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Form A 1. This form is used for claiming the social insurance benefit
B A C O IIHRRROIEFDOBRFIEHRAINET,
2. This form should be completed and signed by the attending physician.
COHKITBEENEE, M OBLLTTELY,
3. One form for each month, one form for hospitalizationoutpatient and home visit.
A8\ AR ABSMEICT ZOBRH 1 BUWWETT,

Attending Physician’s Statement
CERNEHMASE

1. Name of patient (Last, first) Age (Date of Birth) Sex (Male - Female)
BEA 4 (BEFABH) 4Rl (B-%0)

2. Name of Illness or Injury preferably with Number of International Classification of Diseases for
the use of Social Insurance (See the other side of this form)
BRARUHERIERAERERSEES EnSR)
3. Date of first Diagnosis : , 2
#MZHe
4. Days of Diagnosis and Treatment : days
Z & B ¥
5. Type of Treatment
BEDNER
O Hospitalization: From , 2 to 20 ( days)

A f5z 8 ES ( S]i55))
O Out patient or Home Visit : , 20 , 20

A R 4 : , 20 , 20
6. Nature and Condition of Illness or Injury ( in brief )

FERDRE

7. Prescription, operation and any other treatments ( in brief )
A, FrZDDULEDEIE

8. Was the treatment required as a result of an accidental injury? Yes O No O
BEIIEBDEEICLDHEDTT, [FLy L\VE
9. Itemized amounts paid to Hospital and ~or Attending physician Form: Form B
BEEE B B
10. Name and Address of Attending Physician
BEEDLFIRWMER
Name &H] : Last 4 First £
Address {¥FT : Home B=E Phone
0ff i ce fARE R IFESHERT Phone
Date Bf+ Signature 4

Attending Physician E4E
Reference Number of your Medical Record ( if applicable )

ERZDES
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RECEIPT (DENTAL)
( FESEE0E R )

Name of patient (Last, first)

BEA

* Health insurance not applicable to iiness or injury
sustained while at work.

CGEB LDRRNUIT I IRERREDNIREZDFE AL )

* Separate receipt required for prescriptinos.

CEFRUIRIICATIZEERMTD &)

Permanent (REOZIMNLUEMD
87654321 ‘ 12345678

87654321 ‘ 12345678

Baby teeth G&)
VNV ITTII ‘ I T I NV V

VIV]]IHI‘II[]]IIVV

ldentify examined teeth : (%9 BEMIEOTHCHRZEDITD)

cavity (C) (Re)
missing teeth (F) (R&R)
stomatitis (G) (ORRD)

pyrrhea alveolaris (P) (EHERR)
extraction needed () (EkiR)

Examination fees first examination

(G (*E28)

Day of Diagnosis days
and Treatment G2EBXD (=)

Currency paid
GHhES)

Examination fees

X-ray fee other

G LT (Zoft)

Services CEREUICHODEMICISERDESRD

Describe when gold or platinum was used CEEMPICE., BEEHAUCCE34S

LTS
s fling Gt TA)

sinlaying (7 YL—F2EPUL—)

s cappingimeta) (EEW)

- Jacket capping  (IvT v )

* capping connected  (BETEHGTHE)

Chipped Teeth (RigssZ#iR LICIHBSEDEMICERD

s bridge OJw)

« partial artificial teeth ~ (SEiEE)

« total artificial teeth  (fhZ=E=)

Name of hospital or clinic (FRERXIIEZERTZIM

Total Gb

Signature of doctor (IBHEEIER)

date (B
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DD REE

Agreement of Authorization

- IEHRBALA & A H

- Starting date of medication Year Month Day

- BE
(BHE4)
(=R
(ZE£EH H) & A H

* Patient

(Name of patient)

(Address)

(Date of birth) Year Month Day

Fa—bt— - TINGERREEES T

L ERERITIE) | (I, Fa—b— - T I RS OE X 3% 2 —
B« T INF RIS A DERFE LI B2, IVRERHFFERICH 2BE (REITAHEITo1C
BB, 3BPT. BERNR) 2HERT 5720, BEEEORMEIC L - T, BEITARTo B REET
VY, YED DRI HIERORME T D Z LIZRAR L ETS

(77, FERHERCHTZY . RAR— DI B—BREL RAEAIZIE, AR—  eFa—b— T
NERERREHHAICIR TR T A Z L L CHRIB LE T,

To: Kewpie Aohata Health Insurance Society

I (patient who has received treatment) authorize Kewpie Aohata 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.
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E4 - FREH

Signature

4 - RN, IR ERTTAAIMToTTEN, 28, ROBEIL, s (RADPRBEDES) .
BEERRN BADBBEFRRANDEER) . IEMERA (RADFELT L THD5E) »3B4, #EILTT
SV,

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.

(KR4) El

(=R

(A1) & A H

(BELOBR AN - BHEE - HEERA - Zoft ( )

X AREZFOAPHIRIIZBL AN D 2 4 » AFTY,

(Signature)

(Address)

(Date) Year Month Day

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

¢ This agreement of authorization expires 24 month after the signed date.

ek, ERCHUE, ERERE» OETEDRBEECRERR 2RO ONIHE, IEOERILEFRE
LIRS ZEDBHV T,

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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