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Form A 1. This form is used for claiming the social insurance benefit.
R A ZORRUIIHRRROFS (O HFF IS E T
2. This form should be completed and signed by the attending physician.
ZORRFUTH Y ENFE, 2 OBFLLTTIV,

One form for each month, one form for hospitalization/outpatient and
home visit.

A ABe s ABSAMEIC, ZORRKD ML T,

Attending Physician’s Statement
ZENRHEE
Age (Date of Birth)

1.Name of patient (Last, First)
B4 FEE(EFEH H) / /

2.Name of Illlness or Injury preferably with Number of International Classification of Diseases for

Sex (Male *Female)
PRl (5 - &)

the use of Social Insurance
15994 e Ot R R R B H [E BRI 0 i
3.Date of First Diagnosis : / /
) w2
4.Days of Diagnosis and Treatment : days
2R H
5.Type of Treatment

TRIRD ¥
[] Hospitalization : From / / to
H ES (
/ /

A BE
] Out patient or Home / /
Visit : ABgst / / / /
6.Nature and Condition of Illness or Injury (in brief)
JEAR O T
7.Prescription, operation and any other treatments (in brief)

RLT5, FiE O AL E DAL

8.Was the treatment required as a result of an accidental injury ? Yes [I No [
(=4 AVAY-4

BRITFBDOEFICLLLD TN,

9.Itemized amounts paid to Hospital and /or Attending physician : Form B
=B

days)
H [#)

TR EE
10.Name and Address of Attending Physician
Y = D4 B M OMEFT
Name 4 Fj : Last #f First 4
Address {£FT :Home H= Phone &E&
Office JHBE XL T Phone iz
Date HfJ / / Signature &4
Attending Physician 54

Reference Number of your Medical Record (if applicable)

IR D 5




Form B 1. This form is used for claiming the social insurance benefit.

FEZC B ORI TAE SRR OKG T O HFFIZEE SV ET,
2. This form should be completed and signed by the attending physician.
ZORRFUTH Y ENFE 1 OBFLLTTIV,
3. One form for each month, one form for hospitalization/outpatient and
home visit.
A A APt ABEAMEIZ, 2O I 2T,
[temized Receipt
PEURBAE

(1) Fee for Initial Office Visit ¥ 2 $

(2) Fee for Follow—up Office Visit B 2 ok $

(3) Fee for Home Visit T 2 B $

(4) Fee for Hospital Visit B Rk $

(5) Hospitalization A B % $

(6) Consultation - - ¢ $

(7) Operation T o & $

(8) Professional Nursing TEF e Im $

(9) X-Ray Examinations Xk A $

(10) Laboratory Tests RE R A $

(11) Medicines SR - ¢ $

(12) Surgical Dressing IR ¢ $

(13) Anesthetics W & $

(14) Operating Room Charge For=2H $

(15) The Others (Specify) oM (il $ $

$ $

(16) Total = i $

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

E SRR IR L BRI R TR B DIEBRN TR &L,

Name and Address of Attending physician ,/° Superintendent of Hospital or Clinic
Y = SR PEF s R O 44 Bl OMERT

Name : Last First Title
44 i f 4
Address Home H Phone &3
ERT
Office JlE XIL2 BT Phone &3
Date / / Signature
H £+ B




Form C 1.

This form is used for claiming the social insurance benefit.

s ZOBERIFHARROMH O B SIS ET,
2. This form should be completed and signed by the attending dentist.
ORI Y ENEE OBAL TN,
3. One form for each, one form for hospitalizaton/outpatient and home visit.

A4 B ABAMEC, 2O B E T,

Attending Dentist’s Statement
(BRI N2 B A )

Name of patient (Last, First) Age (Date of Birth) Sex( Male * Female )
(FB&4) _ i (B4 H H) / / PRI (5 )
Date of First Diagnosis(8Ji2 H) : / /
Days of Diagnosis and Treatment (29 H %) : days
Permanent teeth 7K/A B Primary teeth  ¥Lp#
=) =le e

Upper T 1 2 3 4 5 6 7 8|9 10 11 12 13 14 156 16 m|Z A B C D E|F G H 1 J = Upper
Lower % 32 31 30 29 28 27 26 25|24 23 22 21 20 19 18 17 g %’2 TSRQP |O N M LK \3/ Lower

Name of Illness &4
1.Dental Caries 9l

2.Gingivitis and periodontal B PJ2¢ } UVH & ¥ H

3.0ther disorders of teeth and supporting structures & DM.OH & O O L FFFHAEDOREZE 4. The Others & D1,

e Localization of Teeth Examined Date Fee
Dental Treatment EIRSRIEY HR T VO, 1 DA VR, WLyt
linitial Office Visit HIRZF
X-Ray Examination XpfR AL
Dental Pulp Extirpation ]
Operation Tl
Extraction Pt
Filling FEIH
Inlay Ab—
Metal Crown 4 B et
Post Crown Fikor ok
Jacket Crown vy bt
Bridge Work 7y
Plate Denture HIRFE
Partial Denture JryE 5% o
Complete Denture REH
Treatment of Pyorrhea Alveolaris R TR IR AL
Medicine 3
The Others ga2kii)
Total

Name and Address of Attending Dentist

(FE Y = D44 Fi K OMERR)

Name : Last(#f) First (44)

Address: Home(H )

Phone (FE &)

Date H At /

Signature (B44)

Attending Physician (FH4[£)
Reference Number of your Medical Record (if applicable)
PR DTE )




FEICEbHSFEES  Asreement of Authorization

- JR¥IFBAAA H (Starting date of medication) F(Year) A (Month) H(Day)

- & (Patient)
(FB#44) (Name of patient)
(5 F1) (Address)
(44EH H) (Date of birth) #(Year)  H(Month)  H(Day)

JEBEfs e SRR S

A REEZ T ). (3, ACkElE e R IR RS S, HEAMREE R EHICH D FHE
(REITRH AT ARE, BT, WRENE) ZHEET 2720, HEHFHORMFEICL > T, BETHZIT-
HICBEZITV, Y4B D ORRITT D ERORMEEZZIT D 2 LICRELET,

mds. EROH, IR DRIEFEFLRMIRE LR NG E, S EHIC L EFHZERT 5
ZER. TOMOEHNLE L R DG EICYRLEEHOT R ECH T2 2 L bR TRELET,

To: Hokuriku Information Industry Health Insurance Society

I (patient who has received treatment) authorize Hokuriku Information Industry Health Insurance Society 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.

Further, T agree to fill out other document(s) if countries, regions or medical organizations require to submit
consent letter or authorization letter in their format, and agree to provide help to submit other document(s) if

it is necessary along verification process written above.

E4 - N Signature

BA - HEHNE, WWREZITTEARADT- TS, ok, ROGEIE. BHEE (RADKRBEDOHE) . K
FHRAN RADEEPE RAOGE) . EEHA (RADBECLTWDLE5E) B8EHL, LTSV,

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.

(K4:) (Name) Fl  (Signature)
(HEOBE, MENIRETT, )

({FFr) (Address)

(A£H) (Date) #(Year)  H(Month)  H(Day)

(HBE L oBf%) (Relation to the insured)
AN(Sel) - BiIHEE Guardian) - EEFHEAHey) - Z Ofth(Other) [ ]

X OKFRBEEOADHIRIZES ANS 6 4 AT,

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