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Request to Attending Physician
HYE~DBRE
1. Please fill in this form so that the patient may claim the social insurance benefit.
Z ORRIZBEE OHSRROBF OHFEICLETTOT, iEAZBELET,
2. This form should be completed and signed by the attending physician
CORERITHYENEFEE, 2OBAL LTIV,
3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out

FHE, ABE - ABeSMEICA, Z ORGUHD B E T,

Attending Physician’ s Statement
Z R N K BH M &

1. Name of Patient (Last,First) Age (Date of Birth) Sex(Male * Female)
BE 4 i (EFA ) MR (B - Z2)

2. Name of Illness or Injury preferably with the number of International Classification of Diseases for

use of Social Insurance (Please refer to the table attached to this form).

B Je Ot 2 R E BRI 3 i 5

(No. )
3. Date Qf First Diagnosis: / /
W 2 H
4. Days of Diagnosis and Treatment: days
[ S I H 4
5. Type of Treatment
B ¥ o 4 A
[ ] Hospitalization: From / / to / / ( days)
A Pt H ES ( H )
/ / / /
(] Outpatient or Home Visit : / / / /
A Bt b
6. Nature and Condition of Illness or Injury (in brief) JE R O

7. Prescription, operation and any other treatments (in brief) KLJ7. FHiF DL ALE OREE

8. Was the treatment required as a result of an accidental injury? Yes [ No [
BRI FBOEFEICL D D TT D, BTN Y4

9. Itemized Amounts paid to Hospital & / or Attending Physician.: Fill in Itemized Receipt
HH BRI EE BIRE - SEI TR I R

10. Name and Address of Attending Physician

HYEOL a1 R OMERT
Name 44Hij : Last Itk First 4 Title 75

Address {FFf :
Office Jpbe XIX2 WP : Phone EEE :

Date Hft : Signature &4

Reference Number of your Medical Report (if applicable)
R B2k k=
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Request to Attending Physician or Superintendent of Hospital / Clinic

HYE IR EERE~DBE
1.Please fill in this form so that the patient may claim the social insurance benefit.
Z ORI BB OSBRI OMGH OHFEICMLETTOT, iEAZBENLET,
2. This form should be completed and signed by either the attending physician or the superintendent
of a hospital / clinic.
Z ORI Y EXIIFEOFEEENEEZ, HOBALH L TTFIV,
3.0ne form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
FA M ABE - ABAMEICA & Z ORI HEETT,
4. If not in dollars, please specify the unit used
RPN DEEDOEEIEFZDOBEEEVNTEI,

Itemized Receipt Unit is
N M E (B
(1) Fee for Initial Office Visit W2k $
(2) Fee for Follow-up Office Visit 2k $
(3) Fee for Home Visit e $
(4) Fee for Hospital Visit NG gLt $
(5) Hospitalization NG $
(6) Consultation Dt $
(7) Operation Fhli $
(8) Professional Nursing TEF e 2 $
(9) X - Ray Examinations X pg A $
(10) Laboratory Tests A $
(11) Medicines =4 $
(12) Surgical Dressing X $
(13) Anaethetics PRI 2 $
(14) Operating Room Change FhirE# H $
(15) Others z O fh $ $ $
[ Specify ] [ EEHR ] [ 1 [ 11

(16) Total A& Bt $

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

T B RRERERRICERZRER RO S DR TR S0,

Name and Address of Attendlng Physician / Superintendent of Hospital or Clinic
Y & SUTIRBE S & D 44 i OMERT

Name 44 B : Last fE First 4 Title Fi¥

Address {FFF :

Office ke XILBIET: Phone 3 -

Date Hf} : Signature &4 :

WA % LR (15) IR D BHE. TONEELHR LTS,

R KA {EHT Bl
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(Agreement of Authorziation)

JB¥EBATSE A (Starting date of medication) F(Year) A (Month) H (Day)
<& (Patient)
B4 (Name of Patient)

{¥FT7 (Address)

EHEH H  (Date of birth) E(Year) H (Month) H (Day)

A T U2V BEE RS %8

FLORBEZTIF) | X, EAE T AV SRR RS Ok R
UL BT 5 L B S R 3 B T LT T DSBS T PR I % I 5 (HEAT
AT AR, 5T, MENE) 2T 5720, B HHORMEICI> T, BT AT IR
ATV, BEEDPOLREITK T o HmORMEZITHZEICRELET, )

Fo, FREHETBICHTN AR —hOa — P EER DAL, 2 SAR — N R T 2 2L i 2R
PRERAL AR T2 LR CRIBEL £,
To: Shutoken Digital Industry Health Insurance Society

[ (patient who has received treatment) authorize Shutoken Digital Industry 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.

E 4 (signature)

BIEIBEEZ T TR TS TR, 728, IROLGEIT, BIHEE R ADKKFEOLA) . A%
SN (R AR RN DOSE) EEFHN (RADPFE LT L TWLEE) BREAL TR,
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.

-4 (Signature)
f¥FT (Address)

- A £t (Signed Date) £ (Year) H (Month) H (Day)
- B E L DOREIf%(Relation to the insured)
AN (Self) « BiHESE (Guardian) « EEFEFEA (Heir) - ZDf(Other) [ )

X ARRIEZEOAIHIRIZES B0H64 A RITT,
¢ This agreement of authorization expires 6 month after the signed date.
k. B, EREREOITEDRIEFLEMRRE L RO G IrE OEFRITMLEFIH
ZRLHTESZ BV E 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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