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Request to Attending Physician
Y =~ D FS

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRRITERE OHESRROMT OHFEITHETT O T, AEAZRBEVLET,

2. This should be completed and signed by either the attending physician or the superintendent of a hospital /
clinic. ZORRIFHEYEFIIFROEBENEE, FHL TWLES,

3. One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.
AT &, APt ABESRZ 21Tl & ZORERIBDBBE T,

W

Attending Physician’s Statement i

1. Name of Patient(Last ,First) HE&4

2. Name of lliness or Injury
i

Name of lliness or Injury

3. Date of First Diagnosis #1#2n : D/M.Y, £-8H , ,

4. Date of Treatment/Days of diagnosis or treatment (Z#EH/BHEAR) === ====- ®
Date of Hospitalization Ap: : From to \ (days)
Date of Outpatient or Home Visit #t3 , (days)

5. Nature and Condition of lliness or Injury (in brief) sEkoHEs

6. Prescription, operation and any other treatments ( in brief ) 7. Ffirz oo dLEoHsE

7. Was the treatment required as a result of an accidental injury ? Yes O No O

ARIIBEROGEICLLHEOTTM? (&L (AIAV-2
8. Iltemized Receipt #EIXHIHIE Currency paid (Gza0 i 15)

Service ZERE Fee #& Service ZENE Fee #&

Fee for Initial office visit #Z# X-Ray examinations X#tp %
Fee for follow-up office visit 2kt Laboratory tests gzt
Fee for home visit 1:25% Medicines [E##
Hospitalization Apz# Anesthetics FE:E;
Consultation %% Operating room charge Fifi=%
Operation F4fi#t Others (Specify) % oft (T H#7)
Professional nursing k&% ittt
Total &k=xrree---

Important: Exclude the amount irrelevant to the treatment, such as, extra charge for a bed.
HE Rk SR IR ICEAEB R O Wb DR TIZE W,
9. Name and address of attending physician 2% & o4 i & OMERT
Name and address of office [EBeD4#r & OFTEH

Name of attending physician Efifi4

Date Hft Signature (Attending physician) 2%
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Request to Attending Dentist
Y A~ D FFE

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

ZORFEAITEE OHERROBI ORFFHIILETTOT, AEM LBV LET,
2. This should be completed and signed by either the attending dentist or the superintendent of a hospital / clinic.

ORI Y EEIIHRPEOEFENEE, BALTIZEN,
3. One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.

AL ABts ARt Z A&, 2o LB TY,

Attending Dentist’s Statement ZmiamimE

1. Name of Patient(Last ,First) B&4
2. Symptom 74

[11101 Dental caries >fit

[11102 Gingivitis and periodontal disease i # 4 J Ui & 7%

(11103 Other diseases of teeth and supporting structures = oo & OO 3 Rt
3. Date of First Diagnosis #@H : D/M/Y, £/A/H , ,

4. Date of Treatment/Days of diagnosis or treatment (Z#EH/BHEAR) ===x====- ®
Date of Hospitalization Ap: : From to \ (days)
Date of Outpatient or Home Visit s}k : , (days)

5. Nature and Condition of lliness or Injury (in brief) sEkoHEs

6. Was the treatment required as a result of an accidental injury ? Yes O No O
BRIIEROEEICEDZLOTTN? (&L ARV
7. Brief summary of dental care Oz

Tooth No Permanent 87654321 12345678 L Babyteeth EDCBA ABCDE
R

L2 YN 87654321 |12345678 ALk EDCBA |[ABCDE

[o0]

. Itemized Receipt fEIlxH#NE: Currency paid vl

Service ZHEAE Tooth No = Material #4%+ Fee k4

Inlay o1 —

Filling 7t

Crown #i

Extraction #h

Root canal treatment R 5%

Denture At

Bridge 7Vov

X—Ray vorrv

Examination Fees izt

Medicine #&

O \0|ooo|o|od|o|g|o

Others #oih

Total e LR

Important: Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
[EH= R SR | TR IR D72 DIEERNTIZS W,
9. Name and address of attending dentist 84 [E D4 #fi & OEFT
Name and address of office [ERin4 Frlk OFHEH

Name of attending dentist [Effi4
Date Hft Signature (Attending dentist) Z4




REICELSIREZEBNEREER]

Agreement of Authorization

- ;AfEBAA B (Starting date of medication) Year Month Day
- £ 3F (Patient)

& 4 (Name of patient)

{E 7 (Address)

4 4 A B (Date of birth) Year Month Day

TUF AL BERIRES #HP

FhBRBER-E). X JUFRANBERRRESOBERIITVF AN RERKRBEEH
REALEEEEDN. BNREBERFERICHIZFR(RETAZTBE. HF. RERAS)
T 120 BFEEHDRMFICI ST BBITAZITOLBICRIZTL. 4%EMD
RIHTDEHRORMERTHEICAELET .

Ff-. LEFERICHY . NAR—FDIE—DBELLEHHEEIZIF. RKR—+ &

TUF AN RBERREEICIRTT S ELHETRELES,

To: Bridgestone health insurance society

I (patient who has received treatment) authorize Bridgestone 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
place, and any treatment records and information from the medical organization in order
the treatment,to verify by submitting the related application forms.
Also, | agree to submit a photocopy of my passport if it is necessary along verification
process written above.

Z 41N Signature

EL L, BEEZTERKANTOTTIVN GHE. ROGZEIE. FIEE (KAMNKREK
FDHE). RERRAN(KANKEHREZRADEZE) . EZEEFEAN (KANECLTLSES)
MNEA. HEHILTTELY,

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.

X KREZEDEMHRFIERLBLIS 6 HARTT .

X This agreement of authorization expires 6 month after the signed date.

K4 (Signature)

{¥ AT (Address)

B { (Date) Year Month Day

B & DRI {%(Relation to the insured)
AN (Self) - FH#EZE (Guardian) - EZEBHA (Heir) - ZFD1th(Other)

TEH. B EREENSCTEDREZOPRERGELZRDONT-IGE. FTEDZHEICW
BEREFEHEC LA HYET,

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.



