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TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)

B ARG ) A |

Request to the Attending Physician
BHEADHFEL

1. Please fill out this form so that the patient may claim health insurance benefits.
Z ORRRUTEE OREERROAET O HFFICHETTOT, dEHZBEVLET,

2. This form should be completed and signed by the attending physician.
ZORRTHYENTAL, »OBL LTI EINY,

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

FRE, EARE, ABSMEIZOE, 2O 1P SETT,

Form A Attending Physician’ s Statement
B A CEREANAHAE
1. Name of Patient (Last, First) Sex
1%%% ‘I‘i%u Male * Female
Date of Birth (D / M / Y) Medical Record Number #2/&E#E 5
EFEAH

2. Name of Illness or Injury, Preferably with the International Classification of Diseases Number
For Health Insurance Purposes. (Please refer to the table attached to this form.)

T4 K O R AR IR [EI B 0 % 5 (No. )

3. Date of Initial Visit (D / M / Y)
#ZH

4. No. Days of Visit/Treatment

=R days
5. Type of Treatment
AEDSE (D /M /Y)
OHospitalization From / / to / / ( days)
NI B / / £ / / ( H )
[JOutpatient or Home Visit / / ) / /
N / / . / /

6. Nature of Illness or Injury (in brief)

RINAL

7. Prescription, Operation and Any Other Treatments (in brief)
W, FRE OO L E OB

8. Was treatment required as a result of accidental injury?——— [JYes [INo

RRITEROEECLDLOTTN?

9. Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B
EREMER ., FITHYEICKISTZEREONR : #X Bk s

ATTENDING PHYSICIAN INFORMATION FH 4 [ {5 i A
Medical Institution Name: (FE#&E#EI4)

Address: ((£FT)

Name of Physician: (84 [E4) Title: (F:75)

Signature: (&4) Phone: (B&5)

Date Completed: ({ER4EH H)
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TO BE COMPLETED BY PHYSICIAN (HEALTHCARE
(122 i (e 24024 ) LA |

Request to Attending Physician
BEHEADOHFEL

1. Please fill out this form so that the patient may claim health insurance benefits.

Z ORAUTEE OERRROMT O HFHICBLETTOT, ERAEBBNLET,
2. This form should be completed and signed by the attending physician.

ZORRITHYENRTA L, HOEHL LTI EEN,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

&R, FABL ABAMEIC ST, ZOBR 1 BARBETT,

rorm

B Ttemized Receipt
Bt B WO W oM E
1. Initial Office Visit ) i Et
2. Follow-Up Office Visit 7 B A
3. Home Visit 1 P? ¥
4. Hospitalization A B b
5. Consultation P =3 #
6. Operation F ity b
7. Nursing Fee W ¥k HE KA #
8. X-Ray Examination DO S R <
9. Tests Performed HRAENEE A AN S O <
*Please provide details below
10. Medications A B HREAETA

*Please provide the name and dosage for each medication

11. Treatments/Procedures u o b
12. Surgical Dressings [ H #
13. Anesthetics i3 [ #
14. Operating Room Charge F oW oE B M
15. Other (Please specify) Z O (L L)
& it

16. Total

Currency Unit

WAL
IMPORTANT : Exclude any irrelevant costs to the treatment, i.e., payment for private/deluxe room.
WE . FRISEESE, RRICEEBERORN S DRV TIZE N,
ATTENDING PHYSICIAN INFORMATION #H*4 = {5 il
Medical Institution Name: ([ ##%B44)

Address: ({E7)

Name of Physician: ({124 [£4,) Title: (¥

Signature: (&4) Phone: (%)

Date Completed: (fER%4EH H)
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A BDD R E

Agreement of Authorization

SRR H & A H
+Starting date of medication Year Month Day

(BH4)
(fEAT)
(A H) F H H

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

RGBSR R R RAE S H

FLORBESZITTZH) | I3, KRG RER R A OBk B U T R R R (R AR A S &Rt LT
FHIEEN MR ERL P BRSO FERBITAREETo7- B, BT RBNE) MR T 2720, B E
HORMFIZL > TIRBITAREEToIEITRESEITO . YA D ORE I T A RO AT 52 LIZFE
LET.

Fo. ERHERICHTED SRR — RO — BB LR DAL, 2 SAR — M R RS R R A iR 3528
HLOFECHRELET,

To: Otsuka health insurance association

I (patient who has received treatment) authorize Otsuka health insurance association 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.



el
Signature

BT RBEZTTEARNDT o TLIZEW, 2B ROGEIE, BIHEE (RADKREEDLE) |
FRAFER BN RS RADSE) IEERBEAN RADFELLTODHEE) BREALLT
LTZEVY,

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.

(K4)

(LA

(HAF) F H H

(BHELOBER) AN - BMEE - IBEMBEA « TOML )

( Signature )

( Address )
( Date ) Year Month Day
(Relation to the insured) : Self * Guardian - Heir - Other

k. EOHIE, ERBEEE ) ORTE D[R BEFE SRR E L RO LN G | FTE DFFUMLE
FHIHAFLMIASZEN BV ET,

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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