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A#EC ~95 (ER%23.10)

‘Request to Attending Physician WiRE

HXUEAD BHFEV | s

1. Please fill in this form so that the patlent may claim the social insurance benefil. COEMILIENE (IR (C

- = LQEALEAHRRROBE QRN L BT CLAT PR ARNL £

(™2 This form should be completed and signed by the attending physician. SEALTESL>TLZE)

| coBsStEHNSESRSE, roBs LTSN, i

= B T S e e e T S S s S S S P _t | 57

should b filled ERBETCRAETTHAZ LR

st Attending Physician's< atement (EEAZREIRE)

- N
N .
1 1. Name of Patient(Last, Firat) Age(Date of Birth) Sex(Male + Femnale)
B F A EE (EERR) &8 (5 - &)
2. Name of Iliness or Injury preferably with tl Kg « FBEER EI) c MBINSEALTHICE
use of Social Insurance (Please refer to |
AR SRR ERIHRES
X BRBIIFHALTHDCE
(N,
3. Date of First Diagnosis: , 20
@ ¥ F
4. Days of Diagnosis and Treatment : days
B oM 8 % =i}
R A 2EBBN B~ - BERRALTHITE
[ Hospitalization:  From to , 20 {  duys)
Y = B = ¢ B
] Quipatient or Home Visit T 20
A B A .20
6. Nature and Condition of Tllness or [njury (m brief) fEiko PEE '
TEICIHFMTENTESD
/ BENHEN TN BB )
» . ) =2 @0 ABDD i
7. Prescription, opcranop. and any othsf trealn PHBESIC :
(MDOERCEEHBNILEDEBIIAR) [
|
|
i
8. Was the treatment required as a result of an accidental injury?  Yes [J No [ :
HEREEROEEREZ b DTT R, 3w Wi % I
|
=N = — N |
9. Name and Address of Atten EEIDKR - KR (E?%Pﬁz % « PITERLADY [
HrEssusriy T YDDNERYVTTERELTHDCE :
Name F%: Last ¥k Fust & Title 5 :
: |
Address {577 ¢ Home HE Phone B :
|
Office #%5i18#E Phone &3 :
|
Date Hf Signawmre % % :
Atending Physician 48 4 = [
Reference Number of your Medical Repert(if applicable) :
B3 ERRrE LS TERDEE ;
RS

N
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CORBMIIIBSE (EEKED (C
SALTES>TLIZEWY

1BHASRBETHDINBTEIC
T TCERALTCHDCE | —

Az

FIRRC — 11% (S Rk23. 10)

| Attendin

PP |

This form i %g@%% E@D o EI*SID\:E)\ L/_C%g)t_(\:,
Name of Patient (23£4) ApelEh) Sex(#. %) Male,Female
First Diagnosis(#@3H) Days of Diagnosis and Treatment (BaEAH) days

Permanent Teeth(k AH)

Localization of Teeth(#f) B

SESMINEALTHDCE

Lreciauocus  lecth \?hﬁ)

Dental Treatment

Date

Localization ol Teeth Examined Unit] Amount

& Material fee fee

* Examination/Consultation

% X-Ray Examination(Panoramic, Intraoral, Bitewing)

# Scaling & Polishing/Prophylaxis

* Topical Fluoride Application

* Restration [@Amalgam Simple/ Complex

@Light Cured Resins Simple/ Complex

Bonding/tilanium screws

@ Crown Ordinary/with pin core

fwith root post core

@ Bridge

* Root Canal Therapy (single,double, multi)

% Periodontics(Curettage ; Root Plan & Scaling)

*# ExIraction (Routine/difficult)

*QOral Surgery  @Impacted Tecth  @Apicoectomy
@Periodontal Surgery
@ Others

* Partial Dentures(Acrylic,Chrome Cobalt, Others)

*# Complete Dentures(Acrylic,Chrome Cobalt, Others)

By Cem=zmRBIME) -

EEDERS « s2EASEAE) « DY
D (25’/7) LTHhdDCE

L o o o o o e o o e e e e e ) e e e e s e e e e e o e e e ot e e ey

Date
Name of Dental Surgeon

Signature

Name and Address of Dentist's Office

//J\\ 1j@PEL&$ C |—_l "E D\EE ol




soABl (BRDIBS)

FA#E C-7(3) 5 (Erk 28.4)

(s RER) MEBEbIRAER
Agreement of Authorization

- R H XXXX = XX 7 XX &

« Starting date of medication  Year XXXX  uonm XX Day XX E‘)‘%Pﬂ@ﬁﬂy‘ﬁﬂigdﬂﬂﬁz)
B SCARLDEBES BHFERDRIDZE

) fBfR 7Bk
XXXX

(4

o]

15Fh)

(HEFT)

CEEAH) XX XX 75 XX &

- Patient
(Mame of patient) Taro Kenpo

(Address) XXXX (iyMEPh : EEBHRRAICEREL TV \5Ph)

{Date of birth) Year XX nomn XX pay XX

IVCFeo s FiERELS  @F

B O(FEREEOaE) Eﬁ KEK i, IVCH oy FRESRESOMEA NI ] VCr v v FEERBRSHET L -EEE
A, EAFEENHHETECHSEE (FRTAHET-~ 06, #F. FTEATH 2RSS, dREEORBESICL-T, FRTHEToAHIC
ST, YEShoESCHT ANt ZH A FICAELEY, £, FREEICHED, AAFR—- oo - EE L2588,
AAF= R IVCry oy FREFRBHSIRTTE M LHETREL £,

To: JVCEENWOOD Health Inzurance Society

I (patient 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 inclﬁd.i.ng date of the treatment, place,
and any treatment records and information from the medical orgamzation mn order to verify by submitting the related applicaton forms. Also, I
agree to submit a photocopy of my passport If It 15 necessary along verification process written above.

B4 - FHIM BEY1YUTRNBE
Signature KEDDIPEDHINE

B4 - FHE, BEEROEFIAFToTTE0, 26, KOE&E, #HES (FASNEREORE), HEERA (FALHRERRACEE), i
R, (FARNECLTVSHEE) HBL, FRILTT SV,

Insured person who has received treatment shall sign one's signature. However, in the following case, guardian (insured persiun i= under age),
guardian of adult (insured person is adult ward), heir (insured person is dead) chall sign one’s signature.

[(Fds) Eﬁ KEK -
G XXXX(BAMERE: RS T \EPR) &/

i XX 4 XX XX,

(B OB @ WL - REEBA - ToM [
5 AFEFOEHABEES A5 12 5 AW T,

RRZEBMEOBY

(Signature) Taro Kenpo

(aaaress) _ XXXX(iBIMEPR : EEFHRRIICEREC T \5PR)

(Date) Wear xx Month xx Day. xx

(Relation to the nsured) :- Guardian + Heir - Other
# Thiz agreement of authorzation expires 12 months after the signed date.

i, B, EERMSCAEORERCEEEE YRS LASRS. AIEPOPFEICSENERZTEEC 2 28D ET,
Alzo, we might ask you to fill out the formatted documents if countries or regions, and medical mnstitutions required submitting their format of

agreement of authorization or authorzatoon letier.



