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Claim for Payment of Medical Treatment Expenses (ryoyohi shikyu shinseisho)

uostad pansut Aq Ul pa[[lj 87 03 SWAI N[ ¥(redal SIS (3 ) kB Fo%F

WA E RED L& 5
Code/number of Health

Insurance Certificate

PR RN DA

Name of insured person

BRORBREE (RA) DT - Bl

Address of insured person

T Postal code

T

HET DL

Place of work Employer’ s name

PR DYPRB AT HEEIT
If this claim is based on the medical
treatment received by any of your

dependents:

WekaeH DA

Name of dependent

WeHkBEFHEOAEEA R
Date of birth of dependent

BRI LD

Relationship to insured person

F A H
Y M D

Eid

Name of disease/injury

- AR H

Date of onset of disease/injury

N H
Y M D

29 - AGIRIR (A5 OBE L, Am AL N)

Cause of onset, Course of disease (If injury, fill in column on the right page.)

BEFOITHBILIDLO TN
Was the disease/injury caused

by an act of any third party?

OiEv es Wiy zNo

IR EZ T TR ED
Medical institution where insured

person/dependent received treatment

4% Name of institution

e Address

PR LT ERM O K4 Name of attending physician

DR ETTF Y OHIH

Period of treatment

ABE- stk DX 5y
Type of treatment

ABEDYA | RO ABEHI
If hospitalization, the period of

IRICE LT #

The amount of expenses

hospitalization required for the treatment
H H g
H i A OA B2 Hospitalization H i /] HE A
From Y M D C4h s Outpatient From Y M D
K utpatient or
= # A A . e £ A B
Home Visit

To Y M D To Y M D

. BEDIBMNEZTHIENTE R T

I RO EZT X H

Contents of medical treatment

Reason that the insured person/dependent needed to pay the full amount

of expenses for the treatment provided at the institution

AHFEEICE SR &I 5%

HEREFIIRELET,

I hereby entrust receipt of the benefits based on this claim to the entrepreneur.

s (BN DA

Signature of insured person

CHHEE) Accompanying documents
1. fEINE: (A FTASILTNDE D) receipt (The amount of payment is filled in)
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Request to Attending Physician

HHEADEHFELD

1. Please fill in this form so that the patient may claim the social insurance benefit.

Z ORI EE OIERRBROFRFT O HEFIC

WELTT DT,

REPA 2RV L £,

2. This form should be completed and signed by the attending physician.

COMGITASENEE, »OoBHLTFE,

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

BHZ L, ABE - ABEStZ LTt s,

Attending Dentist’'s Statement

Age (Date of Birth)
FEl(EFEAH)

Name of Patient (Last, First)
BEL

Date of First Diagnosis iz A

Z O T BB ETT,

Day of Diagnosis and Treatment

Treatment A9 H Date from H

to &

ERZ2ENTHMEEREIEAHEE
Sex( Male * Female )
R (B - o)

PEEHRS _ days

Permanent Tooth  7K/AH
87654321 | 12345678
87654321 | 12345678

Baby Tooth %L
edcba | abcde

edc b a | abcde

1. Name of lllness 54

(DDental Carics (HfkiE) @Missing Teeth (x$2) @ Pyorrhea Alveolaris () @Others (FDfth)

2. Dental Treatment (#&HEH)

Localization of Teeth Examined iz | Material — #%}

Fee 1REE

Initial Office Visit (#Z2%}h)

X-Ray Examination (X#HHRET)

Dental Pulp Extirpation (#:%6)

Extraction ($H#)

Filling (F5H1)

Inlay (f21-)

Metal Crown (48 5%)

Post Crown (k=)

Jacket Crown ('vryb)

Bridge Work (7'05")

Plate Denture ()
Partial Denture (REizEth)
Complete Denture (§22% )

Treat of Pyorrhea Alveolaris

(Bl A AR ALER)

Medicine (#3#%)

The Others (o)

Unit is @& Total

B Name and Address of Attending Physician #84ED 4 i & OMERT

Name #mj Last

Office Address JRPBtE=IX2HETOERT

Office JRBeEITZIEFTOL

Phone

Date Hft

Reference Number of your Medical Record (if applicable)

Signature £4

Attending Physician 34
FLIRERDE S
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