WEALA] BRI e, RER IR BT

= IR )
AR 55 D O (HFE) D
e &y | B K4 R OVEE A A
S H 2= H H
o Q@HFEIHHEAE IR 2 AR S.H-R f65
LOTHD EZITEFDK
W 4. AER R RO AR i A A |
w|@©® ® O®m F|T ¥
% (HFEE) o F TEL - -
5| OF % B oo 4 1L ) B
Al - . R
. ® & 7% % @ WL H - i .
T @%m ralo A
%
L@ %k oo o =
= | @Fi. nhzEomoms
%
ot e 1 B
D g i A A @ THERECHL | e
P HR | 905 B2 S 12 S > 7= 8
s %= I A ] (RS R OVE 4) %

@ Z OHFFIZES Mt eDOZ I BT DR ERBEEANCRELE T,

% WiRRE (REEE) 0 K 4
fr B
" READ 2 # 4

£ 4

O ~A FR—ZNVETHEARER LT2ASS R AEZRE LET,
FHFT 256134, FIHLZ2WGEE TROMERA LT ZSV, )
KO JEE RO ITBFEN SR A ZELET, /2, LREEEMTXBRBEALBET 5B AE3ASZMOBEFIATE £ A,

@ SR 7| BfT=—F | HEAREAR 1. i@ 2. YR
& e
B G - fEHH
2 ;% . R
i 2 - it
K OJE| FEa—§R ot )
%
* )k
OfF%E

KT DOHFFEEBICIRA T IIIR S 0 ESE

L. BIEARIIME B, ENEIHE (BB UTHEARZEARIHE (X o) ( = f+ E )

2. _EOWEMESNAERE TERESNTOWAEAIE. BAREOHR X FREDKSL - EiiaitH L
=t D)

3. R - MUZESRE OMOUEIMTIEN L= FENHER TE 2 EHOEL

4. WNEEBEONRFIZOWNWT, FEHREAHY LB E T2 LTI EEEZ T A OREE

Xt A LDEE

. FTERHIGAITEMRTHL, ELVHNEERAOL, FTEEORAZFTLAL T ZE,

2. WRBREFEDOFRE - BRI TAAEE (w42 3—) (LW BETIHAIT. O ~FtH
LTLEE, HAFFEZTH LIZGAE, FATSGHEREORANMERE T D120 ORMEEN
VBT,

1 — k7 — 7R R A R6. 12



Request to Attending Physician
[HYE~DIBFE]

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

[Z ORI BE ORERBR O OBFEICLETTO T, FEHZRBECLET, ]

This form should be completed and signed by the attending physician.

[Z ORI Y ENRTTA L, 2OEA L TLIEEN, ]

One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
(B HME, £ - ABtAMEIC &, 2o | HSBETT, ]

Attending Physician’ s Statement
[(BRNEHEE]

Form A [#X Al

L.

2

10.

Name of Patient (Last, First) [fB#4] Age (Date of birth) [#E#(Z4H RA)] Sex [M5HI]

Male <+ Female

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.) [{E#4& KM
BB E BRI 3 J0 8 5]

(No. )
Date of first Diagnosis [#1H]
Days of Diagnosis and Treatment [/ H%x] days
Type of Treatment [{&WED45¥E]
[JHospitalization [AFz]
From ) ) to ) ) ( days)

[Outpatient or Home Visit [ ARk

Nature and Condition of Illness or Injury (in brief) [Efkoo4gss]

Prescription , Operation and any other Treatments (in brief) [iJ7, FHiZDOMOALE OHEE]

Was the treatment required as a result of an accidental injury? [AEIZEMOEEICL DO TTN?]
Yes O No 0O

ITtemized amounts paid to Hospital and / or Attending Physician. : Fill in Form B [E&EgEI. F7-
[T Y EIZ A - T2 ERE ONFR KB 128 D]

Name and Address of Attending Physician [#H4[%E D4 M OMERT]

Name [4mi] Last [#] First [4] Title [Fr&]
Address [{Eff] Home [H=] Phone [&:E]
Office [FbiE ix29T) Phone [#z%]

Date [H{] . . Signature [Z4]




Request to Attending Physician
[HYE~DIBFE]

1. Please fill in this form so that the patient may claim the health insurance benefit.
[Z ORI BE ORERBR O OBFEICLETTO T, FEHZRBECLET, ]

2. This form should be completed and signed by the attending physician.
[Z ORI Y ENRTTA L, 2OEA L TLIEEN, ]

3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
(B HME, £ - ABtAMEIC &, 2o | HSBETT, ]

Itemized Receipt
(I E]

Form B [ B]

1
2

(1) Fee for Initial Office Visit [#]J72kk] $
(2) Fee for Follow-up Office Visit [F2#] $
(3) Fee for Home Visit [{¥#2k}] $
(4) Fee for Hospital Visit [ APZ& L} $
(5) Hospitalization [ APz#] $
6) $
(7) $
(8) $
( $

6) Consultation [f2%3%]

7) Operation [Fffi#y]

8) Professional Nursing [HkZEFFERTE ]

9) X-Ray Examinations [ XRHizrEr]

(10 Laboratory Tests* [FEtazr#] *#Please fill in the content of the

$ Laboratory Tests. [FEBREOHNE%
$ RALTLZEW, ]
$
$

(1) Medicines*x [PE3E] #kPlease fill in the name and the
$ amount of the prescription of an
$ individual medicine. [ L7-ff %
$ DIROLFHE BELAL TS, ]
$
$

(12 Surgical Dressing [H#F%E] $

(13) Anesthetics [JFRE-E] $

(4) Operating room Charge [FF=E%EH] $

(15 The Others(Specify) [Z o (Frid¥d&)] §
$
$
$

16 Total [&3H] $ Unit is [ HNT]

Important :Exclude the amount irrelevant to the treatment. i.e, payment for a luxurious room charge.
AR AR =B . IR RICEERR 2V b DIFBRV T2 S0y, ]

Name and Address of Attending Physician [#H4[%E D4 i OMERT]

Name [#4#i] Last [#] First [4] Title [#5]
Address [fEfr] Home [H%] Phone [&Ei#]
Office BB 7= 3@ ] Phone [#zE]

Date [Hf] . . Signature [Z4]




Request to Attending Physician [HBY%E~oBEW]
1. Please fill in this form so that the patient may claim the health insurance bene
[ Z DRI EE DREERRR OGO RFHINLETT O T, FEHEZ BB LET, ]
2. This form should be completed and signed by the attending physician.
[Z ORI Y ERTTA L, 2OEA LTSN, ]
(KA. FTABE - ABSMEICSE, 2o 1 BT, ]
Attending Dentist’ s Statement [ERZHEARETWE]

Form C [#X ¢l

1. Name of Patient (Last, First) [B#4] Age (Date of birth) [#E#(Z44EH A)] Sex [1%5I]

Male

2. Date of first Diagnosis [#IZH]

fit.

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

Female

3. Days of Diagnosis and Treatment [J&H%k] days
4. Localization of Teeth [¥R{r]
Permanent tooth Primary tooth
(Upper) ~ P = mﬁ‘.‘ “‘a"l
2 = % s ocallfcomnls
= £S5
= SlE EIEpeeny | SR S
(Lower) — = l!"lll’ " ' " l"'{|"lll*‘nl =~
Name of Illness [{#i4]
1.Dental Caries 2. Missing Teeth 3. Pyorrhea Alveolaris 4. The Others
[ 5 fhyiE] [x#E] [ Sk AR ] [Z fth]

Localization of Teeth

Dental Treatment [#RlE¥] Examined [£& ]

Fee [1a%#:]

Initial Office Visit [#I72%H

X-Ray Examinations [X#ifir]

Dental Pulp Extirpation [##]

Operation [F:if]

Extraction [#ta]

Filling [Fe#1]

Inlay [f v 1—]

Metal Crown [4 /&3]

Post Crown [#kfith]

Jacket Crown [V /4 v b5

Bridge Work [7V v ]

Plate Denture [HEZH]
Partial Denture [Ja#hzEt]
Complete Denture [#a3%H]

Treatment of Pyorrhea Alveolaris
(o M s AL

Medicines [#¢3£]

The Others [ ofi]

Total

(A&t
Name and Address of Attending Physician [$8X4[E D4 i &% OYERT]
Name [##7] Last [#f] First [#4] Title [#%5]
Address [{¥F7] Home [H%] Phone [&zE]
Office [JBes 7= (LT Phone [&7f]

Date [Hf}] . . Signature [E4]
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HECEDARESE

Agreement of Authorization

- 1aFBALA H i A H
+ Starting date of medication Year Month Day

- B
(BHE4)
CE)
(EFAH) F I H

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

n— N7 — R AL A

L (EEEZZITTHE). e — § 7 — TR RS OB T e
— M N — TR G DN EFE LT FEE D VBB P EHICH 2 FE (BB T4 L
1To7- BEE, 5T, RENE) 2T 5700, HEEEHEOERMEICL > T, WMEITAHZT
STEHITREZAT, BEEDPOLRESITKT HEROBREZ T D Z LICRELET,

Fo. BERHEGRICHTZD . NAR—= O —NRELE R HBEAICIE, NAR— 2o —
N 7N — T RFERBHEA IR R T 5 Z b TRIE L £,

To: RohtoGroup Health Insurance Society

I (patient who has received treatment) authorize Rohto—-Group 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.

KOTBIBIC OV TE T N TRAL TS,



i
I
=

Signature

BT, WWIREZTTEARADT- TS ZE N, fotio\ ROBGEL, BHEE (RADRAAF
DYE) . RN (RADEEREZ RANDOLE) . EEMBA (RADELT L TWLHIHE)
L LT EENY,

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.

(K44)

(LA

(HAH) F H H

(BHELOBEMR) © AN - BEE - EEMRBAN - Toft ( )

X AREEOADMIRITEZEA D 6 » AMTY,

(Signature)

(Address)
(Date) Year Month Day

(Relation to the insured) : Self <+ Guardian + Heir -+ Other

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

B, ERHIE, R D ITE DREECEER R 2RO oz BEe . rEDEHE
VEREZEHAS ZLB3H Y £,

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.

KOTBIBIC OV TI T N TRAL TS,



