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Request to Attending Physician
HHEE~NDOHFEL
1.Please fill in this form so that the patient may claim the social insurance benefit.
ZOBRKFBEOHRRBOWBRMORBINETT DT, SEAESFELLET,
2.This form should be completed and signed by the attending physician.
COBRKFBHELEE, HDOBLLTRILY,
3.0ne form for each month and one form for hosoitalization/outpatient(home visit)should be
filed out. & RAE. AR ARSNEICAF. CORKXTEARETT,
Attending physician’s Statement

CERABRHRES
FormA
BRLA
1 Name of Patient(Last,First) Age(Date of Birth) Sex(Male-Female)
BEL FE(EERR) MBI - %)

2Name of lliness 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).
ERARVHESRRAERRRSEE S (WS R)

(No. )

3.Date of First Diagnosis:
wZH

4 Days of Diagnosis and Treatment: days

ZEEK B &

5.Type of Treatment
BEOSEE

O Hospitalization: From ) to , ( days)
NI 8 ES ( B &)

O Outpatient or
Home Visit
NS
6.Nature and Condition of lliness or Injury(in brief)

FER DBEE

7 Prescription,operation and any other treatmenta(in brief)
NF. FMEOMONEDHE

8.Was the treatment required as a result of an accidental injury? Yes [ No O
BEEEROEZRICLDILEOTIT D, [EXA AV

9.ltemized Amounts paid to Hosital&/or Attending Physician.: Fill in Form B
HBAREE EBIZLD

10.Name and Address of Attending Physician
HYUEOLFIRTER

Name £&®i] : Lastif First£ Title#r &

Addressf¥RT: HomeEB=E Phone & 5

OfficeymBE XL HEAT Phone &=

Date H 4 SighatureE £

Attending PhysicianiB 24 &=

Reference Number of your Medical Report(if applicable)




Request to Attending Physician or Superintendent of Hospital/Clinic
HYEXIREEHBE~DSFEL

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

2.This form should be completed and signed by either the attending physician or
the superintendent of a hospital/chinic.
CORKFEYURIHROEHEENEE. M DEBRLHLTREL,

3.0ne form for each month and one form for hosoitalization/outpatient(home
visit)should be filled out.
&ZRE. A ARSNEIZAH. COBRKTEABRETY,

4f not in dollars,please specify the unit used.
RILUNDEEDISEIZFDEEZENTTEL,

FormB ltemized Receipt

=B TRINERHEE

1.Fee for Initial Office Visit mEe $

2 Fee for Follow-up Office Visit BaoE 3

3.Fee for Home Visit e 2 S

4 Fee for Hospital Visit AREEE 0§

5.Hospitalization AlzZE  $

6.Consultation PTRE $

7 Operation FiHE 3

8.Professional Nursing B EEmE $

9.X-Ray Examinations XgmRaE 3

10.Laboratory tests #EaEag ¢

11.Medicines EXEE 3

12.Surgical Dressing amEE 3 $

13.Anaethetics Mg $ Unit is

14.0perating Room Charge FIEERA $ i

15.0thers(Specify) Zot(EERE) $

16.Total &5t S
Important: Eﬁolude the amount irrelevant to the treatment,i.e,payment for aluxurious room
xR %;égz?ﬂ%iﬁsﬁl:@ﬁﬁ{%@m\%mtiﬁéa\f‘FéL\o

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
HUEXIHRESHEROARIRTERN

Name &®/i1 : Lastit First& TitleFr&
Address{¥fT: HomeB=E PhoneEE
OfficesmPr XL AT PhoneEE %

Date H ff SighatureE 4
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HAEICEHLIRABTEEBNEER)

Agreement of Authorization

- S5k BAth B Starting date of medication Year & Month. B Day  H
- B3 Patient

(FB & 4 Name of patient)

(4XPAT Address)

(44 A B Date of birth) Year £ Month A Day =|
YINEEERESEF
OEEEZITEE) . VINEEABRESOBAEXIE. VI \ESE

RBREEVEFELEEBRZEN,. BNARERPFERCHLIFR(RETHEToLBR. HAT
READ)EEA TS, RFEHORUFICI T, REA/ET >EBICRIEI T, X
ZEMORRCN T HFRORHKEZTILICABLET,

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 - 44 Signature

ZX -FRHIE BAEREZZTEARADNTOTREIN, GERDISEIE. FRIEE (RKANKKEDS
E). MFEREACKANKFFHEERADEE) ZEMHBEAN(RANETLTWDFZE)NE
B EEHLTTREL,

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.

(KK 4 Signature) En
(f£Fr Address)
(B £t Date) Year 4 Month A Day  H
(BEZELDREEA{R Relation to the insured)
AN Self - $R#EFE Guardian - AEMEEHEA Heir - ZDfth Otherl )




