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202304

FAECEDLFRIEE

Agreement of Authorization

*Starting date of medication Year Month Day

-Patient  (Name of patient)
(Address)
(Date of birth) Year Month Day

To: SAKATA INX Health Insurance Association

[ (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, 1 agree to submit a photocopy of my passport if it is necessary along verification process written

above.

PG T AEERBRE

FLOEEEZ -2 X X, HAE A ARG S OB T 0 2 A 2 7 A REE R AR S
ERELI-HEED, MR RE R EECHLBE (FRET AT T2 AR, 5T, FERNRE) A4l T 5720, HiEHEEO
FEMEIZ LT EEIT AT T ICHRESETO, YHENBR ST A HRORMEAZ T EIZRIELET,

F7-, BREERIZHTZN, SNAR =D — PN ELRAEEITIE, SSAR— N E A 7 AR S IR T AL
frETRELET,

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.

FA - WENE, IBREZITTEERABToTTREN, 2k, ROFBEIL, BEE (KEABREDZE)
R BN CR AR R ADIEE) | IREHREA (K ADTECL THL5EE) 23 HA  IFIL RS0y,

(Signature)
(Address)
(Date) Year Month Day

(Relation to the insured) : Self * Guardian * Heir + Other
(BELOER) - AN - BHES - BEMRREA - TOMI ]

2% This agreement of authorization expires 6 month after the signed date.Copy is also valid.

¥ ARBEFOFMWREIESBNL 6 pAMTT. a8 —bFHTT.
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.

fpds, ESCHG, R ST EORIE H0EEN L AR LGS FTEO BREICLESEEAGWIH LB ET,



202304 | Certificate by doctor |

Request to Attending Physician (F2 22 DI
HYE~DOLFEY

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORENTREOHESFEBEORMOBPFICLETCTO TR BV L £,

2. This form should be completed and signed by the attending physician.
ZORKTHIEELRES, »2FHLTT I,

3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
BHZE., AR ABEUSA T LI, ZOHEN LB LETT,

FormA Attending Physician’ s Statement
LRARFME
1, Name of Patient(Last,First) BAEKA Sex A Age & Date of Birth  fF#hLAEFEAH
O Male ;
[l Female

(day, month, year)
2, Name of [llness and Injury preferably with the number of International Classification of

Diseases for use of Social Insurance. (EFa kU S EEAEBRR Y EER
( ICD No. )
3. Date of First Diagnosis ; WA [ |
(day, month, vear)
4, Days of Diagnosis and Treatment. LB |:| days (visit or stay)
9, Tvpe of Treatment. BRI * ZOEEILICHEEAERO Z &
[0 Hospitalization ; From To ( )days
A= (day, month, year) (day, month, year)
T T T T il n this item fike 5/20 TTTTTTIITTTTmmmmmmmmmmmmmmmm s
[0 House Call / Home Visit ;
(ED - FRERHM (onth/day) { 19

. Fill in this item like 5/22, 5/28.
] Date of Outpatient ;
Af=4k (month/day) ( )days

6, Medical condition / Symptom / Nature and Condition of [llness or Injury  #4 TIEE ., AkA T o EROME

7, Contents of prescription, surgery and any other treatments 05, FHEOMOLE O E

8, Was the treatment required as a result of an accidental injury?
EREEEDBEEICL S bOTTH? 0 Yes 0 No

9, Are there any instructions for out—of~hospital, medicines or laboratory tests ?
BEsk TOLFREREEOHEREHY £32? | [J Nothing [J Medicines [ Laboratory Tests

O X-ray [1 Other:
10, Name and Address of Attending Physician HEYEDOKRSY - (£

[e ] Name;(Last,First) - Title
K4 ik
Office _ o B - Phone

Akt
Address - ) ~ e—mail: S
ES5

Date Signature
A {F

N . . . Attending Physician fHX4[E
Reference Number of your Medical Report (if applicable) Attending Hhystetan

BRI DE S

* EOLTORHIERI-THETN? BEAEVEHLLBRTIEIKETEIEA,
ZORKIC BARBUAOTHELXF2ELEEE. HABOBRPLETY !



202304 I

Certificate by doctor

Request to Attending Physician or Superintendent of Hospital/Clinic
HEEXIFRREGE~OBEW
1. Please fill in this form so that the patient may claim the social insurance benefit.
CORAEBEFOLSEBORMORFIZLETTOTIHHE B L ET,
2. This form should be completed and signed by either the attending physician or
the superintendent of a hospital/clinic.
ZORFKITHAYE N IFRREOEERENREE, »OBALTIHEL,
3. One form for each month and one form for hospitalization/outpatient (home visit)
should be filled out. BRAZLE, A - AR T EIZ, 20BN 1 HBLETT,

FormB ITtemized Receipt
RN A
Name of Patient (Last,First) BEA Sex t7 | Date of Birth (d/m/y) HEAH

1 Male
[ 1 Female

1, Fee for Initial Office Visit w2 B

2, Fee for Follow—up Office Visit B 2 E

3, Fee for Home Visit / House Call # 8 #

4, Fee for Hospital Service R R

5, Hospitalization AN B E

6, Consultation 7 B B

7, Operation F il E

.8, Professional Nursing EEHERE

9, X-Ray Examinations X iR A g

10, Laboratory Tests £ I & #  Please fill in the content of the laboratory tests.

11, Medicines ES S~ ¢

12, Surgical Dressing R <
13, Anaethetics FE OB
14, Operating Room Charge E M= 5

15, Others(Specify) Zofh (CHEPAFE)  Please fill in the content of the laboratory tests.

16, Document preparation fee SCEVERCE
17, Tax (VAT,GSTJST,ETC) H ' % or Including above
18, Total = FF Unit is

(Gl ET)

Please fill in the name and the amount of the prescription of an individual medicine.

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

EE . BmERS, BRICEBEMEOBmOLOEBNTIEE 0D,

IZlName and Address of Attending Physician/Superintendent of Hospital or Clinic
EYE M FFHEO & Ak (LT

Post [ Physician (1 Superintendent of a Hospital (Clinic) or Chief Accounting Officer
Name(Last,First) S Title o
Al (FK4) e

Address(Office) - Phone -

(R (Fil5R) B

Date ~ Signature - e—mail B _ .
At (#£HH) (day, month, year) 4 AT VA

ZORKIC B AFBLSOFH/RLXTER ORI, FARFBOMRELETT !
i - RRRLBAFLUSNOEHPRD NS HAITEANZLET




202304 | Japanese translation |

[ @ |EAFE~OHRE : BRABICOVTBHAETEILBH Y ETOTERERILTRALTLEEN,

THERE (£t
FHERH ke H H
WIERF K4
ERZ L DFER (FormA) L1 FO@BOEIRLELE, s TEL -
ZORAFITHEDVEE A, i

* TOETOBTERESTHETH? v/ Wi o RATELDSLAHRRTIIRETEE A,

FormA #/zR Attending Physician’ s Statement
TRARHMEE
1, Name of Patient(Last,First) BELA Sex 3 Age & Date of Birth it/ EEAR
[0 Male :
[] Female

(day, month, year)

2, Name of [llness and Injury preferably with the number of International Classification of

Diseases for use of Social Insurance. B9 4 B O%E 2 (R [0 B E RS 7 % =

( ICD No. )
3, Date of First Diagnosis ; 52 H | |

) (dav, month, year)
4, Days of Diagnosis and Treatment. 2E R I:I days (visit or stay)
5, Type of Treatment. {BE D58 * I OFEETLICHEBERIERDO - L

1 Hospitalization From To ( )days
PN (day, month, year) (day, month, year)

. Please fill in this item like 5/20
[0 House Call / Home Visit ;

£z - FEHM (month/day) ( ) days
T T T Dlease fill in this item like 5722, /2t T TTIITTITTTmmmmmmmmmmmmmmmmm e

[0 Date of Outpatient ;
PNIEY (month/day) ( )days

6, Medical condition / Symptom / Nature and Condition of Illness or Injury 4 TIE#E <, \Rr DIEROE

7, Contents of prescription, surgery and any other treatments W5, FHEOMONEDOHE

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

9, Are there any instructions for out—of-hospital, medicines or laboratory tests ?
s COMERRRBENE~IZH 0 £ 2| [0 Nothing [0 Medicines [ Laboratory Tests

[ X-ray [1 Other:

10, Name and Address of Attending Physician—~—" kFEAOEHEICBEHER<. OMIBREBET Fhit 1
| 7 CHERBBRLTT S (07 SOHBITE)

FormAD A A R & Name;(Last,First) e Title T
A N o -
%% et Office o Phone I
Bi5E. ZOED JrilE
HERIEE, Address - - - e—mail : -
i
Date Signature X

A Attending Physician {HYE

Reference Number of your Medical Report (if applicable)
PRI OE S

* FOETORIEI->THETN? ATV EHLLEBRTIIZKETEEEA,
ZORRICBARFBUANDOEFBRLXF L2 OHERIE. ZELROMRERLFERERH D £7,




202304 | Japanese translation |
[@] A AFE~OHRE : BRABICOVTEEEETEZ LA H D ETOTEBEILTREAL TS,

IR E o A H BIARE (LT
ERZ (L AFEHA (FormB) ZLL T O@EYV IR L ELE, HHER & XA
ZOREIZHEBEHIERE A, TEL,:
* FORPERMIBESTOET7?  H / W0R . ZETEEEA, e-mail:
FormB EizR Itemized Receipt
AR B =
Name of Patient (Last,First) BEL Sex P51 | Date of Birth (d/m/y) HEHRH
0 Male
[ ] Female

1, Fee for Initial Office Visit oo
2, Fee for Follow—up Office Visit H o2 &
3, Fee for Home Visit / House Call & % #

4, Fee for Hospital Service Al

5, Hospitalization A bR B

6, Consultation ®Z =2 %

7, Operation * W #

8, Professional Nursing BEEEIRE

9, X-Ray Examinations Xt aE

10, Laboratory Tests i fm & & Please fill in the content of the laboratory tests.

11, Medicines = % # Please fill in the name and the amount of the prescription of an individual medicine.
12, Surgical Dressing oo B’

13, Anaethetics wOEE '

14, Operating Room Charge EFif =&

15, Others(Specify) Zofh (FEEPAZE)  Please fill in the content of the laboratory tests.

16, Document preparation fee SCEERCE

17, Tax (VAT,GST,ST,etc) H B R % or Including above
18, Total & & Unit is

(& EAL)

Important: Exclude the amount irrelevant to the treatment, i.e.,payment for a luxurious room charge.
EE  BRENE, BECEEREORVLLOEBV T E AL,

FormBORAN R & v 7 - - R EAOS B BT . COMABTErEE £ |
©. BERICEED B IR jé%Aﬁ%tifg?flﬁJr%g Pwﬂl’j?“eﬂ‘f%%‘g<%§ﬁ LTFaW (M7 E0EEIEFRE)

Z DOROERIITE, [J Physician [J Superintendent of a Hospital (Clinic) or Chief Accounting Officer
Name(Last,First) - - Title
Al (K4) a3
Address(Office) S ~ Phone - -
fErT (FbE) e
Date Signature X ermail
Bt (4£H H) (day, month, year) 2E W7 R LA

ZORKICEABLUAOTHESLXT2EOEAIE. BEAFOMRALETT !
M - FRRBAFELUNOENBED DN DB EITEA N LET




I BRI EECHEROEREE
AU CEEINTENAME I ZOREFRMALTTEY,  (FMOMRE CXLMEIE)
Lir—Mal | ZREER(RARE) OB TV RWnE O TEINAME ) &2 L EEA,
AL BB OV TR T O REZERLIIZS VN,

BRI K ENZOWTIEL, SEREICv— A — T 5 A bE BBV LET,
© FEAMDHEERTETVSD
® EITHIAHARZEIN TS
* TRERAVHARINL TS
* T2 HERELERNTESD
* AN E (B BRI T5
* EREAHEEIN TS (FRVYNIBEZROLEH)
@ ENEONRMPEAINTND

AT O EECHENAMEICI OV TEH ST CEBEWETAZENHNET,
BEAAEECBE OO
FiER
FormA+B i, —%TH B RFELS CREEISLTUWAEE S, FormABEIER A MLE T
F/-, BIGEOREFIZOWTHLEERZ2BREWVWTAEE501HDET,

s RNy r—UBeRtEy MEME, FOM, Lo TWALDDRE
IFITFEEIZBA W =LET, FormBEIER CHEVWVETIFALEWTT,

R TITEBROR GV ETA, FEELTHAEIIEIN,
fERRIRRR O A LFRO BT VR R
THERLERD ROV GE DORE
REMEDORNER -RUEBRVIENTER TSRV RE

IEB2GRICEL WS

EETIIZMTBRTEERA,
BEEE N TATLZEORE - RRVHD, (3162 WEEIXI R EFEA)
g, RiB7RE DRRMADBTR 4 TIRLE SRV | FFLHET T,
JRAMEDFERTE TRV,
M EN 72 F I LVFERA RS TV, (FormAlrXfE 4 ERf, FormBIXERMEFITEEER)
FormA+FormB 23E— ADEBLALNBOEEOER, F-I1TENELD,




