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Form A

Attending Physician”s Statement

Name of Patient (Last , First) Age (Date of Birth) Sex(Male Female)

Name of Illness or Injury preferably with Number of International Classification of
diseases for the use National Health Insurance (See the other side of this form)

Date of First Diagnosis :

Duration of Treatment : days

Type of Treatment

O Hospitalization : From , to ( days)

O Out patient or Home Visit :

Nature and Condition of Illness or Injury (in brief)

Prescription , Operation and Any other treatments (in brief)

Was the treatment required as a result of an accidental injury ? YesO NoO

Itemized Amounts paid to Hospital and/or Attending Physician : Form B

10 Name and Address of Attending Physician

Name Last First Title
Address Home phone

Office phone
Date : Signature

Attending Physician
Reference Number of your Medical Record (if applicable)




Form B

Itemized receipt

( ) Fee for initial office visit
( ) Fee for follow-up office visit
( ) Fee for home visit

( ) Fee for hospital visit

( ) Hospitalization

( ) Consultation

( ) Operation

( ) X-ray examination

( ) Medication

(10) Anesthetics

(11) Operating room charge

(12) Others (specify) ( )

(13) Total

Important : Exclude the amount irrelevant to the treatment,l-e,extra charge for a bed.

Name and Address of Attending Physician Superintendent of Hospital or Clinic

Name
Last First Title
Address : Home Phone
Office Phone

Date : Signature




RECEIPT (DENTAL)
( )

Request to Attending physician
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
2.This form should be completed and signed by the attending physician.
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.

1
Separate receipt required for prescriptions.

Permanent Baby teeth

Identify examined teeth : o
Cavity C missing teeth F stomatitis G
Phrrhes alveolaris P extraction needed Z ( )

Date of First Diagnosis( ) Currency paid
Days of Diagnosis and Treatment( ) day( )
Office Visit Fees( )
Examination Fees ( )
X-Ray Fee( )
Other( )

Services

Describe when gold or platinum was used(

Filling

Inlaying

Capping metal

Jacket capping

Capping connected

Chipped Teeth
Bridge

Partial artificial teeth

Total artificial teeth

Name of Hospital or Clinic Total

Signature of Doctor

Date




AEICEDLIRAREE (BIMVREE)

Agreement of Authorization

- SBERIIS B Starting date of medication  Year 4 Month B Day H
- RBRE (FBFE) Insured (Patient)

(R BRE % Name of the insured)

({EFT Address)

(£4 A8 B8 Date of birth)  Year 4 Month B Day H

KRR e=EERERARES BEER &

h (BEERTEE) [F. RKERE=REREEAKRESOBESH D
WE. KRXIE=REERRRRARESHZTE L LEEEDN. BNERBERFEHICHIEE (BB
THET->E=BR. 5. BEARAD) ZHER T2, BFSHORRFICL T, BBETHET
DEFIZRRETL., HFEHLNORRCHTIBEHROREEZTLILICARLET,

To: Director of Osaka bunkageinou Health insurance association
| (patient who has received treatment), authorize the Osaka bunkageinou

Health insurance association 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.

Z4 - #HIHE Signature
EL - WX, AEEZTEHERERANTOTRIL, BHERDGEE. BIEE (RALNERREDNHE).
BEBRRAN (RAIBEHRERADSE). ZERBEA (RANFETLTWVEEE) NEL. HEILTTRIL,
Insured person who has received treatment shall sign one’s sighature. 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
sighature.

(B ff Date) Year 4 Month A Day =
(K4 Signature) B
(fXFT Address)

(BZ & D% Relation to the insured)
AN Self - #H#HE Guardan - EEMEEFEA Heir - ZFdth Other ( )



