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HEICHED L FEE

Agreement of Authorization

- JBIRBAR A F H A
+ Starting date of medication Year Month Day

(BHE4)

CE)

(EFAH) i H H

+ Patient
(Name of patient)

(Address)

(Date of birth) Year Month Day

RBkpa et s

o REZZTTHE) ., 3. REHRPSREFRCRBRF G ORE U3 KRBk
PARERREIRBGHL S N RFE LIS EE 0N, IMRBEPHEHERICH L2 FE (RETRHEITT -2
HEF, 5T, RENE) 2R 25700, HHEHEHORMKEICL > T, BETHZITo
FICRE 2T, AL ORITHTHIEMORMEZZ T L Z L ICFAELET,

Fo. ERMERIZHTZD . NAR—=FOa bt —NRELRL5EICIE, NAKR—-Fx2 K
kRl RS IR0 Z & bPFETRIE L £

To : Osaka paper dealer health insurance union
I (patient who has received treatment) authorize Osaka paper dealer health insurance
union 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.



B4 - FTE I
Signature

F4 RN, BRI TEAAPT TR S, ok, ROSGEIR, BESE (RAR
REFEOLE) . BFERAN (RADBERFERLAOEE) | EEMBAN (RAMELT LT
D6 BNEA. MHILTT SV,

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.

(K4) Al

(LA

(HA) F J H

(B L DBIR) OARN - MR - IREMRAN - oMl [ )

X ARFREZEOADMIRIIEL BD 6 5 AR TY,

(Signature)
(Address)
(Date)Year Month Day
(Relation to the insured) : Self -«  Guardian . Heir . Other

¢ This agreement of authorization expires 6 month after the signed date.

ks, ERCH, R O ATE OREESEER R E 2RO ONIZHGE. ATEDEH
(CHEFEHATRES 220D 0 £,

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.



Request to Attending Physician
HYUE~DHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORKITBE ORERROBHOFFILETTOT, EHAEZBEVLET,

2. This form should be completed and signed by the attending physician.
CORITHEYEENTAL, »OBLLTLLES,

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

filled out. FAE, E7ARE - ABRSMEIC &, ZOKRKX I HBILETT,

Attending Physician's Statement
2 E R B B M &

Form A
KE=CA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEAL FEmAESERR) ) ) MR

2. Name of Illness or Injury preferably with the number of International Classification of Diseases
for the use of Health Insurance. (Please refer to the table attached to this form. )
B4 kR CRERRAERRFRYEES
( No. )

3. Date of first Diagné)sis
W2 H

4 . Days of Diagnosis and Treatment
TERAHK days
5. Type of Treatment
1BRDSHA
O Hospitalization From / / to / / ( days)
Bz B / / ES / / ( 1)

O Outpatient or Home Visit / / . / /
ABES / / . / /

6 . Nature and Condition of Illness or Injury(in brief)
FER DI E

7 . Prescription, Operation and any other Treatments(in brief)

WF . FHEDOMONEDHEE

8 . Was the treatment required as a result of an accidental injury? —————— [ Yes O No

BRITFEHOEEFIZL D BDOTT N,
9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREE, EITHEYEICKI-EREONR : HXBick 3
10 . Name and Address of Attending Physician
BYEDOLFTROER
Name Last(i%) First(4) Title(#5)
Address  Home(H %) Phone(&E:%)
Office (B L7 1T R2HAN Phone
Date(A 1) . . Signature(Z24,)

Attending Physician(8 24 [£)
Reference Number of your Medical Record(if applicable)

CREDES
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Request to Attending Physician
HYE~DOHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORKITEE ORBRRROMBAAORFCHNETTOT, EAEZBEVLET,

2 . This form should be completed and signed by the attending physician.
ZORKITHEYENTEAL, »OBELLTLIEEN,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. #AE. EARE - ABSMEIC D&, ZOFERX 1 HBBETT,

ltemized Receipt

I KW E
‘Form B
%RAB

(1) Fee for Initial Office Visit #1 B B

(2) Fee for Follow-up Office Visit & EZ #

(3) Fee for Home Visit = B 2

(4) Fee for Hospital Visit A oE B OB

(5) Hospitalization A 573 ¢

(6) Consultation 2 2 %

(7) Operation F #F %

" (8) Professional Nursing BEFEEMmE

(9) X-Ray Examinations X # % &= &

(0 Laboratory Tests* OB O E B * Please fill in the
content of the
Laboratory Tests. -
HEREOARETAL T
&N,

(1) Medicines** = P 7 ** Please fill in the name
and the amount of the
prescription of an
individual medicine.
¥ UT B 2 DIEDLFR
LEZTEAL RSN,

(12 Surgical Dressing a, " ¢

(139 Anesthetics R [izg %

(14 Operating room Charge F W =E B A

(15 The Others(Specify) Z o (ERER)

(1) Total & 7t Unit is

WEEA

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

EE BHEES BRICEZEBRR2ODOIRN TS,
Name and Address of Attending Physician

HY E DL BT OERT .
Name Last(#£) First(4) Title(#55)
Address Home(H %) Phone (&%)
. Office (R EI TR Phone
Date(H ) . . Signature(£4)

Attending Physician(f834 [E)
Reference Number of your Medical Record(f applicable)

PEGEDES
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Request to Attending Physician
HYE~ADHFEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
Z OFRRITEE ORERROMRAORFICHLETTOT, EHALBEVLET,
2 . This form should be completed and signed by the attending physician.
ZORKITHEYENRTAL, 2OBL LTI EIN,
Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
g C filledout. &#A®E. EXARR - ARRAEIZOE, ZOBRKXN I BPBLETT,

Attending Dentist's Statement
W R 2R ARNS B ME

1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BE4 EHCEEAR) . . TER
2 . Date of first Diagnosis 3. Days of Diagnosis and Treatment
M2 A ) ) PERAK days
Permanent tooth Primary tooth
N (Y N P
(Upper),-\ ‘ “lul“““ \“n “‘u‘,’l
2 naao 006’0 Mwe@ma S5 WEEEE) FeROD g
) - S =
towen & 1 @ @@@w@wmtﬁ S8 EreEEE | B 2
T A A el i L
Type of Treatment JGEDHEE
Dental Treatment Localization of Teeth Examined Date Fee
HEHER BB ERAL MO.DA.| YR. BEE
Tinitial Office Visit  #Z2%}
X —Ray Examination LV M URE
Dental Pulp Extirpation  $k&6
Operation ~ Ffff
Extraction kM
Filling i
Inlay (21—
Metal Crown &R&%T
Post Crown  #kfetl
Jacket Crown T ¥7vhi
Bridge Work 7Vvv
Plate Denture  HKZHH
Partial Denture J/REiEE
Complete Denture #%
Treatment of Pyorrhea Alveolaris
HERIRALE
Medicine #%3%
The Others ZDith
Total &%t
Name and Address of Attending Physician
HYEDLRIROMER
Name  Last(i#) First(£) Title(#5)
Address Home(H %) Phone(&33)
Office (B £ 7= 1L 25T \ Phone
Date(E 4) . . Signature(£4)

Attending PhysicianGE ¥4 E)
Reference Number of your Medical Record(if applicable)
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