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Agreement of Authorization

6 % B fn F H H

(Starting date of medication Year Month Day)

B
(Patient)

BOH A

(Name of patient)
= 30}
(Address)

A A H (= A H
(Date of birth Year Month Day)

PNUREL R 3E S RS I

FLORBEZITTAE) | (3. KB B i A AR PR A Ok B S KBk
H i B R IR BRAL B N R FEL I F A N IMR R R B EHICO 0 F R (RBRITRHEITo1
HIKf, 50T, RN 2B 35720 HaE EHORMEICL > T MBI LT 7B ITRE
ATV, U E PRI oMot EZ T2 LICFBELEY, O

Fo, EREHERICHIZN NAR = DA =P ELRDGEITE, AR — MK B S H AR
Bt A I Cin T 02 b e TRIEL 7,

To Osakajitensha health insurance society

[ (patient who has received treatment) authorize Osakajitensha health insurance socity 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, 1 agree to submit a photocopy of my passport if it is necessary along verification process written above.

=Ll

(Signatere)
BT AREEZITTEARADMTOTTIIN, 728, ROLGEL, BIHEH (RADBKKFEOLE) .
Ejifjj(ﬁéﬁ/\ (RADRAFE RANDOEEA) AEEMBEAN (RADFELCLTWAIGE) NEAL
L&Y,

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.

K 4
(' Signature)
F Pt
(Address)
H s+ (5 H H
(Date) (Year) (Month) (Day)
BELORAKR . AN - BHEE - BETEHBA - TOMI{ )
(Relation to the insured ~ : Self + Guardian + Heir * Other )

KAREFOAZMIRITES HO30 AMTY,

2 This agreement of authorization expires 3 month after the signed date.



Request to Attending Physician a4 ~o s

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORERITEBE DS RBROBATHFEICLETTOT, GEAZ BV LET,

2. This form should be completed and signed by the attending physician.
ZORRUTH Y ENFEE OB L TITEEN,

3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
& A APt ABESMEIAT, 2O — 3% E T,

Form A #ista
Attending Physician’s Statement ==z
1. Name of Patient(Last,First) Age(Date of Birth) Sex Male = Female
B A4 il (EEHR) PERI T - 2
2. Name of lliness or Injury preferably with the number of International Classification of Diseases for the use

10.

of Social Insurance (Please refer to the table attached to this form).
IR 4 M O [E B RR 2 J8 % 5 (P1~P4S IR)

(No. )

Date of First Diagnosis :
%

Days of Diagnosis and Treatment : days
=k H

Type of Treatment
1BIEDA A

O Hospitalization:  From , to . ( days)
N H ES (HF)

O Outpatient or J J
Home Visit
ABesk

Nature and Condition of lliness or Injury (in brief)
i PR OO M

Prescription, Operation and any other Treatments (in brief)
LT . FATE O DAL E DAL

Was the treatment required as result of an accidental injury? Yes O No O
BRI EROEEIZIDLOTT D, A A4

Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
TH B BINRIR S BERBIC LD

Name and Address of Attending Physician
Y D4 B OMEFT

Name 4w : Last First % Title %=

Address {Eff : Home H= Phone &%

Office W5k X2 AT Phone #E:%

Date Signature E4

Attending Physician #24%=
Reference Number of your Medical Record (if applicable)
DR OT
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Request to Attending Physician or Superintendent of Hospital / Clinic
Y4 [ SRR R~ D RS

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORERITEE DS RBOKBAT HFBICLETTOT, iEHE BV LET,

2. This form should be completed and signed by either the attending physician or the superintendent of hospital / clinic.
CORERITH Y E IR FESENES 2 OBA L TWLES,

3. One form for each month and one form for hospitalization / outpatient(home visit ) should be filled out.
& A1, AP ABESMEIA, 2O — K302,

4. If not in dollars , please specify the unit used.
KA LIS ﬁ&%@iﬂé\cifc@ SEZNTTFEN,

Form B #=s

Itemized Receipt e winsE
(1) Fee for Initial Office Visit wiizkk  §
(2) Fee for Follow-up Office visit ﬁ%ﬁ*ﬂr $
(3) Fee for Home Visit 2k $
(4) Fee for Hospital visit ABEEEEE  §
(5) Hospitalization ABtE  $
(6) Consultation vt $
(7) Operation T $
(8) Professional Nursing W FE#EmE  $
(9) X-Ray Examinations X $
(10) Laboratory Tests AR $ *Please fill in the content of the
$ Laboratory Tests.
$ FHEREOWABEBALTIES L,
. $
(11) Medicines EHE § *Please fill in the name and the
$ amount of the prescription of an
$ individual medicine.
$ g LB DEOLIRE B E
(12) Surgical Dressing wirE § BALTLESL,
(13) Anaethetics e
(14) Operating Room Charge F=EEN 0§
(15) Others(Specify) Z oAt (BH H BED)
$ $
$ $
(16) Total & & $ Unit is
8 1 HLAT

Important : Exclude the amount irrelevant to the treatment , , payment for a luxurious room change.

HEE R S=RVE  RIRICE BRI VE D iﬁ%u\fd_éu\

Name and Address of Attending Physician / Superintendent of Hospital or Clinic
Y= AR B 5 = O 44 7 e OMFEFT

Name 4 i Last First 4 Title #r%
Address {7 Home B Phone &5

Office e X IF2 P Phone 5
Date Signature E4
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(10) FEMAE DWR GEMRAEDNE)

(11) EFEFBONRULE A, oL, HE)

[Z2ABIIOA OB TOOHF+EA100mel 1 HO8EX O H4Y

(15) Zofh (L HBAED)

FHRRA RO AV (BIRRE B &)

B

(58
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