ( )

X OARFEFOABIRITES HD 6 v HETT,

(Signature)
(Address)
(Date) Year Month Day
(Relation to the insured) : Self -« Guardian - Heir «  Other

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

ks, EoHIE, EREB ) D FTE ORIEESCEEIRNL E 2RO onGa . FriE0EH
(CHEFRHATRES 220 H 0 £,

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.



