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202304

AECEADORIEE

Agreement of Authorization

*Starting date of medication Year 2020 Month 3 Day 2
*Patient  (Name of patient) Taro Sakata

(Address) Theaterstrasse 10, 7654 Zurich

(Date of birth) Year 1970 Month i Day 1

To: SAKATA INX Health Insurance Association

[ (patient who has received treatment) Taro Sakata

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.

Y B A o AR & fi e

FAORBEZITIE) X 1, A E A ARG O E LY h &4 7 AR E )3
ZRELIFEEDN BIVRRBEPFER CHLIFE (FRITALITo AR, BT, MENE) LML 75720, HEFEHED
RIEFITE ST ERITAHEToLHICRSETV EEP ORI T ERORIEZ T LICAELET.
¥, ERREERRIHTD, HSAR— O — B UEL R DAL, SAR— MY I A 7 ARERBAEGICRT T,
fFeTRELET,

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.

B4 -, IBREZTRARToTTEY, 28, IROBEIL. BIHEE (RABREEDEE)
A A (RADRERER RADBS)  IEEMRBRA RADBECLTWDIEE) H3E 4, HFILTTS0,

(Signature) B KBS

(Address) Theaterstrasse 10, 7654 Zurich

(Date) Year 2020 Month 3 Day 3
(Relation to the insured) + Guardian *+ Heir *+ Other

(BHEEORMR) © RA - BliEE - BTEHAEAN - TOMI ]

2% This agreement of authorization expires 6 month after the signed date.Copy is also valid.
HAREEORDDIRIIES H)D 6 pAMTT, a8 —LFH T,
Also, we might ask you to fill out the formatted documents if countries or regions, and medical institutions
institutions required submitting their format of agreement of authorization or authorization letter.,

feds, EHuE, EHHERE) HITEOR B E0R R LA RKDONTIGE, ITEO BN ERRATLHE BB ET,



202304 | Certificate by doctor |
Request to Attending Physician (22 ) AFn)
HYE~DOEBFEW

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZoERITAREOLSEBOEHORFICHE T O TIEHABEC L ET,

2. This form should be completed and signed by the attending physician.
IORNITHEENAEE, 1 OBALTTE,

3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
FEA TR, ABE - ABRLA T LD, ZoBR 1 AR ETT,

FormA Attending Physician’ s Statement
LRANERAME
1, Name of Patient(Last,First) BE L4 Sex

Taro Sakata

)days

1l in this item like 5/22, 5/28.
2/2/2020

NN (month/day) ( 1 )days

6, Medical condition / Symptom / Nature and Condition of lllness or Injury  ##% TIEHE< . FRNS 5 DER O

stomach ache, diarrhea, dehydration

7, Contents of prescription, surgery and any other treatments ), FREOMONEOHME
Blood test, [nfiision

8, Was the treatment required as a result of an accidental injury? O ¥es @A No
BRIFHOEEICLLSLOTTN? )

9, Are there any instructions for out—of-hospital, medicines or laboratory tests ?
A TOMTREEREDRETTIH Y £32 | @ Nothing 0O Medicines [0 Laboratory Tests

0 X-ray [ Other :

10, Name and Address of Attending Physician M EDRSA - (£
[e] Name;(Last,First) J TEEGER - Title Dr.
K4 EE
Office  NETCARE MILPARK HOSPITAL Phone +27-11-480-5600
JlE
Address 9 GUILD ROAD, PARKTOWN WEST, JOHANNESBURG 2193 e~mail: J. TEEGERGNMH. com
FE

Date 2-Feb-2020 Signature //-ﬁ7

A Attending Physician $H¥4[E

Reference Number of your Medical Report (if applicable)
52%%3(@%% - 20200202-020202

* LO2TORIEESTWETHN? BATUVRHLLBETIIZETEIERA,
ZOHMBIZEARFLUSNOSEROXTE2EOEAIT. BRFORRLLETT !




202304 | Certificate by doctor |
Request to Attending Physician or Superintendent of Hospital/Clinic

ﬁﬁ@i#&rh@%ﬁf\@i‘oﬁﬁb\
J.- l lUClDL, f;l% L]l L!lhlJ.D fUlliI o LhﬂL Lh\_ PC]LIL,IIL Hiay ¢ }IZILIII th\:’ ‘)\.}\_ld‘l ;llDurallL-L- bcﬂc‘fi{.
ORI BEEOHSEREORBMORFIILECTO TR BE L £,
2. This Form should be completed and signed by either the attending physician or
the superintendent of a hospital/clinic.
ZOBRRIFHYENIHROFEENTE, HOBAL TS0,
3. One form for each month and one form for hospitalization/outpatient (home visit)
should be filled out. BRZE, ABE - AR Z &2, ZoX 1 L ET
FormB Itemized Receipt
TR EA A E

Name of Patient (Last, First) BEZ,
Taro Sakata

1, Fee for Injtiz

& name and the amount of the prescription of an individual medicine.

12, Surgical Dressing a % B

13, Anaethetics B OBE &

14, Operating Room Charge F ik = &

15, Others(Specify) ZoOfth (IHEBHE)  Please fill in the content of the laboratory tests.

16, Document preparation fee SCEAERCE 50.00

17, Tax (VAT,GST,ST,etc) HO#E OB 0 % or Including above
18, Total & &t Unit is  ZAR 1000.00

(R L)

Important: Exclude the amount irrelevant to the treatment, i.e., payment for a luxurious room charge.
FE: BRERSE, BERICEEBBEOREVCLOEBRONTIE SN,

[®]Name and Address of Attending Physician/Superintendent of Hospital or Clinic
HYEUIAREFROLAIRE OER

Post [0 Physician (] Superintendent of a Hospital /" Clinic or Chief Accounting Officer
Name(Last,First) K. KASKAR ~ Title  Chief manager

B (o) e

Address(Office) 9 GUILD ROAD, PARKTOWN WEST, JOHANNESBURG 2193 Phone  +27-11-480-5600

fErr Urke) Eak

Date 2-Feb-20 Signature — A e-mail K. KASKAR@NMH.com

Hft (FHH) (day, month, year) A ParTE

ORI BAFLUSN O SH/ESLXF 2 aHeE, AAFOMRPLETY !
T - FRLBAFLUSNOERHPRD LN LB EITRAVLET



202304

| Japanese translation |

@ |HAE ~OHRHE : HFRARKCSOVTEHATTAZ LS TTOTHBERELTEALTILEIY,

THERE (BT Theaterstrasse 10, 7654 Zurich
HER A 2020 % 3 B 3 H
HRE K4 Bz 7 ACBS
EAMIC L AFEH (FormA) Z LA T O@VEIERLEL -, FaR e TEL |
ZORFICHEHVER A, ek, :
i e-mail 1. sakatalmail. com
—mail : . sakatalmail. c
* FORTOMIEESTOETAC_ Do / W0k 1 BATLIGOLRRCEZETEEEA,
FormA §HzR Attending Physician’s Statement
PENERNE
1, Name of Patient(Last,First) BERAL Sex R Go AERH
T AL - X
n A" e
2, N ficate bY cror) T
o ifica e - SR E
-b:":: 1‘ Ceﬁ- ,.b..(‘ aﬁaﬂ \4@
l E-f}“g- \./T:-%'em “ =zh A“U% i
D5 Sy ADBR )
pAEEAT ” 4 E0D T FEEW
3, D (@E‘R nifﬁ\"ﬁ‘ﬁﬂb
- pEscRA :
4 Da %Rgﬁﬁ%t_t e x
] @ s G)FormA@ﬁf{n
[] %‘.ﬁ\%f—&% = 3 )days
%_,‘%ﬁ-f} L = ys
%% R
O
( )days
El ST Outpationt " Please Hll in this item Iii(:s-éf’éé:-ﬁ-fié--"2-:;:2-0-;;) """""""""""""""""""""""""""""
APBESt (month’/day) B ( 1 )days

6, Medical condition / Symptom / Nature and Condition of [llness or Injury

Fidh CHEES IRy 2R o 2

stomach ache, diarrhea, dehydration

7, Contents of prescription, surgery and any other treatments

ML . FHEOMONE D E

Blood test, Infiision

8, Was the treatment required as a result of an accidental injury?

BRI T BEL £ 5 b DT o L Yes v

No

9, Are there any instructions for out—of-hospital, medicines or laboratory tests ?

st TOALRCERIRECETIZH 0 T2

A Nothing
0 X-ray

[0 Medicines
[ Other:

[] Laboratory Tests

10, Name and Address of Attending Physician—~——"

K FEAOSHICEE R, OMITERE SEF E2i ]

| TN A CHB S BRL TSN (W7 SOREITRE)
FormADECAB A | Name;(Last,First) J TEEGER Title " Dr.
v 7 CEBIC S R4 s
B8E = OO O{_};ﬁg NETCARE MILPARK HOSPITAL Phone +27-11-480-5600
Jio
R ZE, , " el - .
Address 9 GUILD ROAD. PARKTOWN WEST, JOHANNESBURG 2193 e—mail: J. TEEGERENMH. com
T
Date 2-Feh-2020 Signature X
A F Attending Physician $HY%[E

Reference Number of your Medical Report (if applicable)
LR OES 20200202-020202

* EOETORIEI-STHETN? TAELVEHLLEBERETARHETEERA,
ZORBIC B AFBLSAOSERLXTEEUH . ELEORRE RDWEESRH D T,




202304 I Japanese translation I
(@A AT ~0HFRE . FRARICOVWCEHAE T RSN EFTOTHEHBEILTEALTLEEY,

ek A0 : 2020 = 3 H 3 H HIRE(Fr lheaterstrasse 10, 7654 Zurich
R = L BFE (FormB) Z LA F @0 EIIR L E L=, IR E K4 B ZCHS
ZORPREICHEDVERA, TEL :
g
Y TOBRNERFBITEFSTOHET @\ /Wi o ZETEEEA e-mall: /. sakatatmail. com
FormB #&R Itemized Receipt
SR B

Name of Patient (Last,First) mEL Sex

A ZKH8

1, Fee for Injti

12, Surgical Dressing R =
13, Anaethetics LI ¢
14, Operating Room Charge Fiff = B
15, Others(Specify) Zofh (THE L)  Please fill in the content of the laboratory tests.
16, Document preparation fee SCEERCE 50.00
17, Tax (VAT,GST,ST,etc) H #® B 0 % or Including above
18, Total & &t Unit ls_ZAf? 1000.00
(R & HEAL)

[mportant: Exclude the amount irrelevant to the treatment, i.e.,payment for a luxurious room charge.
EE : &RERS. BRCEEFEROSEN L OIRENTIEE 0D,

FormBDTAAA R &2 » - -y R FADSECHRIES . —OMITBRE BT T3 |
7T, BEICED 35S, gﬁ%?&%ﬁg Pwmmw@—%@mmﬂw (A7 BOBEITIFRE)

Z OHOEERIITE, (] Physician A Superintendent of a Hospital (Clinic) or Chief Accounting Officer
Name(Last,First) K. KASKAR ~ Title  Chief manager
& (R4) e
Address(Office) 9 GUILD ROAD, PARKTOWN WEST, JOHANNESBURG 2193 Phone  +27-11-480-5600
fEAT Ub%) A
Date 2-Feb-2020  Signature X e-mail K. KASKAR@NMH.com
A (4£A B)  (day, month, year) E4 F=WTE R

ZOHMKIC HAFBLUANOFHELXF 2 ELHE13. AAFOMRPBLETT !
M - FRSLBAELUNOEHPBO NG TEANLET



