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Form A

10.

Attending Physiciad s Statement

B2 B PN Z=F B s =

. Name of Patient (Last , First) Age (Date of Birth) Sex (Male * Female)

BEX i (EFARB) R (% - &)

. Name of Illness or Injury preferably with Number of International Classification of

diseases for the use National Health Insurance (See the other side of this form)

Gt R UE RERRR A ERRR S S S

. Date of First Diagnosis : D M Y / A
Mz A B / A £ i Z.
. Duration of Treatment : days
ZRA H
. Type of Treatment
BE DS
OHospitalization : From o~ P , to N4 o ( days)
ABE H v Z , B A. 7 ( B/
[(JOut patient or Home Visit : A . / vl
Bzt A b / /

. Nature and Condition of Illness or Injury (in brief)

TER OB

. Prescription , Operation and Any other treatments (in brief)

ST, FHFE OMOME OB E

. Was the treatment required as a result of an accidental injury 7 Yes(O NoO

BRIESOEFICL LD TTD, > AN ANAY-3
. Itemized Amounts paid to Hospital and/or Attending Physician : Form B

BREE KRB

Name and Address of Attending Physician

Y E DL IR OERT
Name 8] :Llast B First 4 Title #FE
Address {EFT :Home BE vhone EEE

Office JAlE WIERSHEFR phone {BE%

Date HfT : Signature E4

Attending Physician $2Y4E
Reference Number of your Medical Record (if applicable)

PREDES
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Form B

(1) Fee for initial office visit

(2) Fee for follow—up office visit

(3) Fee for home visit
(4) Fee for hospital visit
(5) Hospitalization

(6) Consultation

(7) Operation

(8) X-ray examination
(9) Medication

(10) Anesthetics

(11) Operating room charge
(12) Others (specify)

(13) Total

Important : Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.

Itemized receipt
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Name and Address of Attending Physician,Superintendent of Hospital or Clinic
RYEIRBEEE R OA R R

5

T

Name
X1} i Last First Title

<3 % w5
Address ; Home HTFE Phone &3
R Office JPE TR Phone EEE
Date H Signature
Bt F4
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RECEIPT (DENTAL)
BRI BT (B )

Request to Attending physician
HLUEA~BRE
1.Please fill in this form so that the patient may claim the National Health insurance benefit.
IOHRNTBE OERBRRROBHORFIILETTOT, HERAEZBENLET,
2.This form should be completed and signed by the attending physician.
CORRITHYENRTEAL, BLLTLLESK,
3.0ne form for each month and one for hospitalization / outpatient(home visit)should be filled out.
FAE, AT ABSMEIL, ZOBR L ERLETT,
Separate receipt required for prescriptions.

FEHRHIBNCL S E R RAE D L,

Permanent (FRfR D& RIS X UERAL) Baby teeth (ZLi)
87654321 | 12345678 vyvmo! | inmyv
87654321 | 12345678 VVOII | IDNVV
I[dentify examined teeth : (ZHE 3 BE & O THARSL 201 5D)
* Cavity (C) (i) * missing teeth (F) (R#f) - stomatitis (@) (AA%)
* Phrrhes alveolaris (P) (Hi4#i%R) - extraction needed (Z) (FEikih)
Date of First Diagnosis (#]22 H) Currency paid
Days of Diagnosis and Treatment (@#%#T-7E8%) _ day(HR) (ZHhBE)

Office Visit Fees (R2UT5}
Examination Fees (fR25})
X-Ray Fee(L- > F4°2)
Other (£ D)

Services (JGHE L= OERAL & RRDOTEE)

Describe when gold or platinum was used (&M EHI &, AEEZFERLE
EERFEHFRLTLEEW)

*Filling (3ETA)

‘Inlaying (£ v L —XiE7 v b —)

*Capping (metal) (&BE)

Jacket capping (¥ 7 v bE)

-Capping connected (@ Hk#EHE)

Chipped Teeth (RIEHE % & LI=HE T OEIL L FEFE)
*Bridge (7'V v ¥)

-Partial artificial teeth (BERzEH)

-Total artificial teeth (RZH)

Name of Hospital or Clinic (/%82 XIZZ2HRAT4 ) Total (1)

Signature of Doctor (AYEZE4)

Date (B{T)
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FECEDLLIFAES
Agreement of Authorization

HERED
ZALE oA
- 1R RBRLA H £ A H
+ Starting date of medication Year Month__ Day_
- WBITHFSAE £ ___H H
- ABAN L ¥ 9 ¢
- HIRBRE (BF)
(FRRRE4)
(FEPT)
(B%EAH) £ A =
* Insured (Patient)
(Name of the insured)
(Address)
(Date of birth)  Year Month_ Day

s BRKE (B%F)  Insured (Patient)
(BRREM4 Name of the insured)
({E3t Address)

(HA&=HH# Date of birth) & H H
- Y HFHA(FAL)
(JRFAY
F4)
234 d) sl 4 o)

R GRS ERIAEES P

o (REEZITTE), &, FAOitHEE, T, PP
BHEEE ERORES OB H 2 I3, R GHERE LEES R ERE LI FEE D,
BAREERPHFERIDOLIFE RETH/ET oA, BT, BENE) 2RR T
O, HEEFHORBEFCL > T, BEITAHEZITo-HICRI LTV, YEEH»LREITH
THEROEBEZIT L LICABELET,

o, LRHERBICHIZD ., W"AR— DO C—BRELRDIGEITIE,. NSAR— b E R
REYERE ERAESICRT TS ZL B TRBELET,

To: Okinawa Prefecture Association of Medical Care Services
for Older Senior Citizens
I (patient who has received treatment), and my head of house hold,

authorize the Okinawa Prefecture Association of Medical Care Services

for Older Senior Citizens 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.
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B4 - HEHNL, TBREZ R ERREARAR T TTFE, RBKROBEAIT., BEE (K
ADBRREDHE) . REBRN RABRREFHFZERAOEES), IEEMRKEA RABET
LTWBE5LE) 8L, HEILTTFXW,

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.

BHRBEZIETTHRIRRBAFALET - HE. UT O B0, BEFPA (FEARBRE). RF
BN RAABEZBFRREN). BESAN (KADED) &% - 5,
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. Signature

(Signature)
(Address)

(Date) Year Month Day
(Relation to the insured) : Self - Guardian - Heir «  Other

X This agreement of authorization expires six month after the signed date.
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