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| Certificate by doctor |

Request to Attending Physician
HYE~DBEW
1. Please fill in this form so that the patient may claim the social insurance benefit.
Z OFRRUTBE OSSO ORI NETT O TIRERAEBEVLET,
2. This form should be completed and signed by the attending physician.
IOV ENEE, AoBALTTFIN,
3. One form for each month and one form for hospitalization/outpatient (home visit)

should be filled out. “HE. ABt - ARSI E, 2o KB SETT,
FormA Attending Physician’ s Statement
ZEAE IR E
1, Name of Patient(Last, First) Age (Date of Birth)
B4 i CEFA ) Gy, month, yoar)

Sex 5 [ Male [ Female

2, Name of Illness or Injury preferably with the number of International Classification of
Diseases for use of Social Insurance.

SR RO R A EBRR R S RE S

(No. )
3, Date of First Diagnosis; ##H
(day, month, year)
4, Days of Diagnosis and Treatment. ##E# days (visit)
5, Type of Treatment. RO
[] Hospitalization; From To
A (day, month, year) (day, month, year)
[] Outpatient or Home Visit; From To
P77 (day, month, year) (day, month, year)
6, Nature and Condition of Illness or Injury (in brief) FE AR OB E

7, Prescription, operation and any other treatments (in brief) SLJ5 . FHF DAL DS AR

8, Was the treatment required as a result of an accidental injury? [l Yes [0 No

RETIFEROEE LI LD TTRN?

Ttemized Amounts paid to Hospital and / or Attending Physiecian. ;Fill in Form B
HEPIRFRSH s Bk 3

10, Name and Address of Attending Physician

FMEORSL - £

Name; (Last, First) Title
K4
Address; Home Phone
S
Office Phone
Date Signature

Attending Physician HIY[E
Reference Number of your Medical Report (if applicable)
EPEROE S




Request to Attending Physician | Certificate by a dentist |
HUEADOHEL

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

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

3. One form for each month and one form for hospitalization/outpatient(home visit)
should be filled out. EFAE. AR ARSAEICHE COBR1BARETT,

Attending Dentist’s Statement
(ERZRASHAES)

Name of Patient Age Sex Male Female

Date of First Diagnosis Days of Diagnosis & Treatment days
(visit)

=

Teeth No. Permanent Tooth Primary Tootl
Upper 1, 2, 3, 4, 5, 6, 7, 8 9,10,11,12, 13,14, 15,16 A, B, C, | F, G, H, I,
L R T: S; R

D, E|F H L
Lower 32, 31, 30, 29, 28, 27, 26, 25 | 24, 23, 22, 21, 20, 19, 18, 17 o G P I 0, N, M\, L, K
)

Dental Caries Missing Teeth Pyorrhea Alveolaris  [the Othre(

Name of lliness | i |
& Teeth No. ! ! i

Denatal Treatment Localization of Teeth Date of
Examined Material Fee Diagnosis &

(Teeth No.) Treatment
B OR OAR E B o g B D M| Y

X—Ray Examination
Lo hF ok

Dental Pulp Extirpation

Operation
FiiT
Extraction
s
Filling
ikl
Inlay
)
Metal Crown
£ER
Post Crown
B
Jacket Crown
Cxlrybid
Bridge Work
T
Plate Denture
R
Partial Denture
EEEE
Complete Denture
ot A=l
Treatment of Pyorrhea Alveolaris
HiERENE
Medicine (BET=RED
bR

Others (CEEI)
FDith

Total (§5T)

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
HEEXIRRSBEEODAMEUER

Name(Last,First) Title
ZH (K4) e
Address(Office) Phone
£ (Fmhe) 55
Date Signature e—mail

Bt (£RRH) (day, month, year) EA A=LTHLA



AL REH

Agreement of Authorization

BB E £ A B F A H
-Starting date of medication Year Month Day
B
(&%)
(£FT)
(%A B) 2 A H
-Patient

(Name of patient)

(Address)

(Date of birth) Year Month Day

VLA 7 AEFRBH S T

FhORBREZT ) (X, Y HA 7 ABERRIRBGR S DI E T
Y HZA 7 ARG A NEFELICERER, MAMRREHFETRCOOIFE(RETAE
1Tol- AR, BET, RENE) 2R T2700 , HEERORBEFIC Lo T RRITREATTE
ICRRETV, SEE PRI THFROBMEZ T LZLIZABELET,
Efo, ERMERICHY ., RAR— b0 —RBURBELRLBFEITL, SRR — MY A F AT AR
FRREES IR T TRELET,

To: SAKATA INX Health Insurance Association

I (patient who has received treatment)

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

process written above.



F4, - FFIH
Signature
4 TN, IR EZ T oA AT o TREW, 228, IROGEIL, BlHEH (R ADBRBEOLF) .
AR RN (R AP RERE RAOEE) EEMRAN (FEAPETLTWSHE) B3E4, LT
Ty,
Insured person who has received treatment shall sign one’s signature. However, in the following case,
guardian (insured person is under age), guardian of adull (insured person is adull ward), heir (insured

person is dead) shall sign one’ s signature.

(K4) El

(FEFT)

(B ) & H E!
(BELOBR) « AN - BHeE - BETHERA - Zofl( ]

K ARBEEORDHIRIIEA RS 6 yHRTT,

(Signature)

(Address)

(Date) Year Month Day

(Relation to the insured) : Self - Guardian = Heir « Other

2% This agreement of authorization expires 6 month after the signed date.

7k, B, BEFREENOITEDREEFESEMERREELRDONIEE ., TEOTRICHE
FHEARTRHIELZENBHNET,

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.



I Japanese translation |

Request to Attending Physician
HYEA~OIBHEE
1. Please fill in this form so that the patient may claim the social insurance benefit.
Z OEENITEE OHSRROGM ORI SETTOTIEHZ BBV LET,
2. This form should be completed and signed by the attending physician.
TN YEREFEE, OZFALTESL,
3. One form for each month and one form for hospitalization/outpatient (home visit)

should be filled out. 2 HAF. ABE » ABRSAFICA &, o BB BETT,
FormA Attending Physician’ s Statement
R N AR B
1, Name of Patient(lLast, First) Age (Date of Birth)
ey i A ) TGy, month, year)

Sex 15 [1Male (] Female

2, Name of Illness or Injury preferably with the number of International Classification of
Diseases for use of Social Insurance.
R4 B O R e E B R A 3 5

(No. )
3, Date of First Diagnosis; wi#ZR
(day, month, year)
4, Days of Diagnosis and Treatment. ##EAHK days (visit)
9, Type of Treatment. B4R
[] Hospitalization; From To
N (day, month, year) (day, month, year)
[J Qutpatient or Home Visit; From To
Ast (day, month, year) (day, month, year)
6, Nature and Condition of Illness or Injury (in brief) SEMR OHEE

7, Prescription, operation and any other treatments (in brief) T FHTE O AEORE

8, Was the treatment required as a result of an accidental injury? O Yes ] No
BRI FHOEEIC LA O TTN?

9, Itemized Amounts paid to Hospital and / or Attending Physician. ;Fill in Form B
HHABEERE  HXBIzL 2
*FEADOSEICERE L. ZOMTERERETE

10, Name and Address of Attending Physician BT T 72y FTHEABSERLTFaW
HYMEDRL - (EFT
Name; (Last, First) Title
K4
Address; Home Phone
{7
Office Phone
Date Signature X
Bt (FEAR) Attending Physician fH4[%E
Reference Number of your Medical Report (if applicable)
BRI OE S

11, BAFE~OHFE : FEAOSHECEFERL, UTofMEzEALTLEED
FHER B BB E AT
B (£AB)

BIR# L4, gl
FHERAE LG L (RS - A — %)




Request to Attending Physician (B4 E~AOHEELY) | Japanese translation ]
HYEADEFEL

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

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

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

should be filled out. B8, Alg- AlRSMEIZHE, COBTBRABETT,

Attending Dentist's Statement
(BRZRASHES)
Name of Patient Age Sex Male Female

Date of First Diagnosis Days of Diagnosis & Treatment days
— \VISIT)

Teeth No. Permanent Tooth Primary Tooth
Upper R 1, 2, 3, 4, 5, 6, 7, 8 9,10,11,12, 13,14, 15,18 L R A, B, C, D, ELF G H I, J L
Lower 21, 31, 30, 29, 28, 27, 26,26 | 24,23, 22, 21, 20, 19, 18, 17 T, S, R, @, P10, N M L, K

Dental Caries Missing Teeth Pyorrhea Alveolaris  [the Othre( )
Name of lliness | | |

& Teeth No. ! E |
Denatal Treatment Localization of Teeth Date of
Examined Material Fee Diagnosis &
(Teeth No.) Treatment
W ORE oA ol R o # B D M Y
Initial Office Visit
WEEE
X—Ray Examination
LU kS oRE
Dental Pulp Extirpation
iREE

Operation
Fifr
Extraction
it
Filling
FTiE
Inlay
A=
Metal CGrown
=EZE

Post Crown
s b

AL
Jacket Crown
Tyiryb

Bridee Work
Tvo

Plate Denture
FEEE

Plate Denture
Jni [=] ;%‘u@

Plate Denture
ot

Treatment of Pyorrhea Alveolaris
HEREELE

Medicine [€2EE3:11)
B

Others (Tuk)
FOith

Total (& 5T)

Name and Address of Attending Physician/Superintendent of Hoﬁ%@é@%ﬁigﬁ%mQ CORBARENRFELR

1% X TIERS B RO %A UERT FILIFAVRCEAZERLTTEL,
Name(Last,First) Title
& (KA) Fi=y
Address(Office) Phone
1R (JEkR) B
Date Signature X e—mail
Bt (£RAR) (day, month, year)
AARBFA~OHRE : FAOSECEFRRL., UToMERTALT: BERE (R
FIERH HREK4A En

B4t (B R) (day, month, year) HIREERE (BEA—ILS)



