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(B 2-1] ER

This form is used for claiming the health insurance benefit

Z ORSITEBHRROAE O I S E T
ATTENDING PHYSICIAN’S STATEMENT
TERNEHMES

Name of Patient Date of Birth Sex UM [OF
BE4 EFEAH e 3 L8
Diagnosis / Symptoms OSick %55
o JTIRTS B
oW 1 HER OPreventive care FEiHIZHE
OPregnancy in normal condition IE % %% D4R
Description of Services Fee Description of Services Fee
PRNE B TIRNE B
. 7 Inpatient APE
1 Outpatient #}3E From To
Date of Services =@ (Admission ARz) (Discharge i&f¢)
Initial Visit (in this case) D12 H ~
Total A&t Days H
B Doctor’ s F e P
Subsequent Visit 2 octor sHﬂ\eﬁe NG S vsEt =g
Room =y
Food B
Home Visit f£@ 8 Operation THfF
Fixation [&EE
Total &7t Visits  [|] Dressing  ¥E¥%
2 Medication Ji Oyes Cno Other Procedure(specify)# Ot o> QL&
The kind of medicine ¥HF|OFEFE Total
1.
5 9 Anesthesia JFR:
3. [JLocal [JSpinal [JGeneral
3 Olnjection FF - ik OIV treatment 5 e 458 N
The kind of medicine 3&&|DFESH Total
1 10 Operation / Emergency Room
2. oy 5 .
3 FfreE BRRRE
. éA./
4 Laboratory / Clinical Exam (specify) & 11 Radiology  FHI{&2HT

OX-Ray v k72

[0 Urine JR
I = B
[ Blood  ifiife OCT avt” s~h-a ey
0 O
O ECGEKG) LEX 12 Others(specify) < DAt
[0 Ultrasound @BHEHEHRE O
O
O
O
O
5 Physiotherapy times .
BRA E]
[OMedical Certificat 2
6 Medical Supplies =R edical Lertihieate i
Name and Address of Physician / Hospital, Clinic, Office Total Fee

PRANOD KA S CMERT  SUIIRBE, IR D4 B J USEITE Hi

&

Reference Number of your

Date
A

Physician’s Signature

PE il 0D B4

Medical Record Gf applicable)
DIRGRDE
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(k= 2-2] iRt

ATTENDING DENTIST'S STATEMENT
HHZRANTHEMBSE

Name of Patient Date of Birth Sex UM [OF
BE4 EHEHH . e 3 L8
Date ;if;”mes From o Total Visits
< &t [=]
Tooth Number #z{
Permanent Tooth 7K/AMH Milky Tooth FLpF
B H2 #3 HA H#5 H6 7 #S | #9 #10 #11 #12 #13 #14 #15 #16 BA #B #C #D #E | #F #G #H # #J
R87654321|12345678L REDCBA|ABCDEL
8 76 5 43 21 | 123456 8 EDCBA | ABCDE
#32 #31 #30 #29 #28 #27 #26 #25 | #24 #23 #22 #21 #20 #19 #18 #17 4T #S #R #Q #P | #0 #N #M #L #K
Services Tooth No. Fee Services Tooth No. Fee
PINE = Bk PINE = k4
1. Examination P2%% 8. Filling Fi&
2. Xray LV hFY Amal. 79V A 1 surf.
Bite-wings 34! - 2 surf.
Periapical AEHERY _ 3 surf.
Panoramic /\"/?7%%&%%2 _ Comp@/ﬁ\v\‘/“‘/ ].Surf.
3. Medication ## Oyes[Ino - 2 surf.
4. Prophylaxis, Cleaning ®¥ikrZ% 3 surf.
Fluoride 7 v {b#¥&Ai i
5. Root Planing —— | 9. TInray / Onlay {/V /71—
W=VUI e p=bT V=) 10. Amal./Comp.Build-up
HYIZ FELE
Gingival Curettage FHWI £ DX A5
WEA > MEE Post & Core Apha7
Perio-operation 11. Crown i
W AR R Porcelain/Gold & —tvv « 4
6. Extraction i Silver Alloy $R& 4
Other Operation O FAff Other € Offs
7. Pulp Cap Bl 12. Bridge Work 7 U v
Lt
Pulpotomy HHELIKT Abutment FHH
Root Canal Therapy 1R%& 1A% Pontic K71 >7
1 canal 13. Denture HRFH
2 canal Repair £
3 canal 14. Other (specify) <1t
R
Medical Certificate 2=
Name and Address of Dentist / Office Total Fee
EERT D K4 K OMERT XU EERE 0 4 75 K OV e HE &l
Date Dentist’s Signature
A+ ERIDEL
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Request to Attending Physician or Superintendent of Hospital / Clinic
BUEXIRETEHBRADEFEL

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

Z ORRITEE O RROFG T O H

hospital/clinic.

ZORRIFH S EIHEFHEENEE . »OBALTRS,

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

& A, APt « ABSMEIC, o1 DRI T,
4. Ifnot in dollars, please specify the unit used.
RADS O DOEAIEE DR EENTTF I,

(1
2
3
(4)
(5)
(6)
@)
®
)
(10)
(11)
(12
(13)
(14)

(15)

Important : Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.

ERE R ETRRICEERMR DO 20 DIV T T &V,

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
FH 2 52 IR e B = D4 i OME T

FHICHETTOT, GEHE BV LET,
2. This form should be completed and signed by either the attending physician or the superintendent of

Itemized Receipt
$H U BA &

Free for Initial Office Visit W2 E $
Fee for follow-up Office Visit 2k 3
Fee for Home Visit TEZE $
Fee for Hospital Visit NS $
Hospitalization N $
Consultation 2y $
Operation Flite 3
X-Ray Examination X AR A A $
Laboratory Tests Fh AR AR $
Medicines = e $
Surgical dressing R 3
Anesthetics JERI $
Operating Room Charge FirEAH $
Others (Specify) TOMOEERAF  $

$
Total At $

Unit is
151 BT

[ 3]

Name Last First Title
48 e 4 )
Address {£fF : Home HE Phone EGf
Office JB%E ISR T Phone E:

Date Signature

B+ B4

A4(2021.2)



O LIRNEDE &

1 Nature and Condition of Illness or Injury.(in brief)

HHAR

[k 4]

SR DA 2

2 Prescription Operation and any other Treatments.(in brief)

FHAR

T5. FfrE O D SLER O

Name and Address of Physician/Hospital, Clinic, Office
Bl D A K OMERT SUTIRBE, 529 PT O 4 PR M OV (£

Date Physician’s Signature
H P Bifi D 24,

FERE A

K4 @)

£ TEL

A4(2021.2)
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JiE 7N

BN
=iz H o« KEH SEpl AM - PM FRFEH
JiE BT

BN
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[ 6]
A D 5 [FEE

Agreement of Authorization

- 1aRBAE B e H H
+ Starting date of medication _Year Month Day

- B
(BH4)
(EA)
(A H) Ga A H

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

NTN fEFEfRBRA A

B REEZITTHE). I%. NTN fEFERBHEA DR E 1T NTN
BERRORBRAH G S ZRE L 7o FEE DY MR B R WA EHICH D FE RBITHZAT o7 A,

BT, WENE) 2RI 5720, HFEEHORMEFIC L - T, WEITAZITo I HICERS
2TV, BEEP DRI o HHRORMEEZ T 5 Z LIZEEL T

T, LRCHERRICHTZ0 |, RAR—= O a—RNUE LR DIEAIIE, RAR— D2t
—% NTN KRB R T 5 2 L b TRELET,

To : NTN health insurance society

I (patient who has received treatment) authorize NTN 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.

A4(2021.2)



[ 7]
EZdLi]
Signature

4 - MHNT. IWREZTTEARANDPMTo TR SV, 2B, ROGEIL. BHEE (KANR
RIEFEDGE) . ER RN (RADBFERE RAOEE) | IEEMEAN RADBET LT
2%E) NEA - HHILTTESW,

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)

(R

(HAH) F J H

(BHE L OBR) - AN - BUEHR - IEEMBA - TOfh ( )

KAFREZFOARDHIRITES RN 6 45 HTT,

(Signature)
(Address)
(Date) Year Month Day

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

2¢This agreement of authorization expires 6 month after the signed date.

ks, ERCHUER, ERER D STEDREESCEMIRR ELRDOSNTEE, TEDE
BICKHEFHZLHES 28 H 0 £9,

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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