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TO BE COMPLETED BY PHYSICIAN (HEATTHCARE PROVIDER)
| EfGRIEE YN E)EANA

Request to the Attending Physician
BYE~DBRE

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

Z ORRITBE ORFRROBMORFICLETTOT, HEENLET,
2. This form should be completed and signed by the attending physician.

ZOFRITHYENFEAL, H0BA LT EEN,
3.  One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

£RE, EAB, ABSEICOE, ZOBR 1 MBSKETT,

Attending Physician’s Statement

Form A
Porm LR AEH MR
1. Name of Patient (Last, First) Sex
PERI] Male . Female
BE4
Date of Birth (D / M / Y) Medical Record Number ZHEHE=
EEAR

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.)
BRE R CRERRAEREBESEES No. )

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

EIEAE]
4. No. Days of Visit/Treatment
WA days
5. Type of Treatment
BROSER (D/M/Y)
OHospitalization ~ From / / to / / ( days)
Az B / / ES / / ( A D
OOutpatient or Home Visit / / . / /
MBS / / . / /

6. Nature of Illness or Injury (in brief)
R OREE

7. Prescription, Operation and Any Other Treatments (in brief)
K, FHE OMOLE OB

8. Was treatment required as a result of accidental injury? —— O Yes ONo
BEIEROEFICL D bOTTN?

9. Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B
EREE, FRAYERICXD-TEREONR X BIZL 3

ATTENDING PHYSICIAN INFORMATION #24 EE {5
Medical Institution Name: (E§iiEI4 )

Address: ((EFD)

Name of Physician: (8 ¥4 E4) Title: (%55

Signature:(E4) Phone: (E:E)
Date Completed: ({fEZAEA B)
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TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
| EERGREREYE)TAH

Request to Attending Physician
HUE~DBRE

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

Z OBRNITBEORFRROBMHORHIIVETTOT, EAZSEOLET,
2. This form should be completed and signed by the attending physician.

ZORITRYEREAL, »0BL LTI EIY,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

ERE. EABR. ABREMECOE, oK 1 MABETT,

Form B Itemized Receipt
BB "o WM #E
1. Initial Office Visit 5] 2z £
2. Follow-Up Office Visit E:) A £
3. Home Visit = 4 £t
4. Hospitalization A B ®
5. Consultation EZ = %
6. Operation * s ¢
7. Nursing Fee B ¥ E EME
8. X-Ray Examination X B ® £ B
9. ;I‘ests Perfon.ned ‘ RENEEZTA = m & B
Please provide details below
10. Medications AL - REEETA B 5 »
*Please provide the name and dosage for each medication
11. Treatments/Procedures 0 B - ¢
12. Surgical Dressings a H #
13. Anesthetics 23 [ ¢
14. Operating Room Charge F M OE B H
15. Other (Please specify) T D (Y X)
16. Total = B
Currency Unit
WERHAL

IMPORTANT : Exclude any irrelevant costs to the treatment, i.e., payment for private/deluxe room.

HE . FEHE, BRCEEBGROZV S DIFBRW T EEV,

ATTENDING PHYSICIAN INFORMATION 184 = {5 k8
Medical Institution Name: (EE#{#E4)

Address: (FEFD

Name of Physician: (38 ¥4 E4) Title: (F+5)

Signature: (B4) Phone: (&3%)
Date Completed: (fEER4EA B)
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EE2ZE Agreement of Authorization

AR+ Z VRO F 1 ZERREES fH

To Japan Transcity Health Insurance Association

BABRBBITREEEHICHI2TREELZ IR, B, DENEE) 2HERT 5720, BFEEHOD

REFICL - T, BEETAZITIAICBREZITL, HZELOZOREANBIOVTERREHEZR
2z EICRBLEY,

| consent to the verification of the details stated in my application for overseas medical expenses
reimbursement, including the date, location, and content of the medical treatment received. This
verification may involve providing the submitted documents to the relevant medical institution or
practitioner for confirmation, and obtaining necessary information from them regarding the inquiry.

E% A Date of Signature : & A =

Q@EE % Z 7= DELM Signature Field for the Person Who Received Medical Treatment

BEERIT-ADELIE. FR. RADT-o TS,

BHE. RBEADNBELLEBEIE. TEORBADEZRICHBLZEBBELLWELET,

Please ensure that the signature for the person who received medical treatment is primarily
provided by the individual themselves. However, if a representative signs on behalf of the
individual, please also sign in the designated 'Representative Signature Field' below.

#£H KL Patients Name :

44 A H Date of Birth : T R =

{X A Address :

OREADELM Representative's Signature Field

K % Name :

{£ A Address :

BEE % %\ 7-%& & OBk Relationship to the Person Who Received Medica
O $3#&%# legal guardian
(EADKRBEDIFA if the person is a minor)
O mEEZREA adult guardian
(EAD B EH LR ADIFE if the person is an adult ward)
O EEMEEA statutory heir
(FEAPFE L TWBIBA if the person is deceased)
O Zofts others ( )




