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| Certificate by doctor |

Request to Attending Physician
HYEADOBEN

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

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

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

should be filled out. #HE AL - ABRSMEICHE, CORK 1B ETT,

FormA Attending Physician's Statement

ZENAHMNE
1, Name of Patient (Last, First) Age (Date of Birth)
BEY Fi EEAH)

Diseases for use of Social Insurance.
{597 & B OVl 2 A 1 A [ B0 0 S % B

(No. )
, Date of First Di

“Tonth, vear)
days (visit)

To
/ (day, month, vear) (day, month, vear)
R - From To
ABest (day, month, vear) (day, month, vear)
6, Nabe® and Condition of Illness or Injury (in brief) HEAR O BT

7, Prescription, operation and any other treatments (in brief) Wk, FHiE OB ORE

8 Was the treatment required as a result of an accidental injury? 1 Yes O No
BRI EROBEEICEL2BEOTTMN?

9, Itemized Amounts paid to Hospital and / or Attending Phvsician. :Fill in Form B
HHEEER  RRABICLS

10, Name and Address of Attending Physician
HYEDERS - 27

Name; (Last, First) Title
K4
Address; Home Phone
1F:7Rr
O0ffice Phone
Date Signature

Attending Physician #HH4[E
Reference Number of your Medical Report (if applicable)
ZEEOES




Request to Attending Physician | Certificate by a dentist |

HYUEADSEL

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

2. This form should be completed and signed by the attending physician.
CO#HRIBHENEE, MDBRLTTEN,

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

Sex Maﬁ_\ Female

should be filled out. ERE. AR ARNEICTE, OB 1B BETT.,
Attending Dentist's Statement
(HEEZEATHES)
Name of Patient Age
Date of First Diagnosis Days of Diagnosis & Treatment

Teeth No. Permanent Tooth

S
(visit)

Upper R 1. 2. 3 4 5 6 7 8 9.10,11,12,13, 14,15, 16
Lower 32, 31, 30, 29, 28, 27, 26, 25 | 24, 23,22, 21, 20, 19, 18, 17
Dental Caries Missing Teeth

Name of lliness | [
& Teeth No. ' f
Denatal Treatment

ez = W - e

L~"Date of

Diagnosis &
Treatment

D M X

[X-Ray Examination /
LT 87

Dental Pulp Extirpati
o P Extroaser

Opqratio i =
ﬁracti_,nn, e W\

Fillinge=5 i :

Jacket Crown
P W

Bridge Work
2

Plate Denture

ag‘tal Denture

/8] pPFE [
(’:\omplete Denture

Treatment of Pyorrhea Alveolaris
3 Ill%

Medicine

Others
FDfth

Total(S&T)

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
BEHENIREEHFROBAR IR

Name(Last First) Title
%n (Kf) e
Address(Office) Phone
{EFrr (k%) B
Date Signature e—mail

Bt (S£BH) (day, month, year) EZ23 =WTHLA



FEICEHD SR EE
Agreement of Authorization

JeiGH 4 A H G2 2017 A 4 H g
- Starting date of medication Year 2017 Month 4 Day g
B
(&%) B A A
(£EFT) AVENUE J.-D. MAILLARD 5 1221 MEYRIN
(BEHAH) T 1975 A 2 H 2
+Patient
(Name of patient) SAKATA TARO
(Address) AVENUE J.=D. MAILLARD § 1221 MEYRIN
(Date of birth) Year 1975 Month P Day g

YOG D ARRRRA S R

L OREZZIT2H) PR W 512 I AR R S OB S
YAGA DA ERRRA G NETEL - BHEED, IR S S HICh AR (ERTAE
TTo/zA . BF. BENE) 2R T 2720, HEEEHORMEIC Lo T BETAET g
ICHRRETVD. SRREDSRRINTH I DHFROBHEZIIHILICRELET.,
iz, LEHERRICHEN, NAR— DI =R BELRDH AL, /SAR— NS &1 7 A fj
OB IR T AL TRBELE T,

To: SAKATA INX Health Insurance Association
[ (patient who has received treatment) SAKATA TARO

authorize SAKATA INX 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.

Also, I agree to submit a photocopy of my passport if it is necessary along verification

process written above.



F 40 - TEIH

Signature

FRRENTL BB ZIT2 R AN T TR EN, 7238, ROBEL, BHER (EADRBEDER).
FRAFBR RN (B AR RADRE) EEMHBRA (BADFECLTHSEE) MBS, HEILT

a0,

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.

(F4) B AR =]

({1EFh) AVENUE J.-D. MAILLARD 5 1221 MEYRIN

(HAD 7 2017 H 4 H 20
wxromR) (CE) - BME - EESA - ol )
X KEIEZEOFHBIZESAENS 6 nARITT,

(Signature) SAKATA TARO

(Address) AVENUE J. -D. MAILLARD § 1221 MEYRIN

(Date) Year 2017  Month 4 Day 20
(Relation to the insured) : + Guardian + Heir + Other
3 This agreement of authorization expires 6 month after the signed date.
2B, ER S, EEEENOIEDORIEZECREREEEZRDEN/-BEE, FTEOHICHE

FIEAGEHE<IEDNHDET,
Also, we might ask vou to fill out the formatted documents if countries or regions, and
medical institutions required submitting their format of agreement of authorization or

authorization letter.



| Tapanese translation |

Request to Attending Physician
HYEADBEWN

1. Please fill in this form so that the patient mav claim the social insurance benefit.
ORI BEEOLSEROBAOHFEICLETTOTEHEBENLET,

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

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

should be filled out. HHE., ABL - ABRSMEICHNE, ZOBR 1 KSR ETT.
FormA Attending Physician’s Statement
RN AR
1, Name of Patient (Last, First) Age (Date of Birth)
BEH Flh (EERH) (day, month, vear)

Sex MR [ Male

2, Name of Illness or Injury preferably with the number of Internati
Diseases for use of Social Insurance.
1597 B R O R B R E R R RS =

I Glassification o

(No. ) 2 NG ’

—
-
~] T

,?;E§§i“i)‘xn&i&_&?%??"‘;:;i}az;
AN P\ \%{ &

N

3, Date of First Diagnosis: e

, Days of Diagnosis and Trea

v(’month year)

(7 = :I(f
¥y, monik, o 5 ‘) 75
i ,\&
Z —f' <
— q‘E—.,,

k 1!
o
. Nature afd Condltlc/ //u }-4,)01 Inwysgé’tég

~

rescription, operatlon and a%.r/‘trc\at s (in brief) W, FilzoMmoEogs

i

:d

, Wa) the treatment required a tesult of an accidental injury? OO Yes O No

to Hospital and / or Attending Physician. ;Fill in Form B
&5

10, Name an MMfw(HAHmmmngMCMn ;Eg?ﬁ?;@?féqggﬁggﬁf$§f
HEYEDORKS - EF
Name; (Last, First) ~opmar unvERSITAIRE DE GENEVE / Dr Andore Bede Title DR
K4
Address; Home Phone
EFT

O0ffice  RUE GABRIELLE-PERRET-GENTIL 4. 1205 GENEVE 14 Phone 4/-22-372-33-11

Date Signature b

Bt (FEBH) Attending Physician HYE
Reference Number of your Medical Report (if applicable)
BEEOES

11, HEEAOHRE : EBEEROFHEICEFBRREL, UToOfMZRALTLIFEN
[ ENE 2017 4 16 BUEREERT  RUE GABRIELLE-PERRET-GENTIL 1 108 GENEVE 8
BT (£AR)
A KA B A El

THARE MRG0 (BBEE - A— L)



|  Japanese translation |

Request to Attending Physician (BLEADSBEL)
HUEADOBEN

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

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

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

Attending Dentist’'s Statement

(EH2EANSHNE)
Name of Patient Age Sex Male Female
Date of First Diagnosis Days of Diagnosis & Treatment day\sv s
Teeth No. Permanent Tooth Primary Tooth
Upper R L 2.3 4 %5 6 7 8 9.10 11 12.13, 14.15.18 L RA B. C. D E|F GANIL ]L
Lower 21, 31, 30, 29, 28, 27, 26, 26 | 24, 23, 22, 21, 20, 19, 18, 17 T. S R Q P N, M \ K
Dental Caries Missing Teeth Pyorrhea Alveolaris  [the Othre )
Name of lliness | [ o
& Teeth No ! f ! A )
Denatal Treatment Localization of Teeth % ' i} Date of
Examined /‘ 1 Diagnosis &
(Teeth No) et Treatment
oA R D I MY
Initig[ ‘Qﬁice Visit
X-Ray Examination
l/‘/}‘lbg‘/lﬁﬁ / -\
Dental Pulp Extirpation
Operation -
]

Fiil

Metal Crown
oA
Po.sttCrown

acket Crown

v Ay

Bidge Work
i

Tréatmﬁqn? I?f% Pyorrhea Alveolaris

Medicine

Others
FDfth

Total (& E)

Name and Address of Attending Physician/Superintendent of
2w ¥ (SRR B RO Z IR UMER

HASRANRE GRInH R, CORMISBRENEFEL

Name(Last,First) HOPITAL UNIVERSITAIRE DE GENEVE / Dr Andore Bcde Title Dr
28 (ER) =
Address(Office) RUE GABRIELLE-PERRET-GENTIL 4,1205 GENEVE 14 Phone
EACD) 5
Date Signature X e—-mail
BT (FAH) (day, month, vear)
HAE~OHRE  HAOFFECEFARL, UTF OWMEFERALT RUE GABRIELLE-PERRET-GENTIL 1, 108 GENEVE 8
iR e 2017415 BRERE WA )

Bt (FAA) (day, month, vear) BERE R (BEA—ILE)




