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= Agreement of Authorization and Signature
=
- | authorize Toppangroup 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.
;\ H{F(Date) Year Month Day
ZREKYG
18 (Name of patient)
fEFRT
(Address)
o | DEE] BFERIMFICOTURRRTY, EHA PRI EBDOBEE DI THFEL TS L,
N
it O ZEARBEME (FormA) O ZEARBEME (FormA) ORI
o | O BEXHE@EE (FormB) O 7EINEAHEE (FormB) OFIERX
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[FormA) BAESE (ER - B
Request to Attending Physician
BUHE~DEBEW

1.

Please fill in this form so that the patient may claim the socila insurance benefit.
ZOKRAITBEDOHESRBEORMTORBICHETTOT, AAZBEVLET,

. This form should be completed and signed by the attending physician.

ZORFIFIBHENEE, " OBALTTFIL,

. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.

Z£BE. A\t - ARRAEICDE, ZOKEAHP MDA BETT,

. Separate receipt required for prescriptions.

SRR AR REO T &,

Attending Physician's Statement (ZEARHAHRE)

Name of patient(Last,First) Sex(Male.Female)
BEL PER] Male - Female
Date of Birth (D/M/Y) Medical Record Number
$£%5A8H / / PEEES

Name of lliness or Injury preferably with Number of International Classification of Diseases for the use of
Health Insurance

Rk RRERRAERRFEEES (No. )
Date of First Diagnosis (D/M/Y) 4 Days of Diagnosis and Treatment
IR / / ZEAH days

Type of Treatment (D/M/Y)

BEONE

OHospitalization  From / / to / / ( days)
NS

[(JOutpatient or Home Visit / / / /
N2 / / / /

Nature of lliness or Injury (in brief)
RIRDOFE

Prescription, Operation and Any Other Treatments (in brief)
W, FizOoNEDOME

Was treatment required as a result of accidental injury?
BEIEEROGEEICLZ2EDTTN? [Yes CONo

Breakdown of Medical Expenses Paid to Hospital and / or Attending Physician : Please fill out Form B
EEMERE, £7/-I3BEEICEIL->7EEEDOANR  ForomBIZ L5

ATTENDING PHYSICIAN INFORMATION iB8XEiS#HRiE
Medical Institution Name : (E&E#ES4)

Address : (£77)

Name of Physician : ((BX4E#%) Title : (7+5)
Signature : (%) Phone : (£:)
Date Completed : ({FRi4EAR) / /
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[FormA] &R BoEEE (ER - B

Attending Physician's Statement (ZEARHAHRAE)

2 Name of lliness or Injury preferably with Number of International Classification of Diseases for the use of

Health Insurance
BRAEVEERRAERERNEES

6 Nature of lliness or Injury (in brief)
RIRDIFE

7 Prescription, Operation and Any Other Treatments (in brief)
WF. FTZ 0D ILE D
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BAEEE (ERD

[FormB]
Itemized Receipt ($EUNEAFAE)
Permanent tooth Primary tooth
~munu N[ oo AW
e Emoaam!a gm@gammg AR ‘ﬁ‘)@[!n% t‘agmgﬁ &
S R TR | | s
\
Identify examined teeth : (%49 58120 TEAHELEDITS)
ODental Caries (C) (5 &h5E) [CIMissing Tooth (F) (&#)  [Periodontal Diserses(P) (&%)
(The Others(z 0 ts)
Dental Treatment Tooth No. Fee [Dental Treatment Tooth No. Fee
R AE Bz K& B RLAE Bzt B
1.Examination 2% Comp. ALY ¥ 1.Serf
2.X-Ray LM vzl 2.Serf
Bite-wings m®ER X 3.Serf
Periapical {Z##) X Other(Material)
Panoramic " /7% X Z D
3.Medication Clyes [no 9.Inlay/Onlay (Material)
e S b= Tyb-
4.Prophylaxies/Scaling 10.Comp.Build-up
BA <« makE BEW NLL DR EBEEE
Fluoride 79 ER Post ¢ Core *4war
5.Extraction tkif Other(Material)
6.Perio-dontal Scaling/ Z ot
Root planing 11.Crown &
BN T EARKRSE - IREFEL Porcelain/Gold ¥ -tLv - &
F-ope/G-ect Silver alloy #8444
B8 PO B CAHT - SRPI TR Other(Material)
7.Pulp Cap &#t% Z Dt
Pulpotomy s&&8tMr - k88 12.Bridge Work 7" Uy
Root Canal Therapy {REBE Abut (Material)
lcanal  1RE X B
2canal Pontic (Material)
3canal NS
8.Filling Fci&E 13.Plate Denture (Material)
1.Serf m BIHRER
2 Serf 14. Other (Material)
3 Serf Z Dt
Unit is &B#EAL Total Fee &%t

ATTENDING PHYSICIAN INFORMATION {BXEI55RE
Medical Institution Name : (EEE%L)

Address : (fEFF)

Name of Physician : (JB4E4) Title : (Fr5)
Signature : (%) Phone : (E78)
Date Completed : (fEst&EAH) / /
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[FormB] &R BAREE (B
Itemized Receipt ($EUNEAFAE)

8 Filling i
Other(Material)
Z ot (HE)

9 Inlay/Onlay (Material)
(- Tob- (WE)

10 Amal./Comp.Build-up

s
AEE

Other(Material)
Z ot (HE)

11 Crown &
Other(Material)
Zofts (HE)

12 Bridge Work 7" y¥
Abut(Material)
&t (ME)
Pontic(Material)

7 3- (HE)

13 Plate Denture (Material)
BREwR (ME)

14 Other (Material)
Zoft (4 - BEBER)
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