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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.
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A4 A H(Date of birth) Year 1 984  Month 3 Day 27

N
fF
F
i‘E

™ ZENEPE (FormA) W LRNARME (FormA) OFIRR T

WL HESH W AEIE 2 (FormB) Y GEI B2 (FormB) DEHER L

(CHAL6) W HEINEOFA

ET PERLL 72 F DR CE DN AR — b MIZERFEDOFL (EIMEMEH - AR5

W H =BT RICIGROLE| O 5 =F1T52L5E8 R

EE] OSWas I T EmREE OABL-skDR ORI MNELLGEIIST THEFL TSV,

OFTEET 28 E3RT ERZ ZHRAIKIEEN,

7 &R #H A BIEZM
RO mooIE

- AASEA
B - BEMEA

TGK 2021.4



Form A
= A

bRV I —TRERREE

BNEREE(ERD
Request to Attending Physician
Y EA~DIBFE
1. Please fill in this form so that the patient may claim the socila insurance benefit.
ORI BF O RROFGAT OHGEIZNLIETT O T, GEAEZ BV LET,
2. This form should be completed and signed by the attending physician.
ZORRAIFH S EREE 1OBLLTFE,
3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
& A, ABE ABEAMEIZ D&, ZORREDS I LE T,
4. Separate receipt required for prescriptions.
R EHIRNTATTZEZ IR DZ L,
Attending Physician’'s Statement
5 o
PERANSHHAE
1 Name of patient(Last,First) Date of Birth Sex(Male.Female)
BEA R H PERI (5 - %2)

2 Name of lliness or Injury preferably with Number of International Classification of Diseases for
the use of Health Insurance
155940 B OV R AR 6 (= B S0 S R 5

3 Date of First Diagnosis :
W2 H

4 Days of Diagnosis and Treatment: days
RS

5 Type of Treatment
TBIROSYH
O Hospitalization: From to ( days)
N H = A [#
OOut patient or Home Visit:
N4

6 Nature and Condition of Illness or Injury(in brief)
JEIR ORF

7 Prescription,Operation and any other treatments(in brief)
RT3 . FHliE D fth DS E DR 2R

8 Was the treatment required as a result of an accidental injury? Yes [ No [
TRRIEFR DG FIZLDHDOTT D, (A A4

9 Itemized amounts paid to Hospital and/or Attending physician : Fill in Form B
TR FEHE DGR ERBIZLD

10 Name and Address of Attending Physician

EHED AR ER

Name Last First Title

a0 L¢3 £ e

Address Office Phone

3 AR X LSBT B

Date Signature of Attending Physician

B HEHEEZESR
Reference Number of your Medical Record(if applicable)
TEROES
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Form B BHNVEREE (ERD
¥ B
Itemized Receipt
TRV B HE
(1) Fee for Initial Office Visit B2k $
(2) Fee for Follow-up Office Visit H2e $
(3) Fee for Home Visit 2kt $
(4) Fee for Hospital Visit PNIZG=ge b $
(5) Hospitalization N2 $
(6) Consultation 234 $
(7) Operation Fofrtr $
(8) Professional Nursing e ik ey $
(9) X-Ray Examinations XA $
(10) Laboratory Tests IR *Please fill in the
$ content of the
Laboratory Tests.
FHERBEORNEETAL
$ TLZELY,
(11) Medicines [ kR *xPlease fill in the
name and the
$ amount of the
prescription of an
$ individual medicine.
#ILFLI-ERDEDE
MEBERALTES
$ L,
(12) Surgical Dressing (L $
(13) Anesthetics R $
(14) Operating Room Charge eS¢ $
(15) The Others (Specify) DM (FrREt k)
$
$
$
nit is
(16) Total Gt $ QST

Important : Exclude the amount irrelevant to the treatment, i .e,payment for luxurious room charge.
T OE  ERERERRICEERRORWE DIFERNTES W,

Name and Address of Hospital or Clinic
T £ IR AT D4 FR - FERT

Name
LR

Address Phone
0 EEE

Date Signature of Attending Physician
Hf+ WY EEA
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bRV I —TRERREE
BNEREE (B

Form A
X A BIER

Attendin_g Physician’s Statement
PRARHEE

2 Name of lliness or Injury preferably with Number of International Classification of Diseases for
the use of Health Insurance
5994 S QMR PRI [ B R 5 & 5

6 Nature and Condition of Iliness or Injury(in brief)
FEPR O HEHL

7 Prescription,Operation and any other treatments(in brief)
W5 | FATE O WLE DOREEL

MERE

E33) REREBBOOXOO3—-3—3

K4 OO—8B
B 333-3333-3333
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bR N —TREFRRES
BNEREE (B
Form B

%X B #

g,_lllﬁl

Itemized Receipt

RN B E

(10) Laboratory Tests
IR A E OWIR GERAEDOHNE)

(11) Medicines
=3B DN GEDOA TR, &)

(15) The Others (Specify)
FOM (FFFRoEFE)

MERE

=33 REREBOOXOO3—-3—3

K# OO—EB

B 333-3333-3333
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