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‘Request to Attending Physician WIRE
H2UEAD SHFEEV |

1. Please fill in this form so that the patient may claim the social insurance benefil,

_ _ LORSREA N ARROSI DR AT CEO T, SR aRL Y, | COBRIAIEEE A (C

( 2. This form should be completed and signed by the attending physician. | SEALTESL>TLZE
| zoBUBNSEEE. »oRFELTINEY, )
-TGHEEI‘“%T EafE ol o il oy ey o o Ry e ey ey o R PR TOY I R
should be filled o
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. Attending Physician'ss atement (Z2EAEFRIHE)

” ~J
ll 1. Name of Patient(Last, Firat) Age{Date of Birth) Sex(Male - Femnale) !
1 B F A s (EFEAR) T
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e O s iy proter] £ + £y (EEEAB) - HAINEAL THITE
use of Social Insurance (Plea
AR SRR ERRIRES
) BRBIIFHALTHDCE
Mo, )
3. Date of First Diagnosis: , 20
@M ¥ B
4. Days of Diagnosis and Treatment : days
B o# o5 X d 1
5. Type of Treatment Z2EBENY 8~ - BEIERALTHDCE
[0 il
[ Hospitalization:  From to , 20 { dayy)
2 = B = ¢ B
J Quipatient or Home Visit 20
A B A - 20

6. Nature and Condition of Tliness or Injury (m brief) RO ME

TEICITFHBICENTESD
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7. Prescription, operation and any other treatménts ( 2g @iz/H ABDNH

' NDHNBDELDIC
(MDOEBRICEEHBENISEDEFBIIAE)

8. Was the treatment required as a result of an accidental injury? ~ Yes [J No [
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Name % . Last #E Furst ile #%
Address f£87 © Home HE | Phone B

Office 838 Phone 3%
Date Hfit Signare & 4

Attending Physician 48 4 B
Reference Number of your Medical Repert(if applicable)
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Agreement of Authorization

. R H XXXX = XX n_ XX &

. Starting date of medication  Vear X XXX aonn XX pay XX g@gmgag%ﬂqz@@w
ol RAELDBRES HEADSINIZE
(B4 B e+ z =

(HER) \Z5F)

(E#AH) XX XX 7 XX &

« Patient

[Name of patient) Hanako Kenpo

{Address) XXXX (iByMEPh: EEAAHRIICERESL Tl \SPh)

[Date of birth} Year, XX uonn XX Day, XX

IVCHrg s FiERBIS @9

FANNE 2 E- e bk Eﬁ TEq' X, IVCH oy FRESEASOME I VCrew s FIEREASEER L-HES
B, EAFERROHETRCHIEE (FERTAHEToL0H, #F. FEAS) *REF 50, PO RESIZ Lo T, SRTATToFI
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To: JVCEENWOOD Health Insurance Society
I {parient who has received treatment) authorize JVCEENWOOD Health Insurance Soclety or its staff, and its subcontractors to refer and obtain

any and all factual informarion related to an overseas medical treatment benefit claim(s) filed or to be filed mclud.l.ng date of the treatment, place,
and any treatment records and information from the medical orgamzation n order to verify by submitting the related applicaton forms. Also, I
agree to submit a photocopy of my passport If It 15 neceszary along verification process written above.

B4 - HEW BEY1 U TRNBEE
Signature KEDDIPEDHINE

4 - FHIZ, BREZTOERARTTTE v, 6, BO@SE, 8 S (RARERE0RE), BER A (RAVRERRACEE), £
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Insured person who has received treatment chall sign one’s signature. However, in the following case, guardian (insured person is under age),

(B) iR ftf i
3

(HER)

guardian of adult (insured person 1= adult ward), heir (insured person ic dead) chall cign one's signature. m

(AH) XX « XX XX &

(B L OME) « BES - EEEsL. - Fofh [
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(Signarure) Hanako Kenpo

(aaaress) _ XXXX(iBIMEPR : EEFHHRRIICEREC T \SPR)

(Date) Vear xx Month, xx Day. xx

(Relation to the insured) :- Guardian - Heir - Other
# This agreement of authorzation expires 12 months after the signed date.
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Alse, we might azk you to fill out the formarted documents if countries or regions, and medical nstitutions regquired submitting their format of

agresment of authorization or authorizaton letter.



