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Request to Attending Physician
HYUE~DHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORKITBE ORERROBHOFFILETTOT, EHAEZBEVLET,

2. This form should be completed and signed by the attending physician.
CORITHEYEENTAL, »OBLLTLLES,

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

filled out. FAE, E7ARE - ABRSMEIC &, ZOKRKX I HBILETT,

Attending Physician's Statement
2 E R B B M &

Form A
KE=CA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEAL FEmAESERR) ) ) 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. )
B4 kR CRERRAERRFRYEES
( No. )

3. Date of first Diagné)sis
W2 H

4 . Days of Diagnosis and Treatment
TERAHK days
5. Type of Treatment
1BRDSHA
O Hospitalization From / / to / / ( days)
Bz B / / ES / / ( 1)

O Outpatient or Home Visit / / . / /
ABES / / . / /

6 . Nature and Condition of Illness or Injury(in brief)
FER DI E

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

WF . FHEDOMONEDHEE

8 . Was the treatment required as a result of an accidental injury? —————— [ Yes O No

BRITFEHOEEFIZL D BDOTT N,
9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREE, EITHEYEICKI-EREONR : HXBick 3
10 . Name and Address of Attending Physician
BYEDOLFTROER
Name Last(i%) First(4) Title(#5)
Address  Home(H %) Phone(&E:%)
Office (B L7 1T R2HAN Phone
Date(A 1) . . Signature(Z24,)

Attending Physician(8 24 [£)
Reference Number of your Medical Record(if applicable)

CREDES
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Request to Attending Physician
HIEE~DHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z DRITEE ORBIRROIRM ORFICSLETTOT, iAEBENLET,

2 . This form should be completed and signed by the attending physician.
ZORKITHEYENTZAL, HOBALTLEE N,

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

filled out. FAE. FLARE - ARRAMEICOE, ZOKRK 1 HBBETT,

ltemized Receipt

M N B M E
Form B
¥RAB

(1) Fee for Initial Office Visit )| 2z #t 8

(2) Fee for Follow-up Office Visit & 2 £ $

(3) Fee for Home Visit 1= B #t 8

(4) Fee for Hospital Visit A B & B OES$

(5) Hospitalization A 73 %S

(6) Consultation 2 2 %S

(7) Operation F i %S

(8) Professional Nursing BExFEMES

(9) X-Ray Examinations X % ® & &$

(100 Laboratory Tests* Y S - ¢ * Please fill in the
$ content of the
$ Laboratory Tests.
$ EREOAARLTLAL T
$ ZEN,

(11 Medicines** = S ® ** Please fill in the name
$ and the amount of the
$ prescription of an
$ individual medicine.
$ G UT B % DFEDLFR
$ LEEFFTALTESN,

(1) Surgical Dressing a # Z$

(13 Anesthetics 753 iz %S

(14 Operating room Charge F W OE B RS

(15 The Others(Specify) Z o (HFimE k)
$
$
$
$

(16) Total & it $ Unit is

WEEN

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

EE: FERE BRICEEBRZRVD DRV TIZSN,
Name and Address of Attending Physician

HY E DL [Tk OMERT
Name Last(#4) First(4) Title(#5)
Address  Home(H %) Phone(&zE)
Office (JHBE £ 721332 5FT) Phone
Date(H ) . . Signature(E4,)

Attending Physician(f84 [E)
Reference Number of your Medical Record(if applicable)

BREDE 5
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Agreement of Authorization

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

(BHE4)
({EA
(EFAR) A H

* Patient
(Name of patient)
(Address)
(Date of birth)  Year Month  Day

AR LRI S IR

FL OEEE =TT, R EW@%@@@@@%EX@EW@%@@&

ENRBFHLT-FEED, HIVREERFEERICO L EE (BERITAZITo- AR, 5T,

HENE) 2R T H720, HFFEHORMEICL > T, BEITAZITo LB IS 21T
WEENORESITHTHERORMEZ T Z EICRELET,

F-. FEHERICHTZD . NAR— FOa B —n B 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.



Signature

CBAIL WREZOEAAMTo TFEN, AR, KOBAIE, BHE RARKREOHA)
RAEGRA CR DR ADEA) . EEMBA (RABELE LTVHHE) 284 LT Fau,

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)

(ERT)

(HAD) F_ N H

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

X AKFREZEOAIHIRITEZEL BND 6 » HHETT,

(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, ERCHUN, R D ETE D FEESCEER R E 2RO NG E . e D EH
(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.
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