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BOAREE ®WHRA
Request to Attending Physician
HUE~DOBREL
1. Please fill in this form so that the patient may claim the social insurance benefit
CORRRIE, BEOHRRBROWBAORFBICVETI DT, SERAEERELLET,

2. This form should be completed and signed by the dental surgeon.
COHKRILE LT IHRENEE, HhDOBRLALTESLY,

ZRE. AR, ABRNEIZOE, CORANTHIBETT,

Attending Physician’s Statement
PERANAHEE

Name of Patient 22 EK% Age  fFEn

Date of first Diagnosis FIECE=]

Days of Diagnhosis and Treatment 2 HK days

/.
N fus}
3

\v2

>N A

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

Sex (Male Female) 43I

Localization of Teeth EB{z
Permanent Teeth kA

87654321 12345678

edcba

Deciduous Teeth Z &

abcde

87654321 12345678 edcba

abcde

1. Name of llness E¥H"%
1.Dental Caries

2 Missing Teeth
SERSE Ri8

3.Pyorrhea Alveolaris
RS

4. The Others
ZDfth

Localization of Material
Teeth Examined =
£ B AR

2. Dental Treatment

SR

Fee

BRE

Initial Office Visit fIE#

X-Ray Examination
LUNFUtRE

Dental Pulp Extirpation &

Extraction ki

Filing 788

Inlay 1>L—

Metal Crown &=E&E

Post Crown #ik#snE

Jacket Crown 4w

Bridge Work JUw

Plate Denture A& K
Partial Denture & =B
Pomplete  Denture  #&

ﬂwm
R I

Treatment of Pyorrhea Alveolaris

HERRANE

Medicine #¥3&

The Others Zmfith

Name and Address of Dental Surgeon HEIEEMDODK L R MERT
Name Signhature

BERIERMDKS Z4

Address Office Phone
R EMOLFR - FTiE#D

Date
B {F




HAECEDLIAEE(BNRER)

Agreement of Authorization

- B #EBAts B Starting date of medication Year & Month A Day H
- 53 Patient
(BB & 4 Name of patient)
({XRAT Address)

(4 £ 8 8 Date of birth) Year £ Month A Day =|
YINBERKRESEP
IOEBERGEE) . VIN\BEAKREBSOBE XX, VINERE

RBREAVERELEEZEN. BNREERFERCHIEXZ(RETHET -BR. FFT
BREADEER I 5D, BEEFHORMFICEI T, BETHETOEZFIRIE L. X
ZEISHRRH T HEBORERITHLICAEBLET,

To: Yamaha Health Insurance Society

[(patient who has received treatment), authorize Yamaha
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.

ZE 4 - = HI4# Signature

BB BEREZTERANTOTRIN, BERDIGEIX. FEE (RKRANKRBEDE
B). MEFERRAN(ERANBERERADSTE)  EFEBBEACRANETLTNDGEE)NE
& EREHILTREL,

Insured person who has received treatment shall sigh 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 Signature) =)
(47T Address)
(B ft Date) Year & Month A Day  H
(BELDBEE{Z Relation to the insured)
AN Self - #FHH#E#HE Guardian - SKEHKA Heir - Zofth Other( ]




