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From A

Attending Physician’s Statement
BN R W

1 Name of Patient (Last , First)  Age (Date of Birth) Sex (Male + Female)
BEH Tl (EFAR) PR (5 - 40

2 Name of Illness or Injury preferably with Number of International Classification of
diseases for the use National Health Insurance (See the other side of this form)

{594 B ONE] R RECR B [ B 0 20 0

3 Date of First Diagnosis : D/ M/ Y / /
iz H H / A I % / /
4 Duration of Treatment : days
T A H
5 Type of Treatment
B O
OHospitalization : From / / , to / / ( days)
AP H / / , = / / ( H )
OOut patient or Home Visit : / / / /
NS4S / / / /

6 Nature and Condition of Illness or Injury (in brief)

ERINAY S

7 Prescription , Operation and Any other treatments(in brief)

W5 FHFE Ofth D WLE DO

8 Was the treatment required as a result of an accidental injury? Yes] Nol]
BT COEEFEIZL DO TE EUANAAY-4
9 Itemized Amounts paid to Hospital and/or Attending Physician : From B
1B ER BB
10 Name and Address of Attending Physician
Y BE O i L OEFT
Name 4fij :Last First 44 Title 5
Address £/ ‘Home HFE phone FEGf
Office e UL phone 7EZf
Date Hf : Signature &4

Attending Physician 0=

Reference Number of your Medical Record (if applicable)




From B
Itemized receipt

fHO B M &

(1) Fee for initial office visit W2k 8
(2) Fee for follow-up office visit B2k 8 000
(3)  Fee for home visit EZh $
(4)  Fee for hospital visit NS 8
(5) Hospitalization N s 00
(6) Consultation ¥ $
(7)  Operation Fil &8
(8) X-ray examination X MR AR 8 0000
(99 Medication =3 8
(10) Anesthetics JRE 2 $
(11) Operating room charge Fili=EH $ b
(12) Others (specify) Zoft (HEEHART) 80
(13) Total ik $

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a bad.
1 B EREREIRRFICEEMR RO DIEFRWTTEN

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
FH24 B2 3R e S R O 44 Al B O LT

Name : _Last First Title

£ Hi o 4 e
Address : _Home HF Phone FEgf
AT Office JHPE SIF 2T Phone FEEf
Date Signature

EER) E4



Receipt ( Dental)
s U B oA F (R OB )

Request to Attending Physician ($8 X & ~3FHL)

1 Please fill in this form so that the patient may claim the National Health insurance benefit.
Z ORRITEE OEBRERROBH OBRHEICLETT O THEREZ BN L ET,

2 This form should be completed signed by the attending physician.
CORGUTHEEENRTAL, BLE LTIIZEN,

3 One form for each mouth and one for hospitalization/outpatient(home visit)should be filled out.
F A fE, ABE - ABESRZ S, TR BB ETT,
Separate receipt required for prescriptions.

EMEHINN AT 2RO L,

Permanent (%JF D4 I I ORI Baby teeth (FL1#)
87654321 | 12345678 VIVII OI |I O0IIVV
87654321 | 12345678 VIVIHOI |I O0mIVV
Identify examined teeth : (%% 20L& O CHEHARHL &) D)
- Cavity (C) (i) - missing teeth (F) (/x##) - stomatitis (G) (HP%K)

+ Phrrhes alveolaris (P) (HE#4%)R) - extraction needed (Z) (ZEikH)

Date of First Diagnosis (#1728 ) Currency paid
Days of Diagnosis and Treatment (2% 17> 7% H %0 days (HI[#) Cehiwts)
Office Visit Fees (2}
Examination Fees (fR7A#})
X+ Ray Fee (L K47 V)
Other (Zfth)

Services (B L 7ot OEL & IR OFEKH)

Describe when gold or platinum was used

GRFMAEHC R, ASZMRA Lz L SIIRFR LTS EEY)

- Filling (FETA)

+ Inlaying (/> L —XI37 v L —)

+ Capping(metal) (&JE )

« Jacket capping (Vv 7 > M)

- Capping connected (1 jefHi5e )

Chipped Teeth (KM % fififk L7256 F OFENL & FEXH)
* Bridge (7'U v )

- Partial artificial teeth (JH¥%B#s )

- Total artificial teeth (VAZ5H)

Name of Hospital or Clinic (7Bt 3 IX2 T4 1) Total (F)

Signature of Doctor (fAX4[E% %)

Date (Hf)
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B (BN B D)

(12) zoft (HHEAR)

#
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(BIHE)
RAEICEDAREE

Agreement of Authorization

- BWBREHAEA B i H H
- Starting date of medication YearMonthDay Year Month Day

- BE

(BEH)

(R

(B R) & J1 H
* Patient

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

2Ol

B GREEZTE) & FAO A, 1T ZER ORk
BXIS BTN ERE LT EE D, MAMREEPEERICH 2 FFE (FRETAHZIT oo AR,
Gt WENE) R T 570, HEEEHORMFEIC L > T, WEITAEIT B ICRESEAT
W, YR HE D DRSO ERORMEEZ T L Z L ICEE L ET,

T2, ERHERBICH D . NAFR— hOat—BYEE R BEAICIE, SRR ELESHIC
BRI HZEBIFETCHELET,

To: Tagajo city

I (patient who has received treatment), and my head of house hold,

authorize Tagajo city 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.



e
Signature

FAE, WWREZTTEANDPT o TS, b, ROGEZ, BHEE (RADRKEOLE) . K
FrEN ORADBERER RAOLE) . BEMRA (KABELC L THL5HE) BEALTILSN,

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.

(R4)

(57

(AAH) i H H

(BELOBER) AN - BEE - BEMRA - T ( )

X ARREEDOHNHIRITESA HID 6 7 AT,

(Signature)

(Address)

(Date) Year Month Day

(Relation to patient) Self + Guardian + Heir - Other

% This agreement of authorization expires six months after you signed.

ks, EROHE, EIIEED b OFTE DREEREER 2 E2 RO b6 ArEOERICHLERIER
AFLHNTZTES ZERHY £7,

Also, we might ask you to fill out the formatted documents if national or local governments or medical

institutions required submitting their format of agreement of authorization or authorization letter.

¥ TFHERETIZOWTRALTL ZEW,
¥ Please fill it out about all underlined parts.



