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

Request to Attending Physician
HUYE~DODHHBEV

Form A
=G A

ZORNITRBE PR RBROKEA O HFEITBETTOT, AEAZBAOLET,
2. This form should be completed and signed by the attending physician.
ZORRRITH Y ENFEE OB L TIEEN,
3. One form for each month and one form for hospitalization/out patient (home visit) should be filled out.

HKHI L ABE ABishZ Ll & Z ORI EE T,

Attending Physician’s Statement

TERARTHME

EMICEEAZ
&L TS0y

A EDOA TR I OET

. Name and Address of Attending Physician

. Name of Patient (Last , First) Age(Date of Birth) Sex(Male * Female)
BOH 4 i (ZEH B) 5 (- 22)
. Name of Illness
5 W 4
. Date of First Diagnosis
¥ 2 A , 20
. Days of Diagnosis and Treatment: days
7RO K H fH
. Type of Treatment
ek - AOE |
(] Hospitalization: From , to , ( days)
A 7 H = H ]
[J Outpatient or Home Visit , ,
A Be 4b
. Nature and Condition of Illness or Injury(in brief)
JiE IR o A 3
. Prescription, Operation and any other treatments(in brief)
RLT5 . FARTZE DA oD ALE OB EE
. Was the treatment required as a result of an accidental injury? Yes [ No [
IERITFOIMEIZ I DHDTT D, EA A4

Name A :Last First 4 Title #r5
Address  fEAT : Office JRPE £/ I1X2 AT

Phone

RS

Date Hf¥

Signature &4
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Request to Attending Physician or Superintendent of Hospital/Clinic Form B
HYEFEEIFREEBE~OBBEL B

EMICEEAZ

1. Please fill in this form so that the patient may claim the social insurance benefit. mﬁbf(fiéb\
ZORGUTBE PR RROMG A O HFHICHETTOT, GEHZ BB LET,

2. This form should be completed and signed by eiter the attending physician or the superintendent of a hospital/clinic.
ZOMRIFH Y EFITREOEBERVBEE OB LTSN,

3. One form for each month and one form for hospitalization/outpatient (home visit) should be filled out.
FHITE AR ABEAZ LI EZ ORI L ET T,

4. If not in dollars, please specify the unit used.

RV D EEEDBREITF D §HENTIEE N,

Itemized Receipt

H XM E
@ Fee for Initial Office Visit ¥ % ok $
@ Fee for Follow —up Office Visit B 2 # $
@ Fee for Home Visit * #Z B $
@ Fee for Hospital Visit B BEE $
(® Hospitalization A Be # $
6 Consultation v Os # $
(@ Operation - ¢ $
Professional Nursing L E IR $
(9 X-Ray Examinations X Ao AL $
Laboratory Tests R $
@ Medicines E K % $
(2 Surgical Dressing oo # $
@3 Anaethetics B e # $
Operating Room Charge FArEE H $
@ Others (Specify) = DO $ $
(BHH B $ $
Total = 7 $ Unit is
s AT
Important  : Exclude the amount irrelevant to the treatment, i.e. , payment for a luxurious room charge.
x B Dt BRI EEBIR DR E DRV TLZZE N,
Name and Address of Attending Physician/Superintendent of Hospital or Clinic.
A4 [ RIS R D4 AT K OMEAT
Name A :Last First 4 Title #r5

Address  fEAT : Office JRPE £/ I1X2 AT

Phone #&&%

Date Hft Signature E4
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Itemized Receipt (Dental)

BB MEE (ER

Permanent Teeth

Localization of Teeth ¥B{iL

e
87654321 |
87654321

1. Name of lllness 1&J%44
1) Dental Caries
9 fil JiE

2) Missing Teeth
!

3) Pyorrhea Alveolaris 4) The Others
ek =30

Z DA

2. Dental Treatment

(i T4 ¥ 50

Localization of Teeth Examined
(FB ¥ 6 A7)

Material Fee
(#1EH (BRE)

* [Initial Office Visit
I

* X—-Ray Examination

LN U

* Dental Pulp Extirpation

Pkt

* Extraction

bl

* Filling
Fed

* Inlay
AL —

* Metal Crown

* Post Crown
HiSAE)

N\~

-
WHTAREXTEAFEOES
(BEDPABETIDOT, YDA
L EMICEEAZKEL TSN

S

* Jacket Crown
XN

* Bridge Work
TV

* Plate Denture BIRFE
Partial Denture A
Complete Denture PN

* Treatment of Pyorrhea

Alveolaris T R R AL [

* Medicine

* The Others
Z DAt

Name of Dental Surgeon

ERfiD K4

Signature
E 4

Total & &

Name and Address of Dentist’s office

RRHEBEDO 4 PR LOPTEH]

Date
H £+




REICEDLLRES

Agreement of Authorization

- AR 4G H R6 % 6 H_5 H

- Starting date of medication Year_ 2024 Month_ 6  Day_ 5

(BEH) __E X B —

CE) A AT x x BT1-1

(EFHAH) _H2 # 10 H__ 20 H

- Patient
(Name of patient) Kenichi Sangyo
(Address) -1 XX—Cho, AA—Shii

(Date of birth)  Year_ 1990 Month_ 10 Day_ 20

KB PESEPSAR TSR ORBRAL S

o OREEZTTIZH) . ExX - (. KRB EE SR T 26 R DR bR & DR R
AT KB o AR TR ORI & N ERE LIo DY MR EEHFERICH D FE
(REBIT R AT T2 AR, ST, RBNE) ZEET D720, HEFEHORMEIC L - T,

WMETHEATOTH IR 2TV, YEEDP ORI T O ERORMEZIT 5 Z L IZH

BELET,
Flo, ERHERICHTZD, NAR— O aC—DREE R DA, SAR— M2 KK
PE IR TR IR A IR T2 Z & bR TRIE L £7,

To: Osaka Industrial Machinery Manufacturers Health Insurance Society

I (patient who has received treatment) authorize Osaka Industrial Machinery
Manufacturers Health Insurance Society 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.



E41H

Signature

BT AL AT T T, B, KOBEE. BHES (RANKRED
6 AR (R ABSHAEHE A DBA) | EEHEA RABEE LTV 554
WEAHLTFEW,

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) E X g -

(EFT) A AT X x BT 1 -1

(BHfH) _R6 £ 8 H_ 1 H

(1% £ DBIF) @ B - ENRA - 2o ( )
(Signature) Kenichi Sangyo
(Address) 1-1 XX—Cho, AA—S h i

(Date) Year 2024 Month 8 Day 1

(Relation to the insured) Guardian + Her - Other

ks, EOH, ERER ) D ETE DRIEESCEER L E 2RO NG, FrEDEH
(CHEFEHZGTHRES 280DV £,

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.



