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1. This form is used for elaiming the social insurance benefiy

CoRFHsRECBYOMKZERIN T T,

2, This form should be completed and signed by either the attending

physician or the superintendent of a2 hespital ciinic

ORI SENEE. o BHLTERY,

3. Qne form for each menth One form for hospitalization ouipatient and

Form B home visit.

#A B HEAZE, MK ARAS IRz DR B ETT,

itemized Receipt

B 8 R

(1) Fee for lnitial Office Visit wog oH $

{2, Fee for Follow—up Ofiice Visit H & 5 o

13: Fee for Home Visit 0B H 3

41 Fee for Hospitzl Visit AEEAEN b

[5: Hospitalization A K OB ) e

16) Consuitation 2 B2 B kS

{7} CQperatjon T ® OB 3

18 Professienal Nursing [ TN | I

{91 X-Ray Examinations X &gk $

y Laboratory Tesis ok E K 3

il Medicines B & & $

(% Surgica! Dressing 82 0% % 3 o

¥  Anaethetics woOB R 3 o

14 Operating Room Charge FHERA 3

5 The Others ( Specify) o (e ) -3 $
§ $

8 Toual & &t §

Impartant | HExclede the amount irrelevant lo Lthe treatment, i. e, paymenl for luxurious reom charge-

OB CESBHZRWIAESNMEDOICLOREV TS,

Name and Address of Attending physician ~ Superiniendent of Hospital or Clinic

HAEEXAFERPERE O R U RN
Name o Last Iirse Title
E4 )] a3 &
Address | Home B Phene
&R Qffice BEXILBRK Phone
Daie . Signatyre

B £ £&

-



Form A 3 One Jorm far ezch month, one form for hospitslization

1 This {orm is wsed {or ciaiming the social insurance benelit.
CoREARdefEOREONBIERINT T,

2 This lorm sheu!d be compleled and signed by Lhe allending physician
CORBEHELSAELE s BRLTOES,

oulpalient and
home visit.

B A EBZe AR ARAZELHEIORR | KSSETT,

2.

10

il

Atiending Physicians Statement

W AT WD E

Name of patient (Last, First) Age (Date of Birth) Sex {Mzale + Female)
[ I S F4(£FAA) HR(H-&)

MName of Illness or Injury preferably with Number of Intlernational Classificalion of Discases for

the use of Social Insurance (See the other side of this Torm)
BREPOCHEGRABEERNAEES (BERER)

Date of Pirst Diagnosis .

B B
Days of Diagnoasis and Treatment ! . days
BB X
Type of Treatment
(g TaBig
] Hespitaiization : Frem . Lo , days)
A B B = ( B i)
[Tl Out patient or Home Visil . .
A BE S
Nzaiure snd Condition of lllness or lajury Cin briel)
AE R O L3
Prescriplion, operation and any other treatments ( in brief }
B, FREONOREORE
Was the treatment required as z resubt cf an accidental inmjury 7 Yes [ Na [
BATBHOBELLLILOTT S, t 4% W
ltemized amounis paid lo Hospital and, vr Allending Physician | Ferm B
BRER #3 B
Name and Address of Atlending FPhysician
EXUEDZH R FER
Nzme £#% | Last & First &
Address Eff ( Home BE FPhane
Office IR X M Phore
Date 8 £ Signature B g

Allending Physicisn 8 5&
Reference Number of your Medica! Record (if applicable)
LHBORS




HEICED L RIEE

Agreement of Authorization

- 1R BAAG A £ A H
+ Starting date of medication Year Month Day

- BE
(&%)
(EFT)
(ZEEAR) £ A H

+ Patient

(Name of patient)
(Address)
(Date of birth) Year Month Day

JE B W TET R B e f G e

L OREEZT ) VL TR BT B L A O Rk B ST R oy W T A T
BILFH A NERFE LI HER D IMREE R ERICO 25E ORBITHEZT o1 AR, 5T, HRE
W) ZHEGET 2720, HEEEFHORMEIC L > T, METHEZIT o L HE RS 2TV, SZENLR
KN T HERORMEZ T D Z LICRBELET,

Flo, ERHERRBICHIZD . NAR—FOAEC—=NUEL R DGEITIE, /SRR — b % K5 T BT
BIFHAICIRRT 2L bOFECTRIELET,

To: Union of Municipal Personnel Mutual Aid Association of HIROSHIMA prefecture

I(patient who has received treatment) authorize Union of Municipal Personnel Mutual Aid
Association of HIROSHIMA prefecture 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.



el
Signature

B4 - RN, WBIREZTTERAD T TLEE N, 0B, ROGEIL, BHE (RARREEDY;
B) . RN ORADBEEPR RADEE) IEEMEA (RABELC LT L5HE) &4 LTS
TEEN,

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.

(4 Rl

(LA

(HAF) F_ N H

(B & DRIR) RN - BUEE - IREMRAN Zof ( )

KARFEFEOADARITESL AL 6 5 AR T,

(Signature)
(Address)
(Date)  Year Month Day

(Relation to the insured) :Self + Guardian *+ Heir * Other
2% This agreement of authorization expires 6 month after the signed date.
e, ERCHUK, RO ITEDREESCEMIRA E2 RO LN HGE, FTEOEIC LI
ERLEWZES e HY £,

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.



