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TO BE COMPLETED BY PHYSICIAN (HEAITHCARE PROVIDER)
| ERiGERE Y E)TAH

Request to Attending Physician
Y E~DIBFE
1. Please fill out this form so that the patient may claim health insurance benefits.
ZOBRITBEORERROBADHBINLETTOT, EHALBEVLET,
2. This form should be completed and signed by the attending physician.
ZOBRRNITHEENREAL., »2BALTIEIY,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.
HRE. ETARE, ABSEICOE, ZOKRK 1 BBLETT,

g;tmcc Attending Dentist’s Statement
WA 2R ANEH M E
Name of Patient (Last, First) Date of Birth (D/M/Y) Sex Male + Female
BEAL A%AR . . Liczll
Date of Initial Visit (D/M/Y) No. Days of Visit/Treatment Medical Record Number ZH&EE 5
W2 H . . PREERK days
*Please circle the treated tooth AR LIZEIZO%2IF TIEEN
Permanent teeth Primary teeth

(UPPER)

pmMARLANARASRNAS Bl

6 7 819 10 11 12 13 14 15 16
32 31 30 29 28 27 26 2524 23 22 21 20 18 18 17 T §

T riRee oY

(RIGHT)
(1437
(RIGHT)
(L3371

AIARAEE
;

0
ik

K
(LOWER)

F G H
0 é @
TYPE OF TREATMENT & D05

Dental Treatment Tooth No. and Surface Date Fee
WRHER BN D M Y RRE

Initial Office Visit #JR2¥t

X-Ray Examination VN URE
Dental Pulp Extirpation k%
Operation  FHf

Extraction K™

Filling FoiE

Inlay Avb— *Material 34 (
Metal Crown &B7E *Material &1 (
Post Crown #k#cth  *Material &4 (
Jacket Crown P¥7 & *Material &#4(
Bridgework 7VvY *Material 3#4(

Denture HRZW
Partial Denture  JB¥FzEtE
Complete Denture ¥zl

Treatment of Pyorrhea Alveolaris tEH&EIRALE
Medication #3E
Other Z i1

~ |~ [~ |~ | ~

Total &%t

ATTENDING DENTIST INFORMATION #8348} = 1 4t
Medical Institution Name: (E#EHEI4)
Address: ((EF)
Name of Dentist: (824 #F} ) Title: (#5)
Signature: (£4) Phone: (&%)
Date Completed: (fEFX4EAR B)
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TO BE COMPLETED BY PHYSICIAN (HEALTHCARE PROVIDER)
| EffGRERE LE)ZAH

Request to Attending Physician
HYE~DBEN

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

Z ORRNITBE ORFRROMBAORFIKETTOT, EHAEZBEVLET,
2. This form should be completed and signed by the attending physician.

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

HBRE, ¥R, ABAEICOX, OB 1 KBLETT,

Form B Itemized Receipt
BB ® oM
1. Initial Office Visit ) EZ Bt
2. Follow-Up Office Visit " EJ £
3. Home Visit = EZ £
4. Hospitalization A B ®
5. Consultation 2 %= ®
6. Operation F i - ¢
7. Nursing Fee B %5 % M R
8. X-Ray Examination X 8 ®R £ %
9. ;I‘ests Perforr.ned . RENBEZTEA 2 B oE B
Please provide details below
10. Medications YRRL - REBEETA E = »
*Please provide the name and dosage for each medication
11. Treatments/Procedures 4L B - ¢
12. Surgical Dressings o, # #
13. Anesthetics 23 [ ¢
14. Operating Room Charge F WM E B A
15. Other (Please specify) F O (R )
16. Total = B
Currency Unit
WEHANL

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

R WEHE IBRICESBROLZVLOEBBRNTIE SN,
ATTENDING PHYSICIAN INFORMATION #8 ¥ & {& #4#

Medical Institution Name: (F#&##E54)

Address: (FEFT)

Name of Physician: (84 E4) Title: (%55

Signature: (£4) Phone: (EE%)
Date Completed: ({fEFR£EA B)
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FIEZ Agreement of Authorization

BERLZ YR T 4 BEREES #HS
To Japan Transcity Health Insurance Association

BARBBXRAFERCHIBR(RELRZU-ER. B, LEANRH 2ERT 570, REEROD

REFICL - T, BRETAZTLAIKREEZTV. SZEHI O ZORBEABTICOVWTEREMRZR
5 EICABLET,

| 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.

£4 H Date of Signature : & A S|

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

BEERIIADELIE. FA. KA T TLEE W,

BHE, READVBLZLEBEIE. TEORBAOZBZMCIHBLEZEBRLLWELET,

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.

£E K% Patients Name :

4% B H Date of Birth : £ R H

{£ A7 Address :

O READELZIE Representative's Signature Field

K % Name :

{X A7 Address :

BEEX 2T 7-% & DBI% Relationship to the Person Who Received Medica
O ¥ legal guardian
(EAPKREDIBA if the person is a minor)
O BE#EA adult guardian
(EAD B EEE B ADIHE if the person is an adult ward)
O REMFA statutory heir
(FAHIZETE L TLWBIHBE if the person is deceased)
O %o others ( )




