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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
&L | the medical organization in order to verify by submitting the related application forms.
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Form A Request to Attending Physician BYVRER (R
R A HYE~oBEN
1. Please fill in this form so that the patient may claim the health insurance benefit.
ZORRRITBRFE ORERROBAI OB FICLETTOT, SEHEZBEOLET,
2. This form should be completed and signed by the attending physician.
ZORRUTHYENEE, NOBAL TR,
3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
% H 4 ABE - ABESMEIZ DX ZOBRKN I LE T,
4. Separate receipt required for prescriptions.

FRBHIBNI S E IR DL,

Attending Physician’s Statement

PEANBRHEE
1 Name of patient(Last,First) Date of Birth Sex(Male.Female)
BEA AEAR PERI (5 - %)

2 Name of lliness or Injury preferably with Number of International Classification of Diseases for
the use of Health Insurance
155974 S OMRERRE (R I [EI B0 o 0 %

3 Date of First Diagnosis :
FIECRE!

4 Days of Diagnosis and Treatment: days

EUAEE

5 Type of Treatment
1B D5 HH
[OOHospitalization: From to ( days)
PN H ES) =i

[JOut patient or Home Visit:
NG4S

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

TER OB E

7 Prescription,Operation and any other treatments(in brief)
K5 . TR DAL AL E OB

8 Was the treatment required as a result of an accidental injury? Yes O No O
BRI OB FEICEIDL DT, (B VA4

9 Itemized amounts paid to Hospital and/or Attending physician : Fill in Form B
TR FEE DR KBz LD

10 Name and Address of Attending Physician

HYEEDORAFRUER

Name Last First Title

&0 <3 2 e

Address Office Phone

R RIE X ILE BT Ei

Date Signature of Attending Physician

B HEEES
Reference Number of your Medical Record(if applicable)
TEREOES
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BNEEE (&R
Form B
#%=X B
Itemized Receipt(Dental)
TRURBAEE (HF)

Name of patient(Last,First) Date of Birth Sex(Male.Female)

BEL EAEAH PRI (5 - %)

Initial Office Visit Days of Services:

#ZH =R days

Localization of Tooth AL

Permanent Tooth JK A&

Deciduous Tooth E2RE

EDCBA|ABCDE

A=

R87654321|12345678L R
87654321 | 123456738 '

Identify examined teeth : (%3 5%{uE O TRAKREEDITS)

*Dental Caries (C) (S58h4E) *Missing Tooth (F) (&18)

*The Others (F®Dith)

EDCBA|ABCDE

*Periodontal Diserses(P)(# &)

Dental Treatment Tooth No. Fee Dental Treatment

Tooth No. Fee

EERE w= e EEAE w e
1.Examination & Comp. B&LY'Y 1.Serf
2X-Ray LuMvEshh 2.Serf

Bite-wings BRE® X 3.Serf

Periapical {Z#£ ! X 3 Other(Material)

Panoramic N /37 X Z D

3.Medication [yes [no 3¢9.Inlay/Onlay (Material)
BRE b= Fub—

10.Comp.Build-up
BEVIIZEDXEEE

4 Prophylaxies/Scaling
wWE < wmakE

791 E R Post ¢ Core *4),a7

Fluoride

5.Extraction kil ¢ Other(Material)
6.Perio—dontal Scaling/ Z D
Root planing 11.Crown &
WA TEARE-RETEE Porcelain/Gold it'—tLy- &
F-ope/G-ect Silver alloy E&€
e ) 311 B 435 TR 417 - B P B B 4T X Other(Material)
7.Pulp Cap H867E Z D
Pulpotomy tagatIET-thik 312 Bridge Work 77yY"
Root Canal Therapy {RE& A& Abut (Material)
lcanal 1RE XAH
2canal Pontic  |(Material)
3canal =
8.Filling Fi& 3¢13.Plate Denture (Material)
1.Serf 1] AEEHE
2 Serf % 14. Other (Material)
3 Serf Z Dt

Unit is & #& B {1 Total Fee &E&t

Name and Address of Dentist Office
BRHE T oD FKe4n B OMEFTE 72 13 BHE B0 44 5 B OSITE Hh

Date Signature of Dentist
A fF Y EESL

HEEH DT~ KEHPROWTWHIE HIZEROFLAD G LG T4 GO I FIERE DT TTZEW,

MEDOBEITEARHNCE DIHb DR L TLIZE,
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Form A
XA EIER

Attendin_g Physician’s Statement
PERNBHHEE

2 Name of lliness or Injury preferably with Number of International Classification of Diseases for
the use of Health Insurance
155994 S OMRERRE (R I [EI B0 o 0 %

6 Nature and Condition of Iliness or Injury(in brief)
SEAR O 5

7 Prescription,Operation and any other treatments(in brief)
K5 . FARTE DAL AL E DA B

MERE

i FRALOOXOOI—=3—3

K& OO—EB
FEiE  333-3333-3333
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Form B
#XB #R

8 Filling FtiE
Other(Material)
Z DM (ME)

9 Inlay/Onlay (Material)
L= Tov—(ME)

10 Amal./Comp.Build-up
IEE e

Other(Material)
Z DM (&)

11 Crown &
Other(Material)
Z D (F'E)

12 Bridge Work 77y’
Abut(Material)
B (M)
Pontic(Material)
23— (M'E)

13 Plate Denture (Material)
HRFZ o (B'H)

14 Other (Material)
Z O (FE - T H BHED)

Itemized Receipt (Dental)
TRURBAEE (HF)

MERE

¥ RBEREFOOXOO3—-3—3

kU IN—TRERKRES
BNEEE (&R

K& OO—(B

BiE  333-3333-3333
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