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Request to Attending Physician
Y E~DOBFE
1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRAUTAE OIS RBEOIE O REEICLETT O T, aEEZ BV LET,
2. This form should be completed and signed by the attending physician.
ZORRITH S ERTEE, HoBAL TR,
3. One form for each month and one form for hospitalization /outpatient (home visit) should be filled out.
& A 5 ABE ABAMEICHE, OB U S BT,

Form A Attending Physician’s Statement
KX A ZRAETHME

1. /0t Patient (Last,First)
L E 4

K ge (Date of Birth) Sex (Male / Female)
i (EFEAH) I CE A9

2 . | Namg f Illnegs or Injur bl ith er of International Classification of Diseases for use of
oGl S T
PR

(No. )

§ Da: éf.irSt?ﬁzfa}n?%ils’:Eeatment ¥Er A é x (-j- -i -d—-

4 . [ Day of Diagnosis and

2 B H
5. || Type of Treatment:

B T L AR AEDFT L |
coufE R« B QB 20

’ K% Az %—& '_ﬁ ( =
6 . || Nature and Cond*& %ness or grgkﬁlref) i ( _j_ _i -d— >>

7 . I Prescription, operation and any other treatments (in brief) S5 TFATE DR E DS

. It:ifei%ﬁ;aﬂgma,zpﬁ hbhABERE.

ol B BNCEFEADT, 2%
SR L F D et Y E T o
 SERECI RAEET HL

ffice Jiilz iR Phone &3

Date Hf¥ - Signature &4 :

Attending physician 1%/

Reference Number of your Medical Report Gf applicable)
TRTTOBLRLEE T




Request to Attending Physician or Superintendent of Hospital / Clinic

Y E IR G £~ DI HEV
1. Please fill in this form so that the patient may claim the social insurance benefit.
ZOBRITBEOHARBROM OB FHLETTOT, FERZ IO LET,
2. This form should be completed and signed by either the attending physician or

the superintendent of a hospital / clinic
CORRITHY P UIRBEOF B RN EE o BHLTRINY,

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

% J1 ik, AE, ABEAMEIC S, ZOBRISLETT,
4. Please fill in the description of service other than listed items.
16,2 OMOIA R IZIE, 1~151Z5% Y LW N A Z L AL T FELY,

Form B Itemized Receipt
B X B A A E
unt
(1) Fee for Li#fal Office Visit P N
(2) Fee fgf Follow-up Office Visit mk \
(3) Feeffor Home Visit fat \
o) Fe for Hospital Visit AR B \
(5) ABee |
(6) Cofsultaiphy 1) = e = s « 4L patt |
(7)  Ogpration w @ L? ld\ ERE-¢ |
€) Pr essional Nursing W e T |
) Riology {727 |
] xrémn B (R R I E SE) [T |
.! Ultrasound ( HE R e s |
.! Nuclear Scan ( EES2H ) |
(10) Laforatory P |
(11 M1c1nen%§ c %l > ( j i d 3R |
(12) 8 g1ca1 Dressing ks e |
(13) A ethetics TR |
|:| Local A m —_— |
(14) Opprating Room arge ‘ |
(15 R ! siotherapy| S A= -4"&':! LD ﬂ| L |
(16) Otfers (Spec1fl_?)___iI = N _ /%wﬂﬂ(lﬂﬁﬁﬂﬁa)
Xné% — t (_ 7] (T
| TR OERICEATHITET
Total Hee = . A > o~ 7 7

{ INPORITANT ) Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.
€ EFEE ) ARSI ICEEBEROROBDEFBRNT FEN,

Name and Address of Attending physician / Superintendent of Hospital or Clinic
8241 S RIE S R oD 44 Bl B OME T

Name 4 : Last #: First # Title #%

ANdress 1:77 :  Office il UL R Phone &3

.x A - Signature %4 : /
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Agreement of Authorization

-JBRBMAE 2024 4 4 A 1 #
« Starting date of medication Year 2024 Month 4 Day_1

- HBE
(BE4)  BER KB
(EFD T 2xx—xxxx HZ )| B#EFTFOORX A ART1-8
(ZE4EHH) 1970 4 _ g H_10 H

« Patient
(Name of patient) _ Tarou Kenpo
(Address) _1-8 AAcho. OO-ku , Yokohama—shi , Kanagawa—ken , 2xx—xxxx , Japan
(Date of birth) Year _ 1970 Month g Day_ 10

AAT v 7 RERERBGH S T

OOREZZTE) | @BE KB I ATy 7 EBEEBRHE OE I AL T v 7
TEREIRIRAL G N FRE LI EE DS, MR B BRGSO 29 RBITRH EZ1T oI B,
it RENE) 2R T 570, HaEmEBORMMREICL > T, BETHZTo L IR
TV, BEAPORIUIKT DERORMEZ T 5 Z LICRIELET,

Fo. FRMRICHTD | NAR—FOa bt —RNRELRLGEITIT. NAR— EZAALT v
PR A TR T2 Z & b OFECRIE L £,

To:Meitec health insurance society

I (patient who has received treatment) authorize Meitec health insurance society or its
subcontractors to refer and obtain any and all factual information related to an overseas
staff, and its 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 - PREIAH
Signature

FA  FENE, WBREZTTEARADT O TRV, B, ROGEIE, BIEE (RADKAK
FEOLE) | BERRN RADPBREEZERANOLS) | EERREA (KAMREL L TWDIHEE
PEL, FEIL TR 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

2

(on) BB K8 e
(FEFT) _T2xx—xxxx A=) E#HETOORXAAHRTI-8

() 2024 A_ 17 H
(B L offR) - BIMEE - EEMREAN - Tofh ( ]
¥ KREEEOHRMIRIZIES B 6125 HRBITY,

(Signature) Tarou Kenpo
(Address) 1-8 AAcho, OO-ku , Yokohama-shi, Kanagawa—ken , 2xx—xxxx , Japan
(Date) Year 2024  Month __4 Day__ 17
(Relation to the insured) (Eglj) + Guardian *+ Heir + Other
¢ This agreement of authorization expires 12 month after the signed date

ks, ERCHE, BEIREERE ) D RTE DOREERELR L L 2RO b BE, FrEDEHICL
HHRBEAGLHEAS 2221 HV £,

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.



