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HBUEIDTTTELSIESLN,
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Request to Attending Physician
B EADSFHL
1. Please fill in this form so that the patient may claim the health insurance benefit.
COBRNIBEORRRROEBMOBRBICLETIDT., AMPZHBVLET.
2. This form should be completed and signed by the attending physician.
CORNFEHENTZAL, PDERALTLIZE,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
AT L, FEAR - ARAZSLICDE, COKR 1 MABRETT,

Form A Attending Physician’s Statement
#®RA ZRABEHMEE
1. Name of Patient(Last,First) Age(Date of birth) Sex(Male - Female)
BER Fin (££AH) . . "R (5B - )
2. Name of Illness for the use of Social Insurance.
e

3. Date of first Diagnosis

¥ 2 H
4. Days of Diagnosis and Treatment days
2 B B #® HE

5. Type of Treatment
B OE O o H

[0 Hospitalization Form / / to / / ( days)
A B E] ES ( =155))]
[0 Outpatient or Home Visit / / . / /
A B4 / / : / /
6. Nature and Condition of Illness or Injury(in brief)
AER DHLE

7 . Prescription, Operation and any other Treatments(in brief)

w75 FiieDMOLEDEE

8. Was the treatment required as a result of an accidental injury? Yes OJ NOO
BEREBHDEECLDIEDTIN, K ATAY-4
9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EEHE., FLQFABHECKIL > EEREDAR R BICKD
10. Name and Address of Attending Physician
BUHEDOZBIRUMER
Name (%&#@l) : Last(i%) First($) Title(¥#58)

Address ({¥PF) : Office(JRbe 7= (X2 EF) Phone

Date (HfT) : . . Signature(&4)
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Request to Attending Physician
BYEADSFEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
COFRNIBEDORRRROEBMOBRBICLETIDT., MPZHBVLET.
2. This form should be completed and signed by the attending physician.
COFRNFEBEHENSTZAL. MDBLZLTLLIEEL,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
R E. FEAR - AN EICDE. COBR 1 MABETT,

Form B Itemized Receipt
®B 2 U BA =B
(1) Fee for Initial Office Visit % 2 ) $
(2) Fee for Follow-up Office Visit B 2 ) $
(3) Fee for Home Visit * 2 A $
(4) Fee for Hospital Visit Ak B B N $
(5) Hospitalization A T = $
(6) Consultation B = & $
(7) Operation F fita = $
(8) Professional Nursing B % 5 E & $
(9) X-Ray Examination X % % &8 & $
(10) Laboratory Tests* B ® #a &
$ *Please fill in the content
$ of the Laboratory Tests.
$ HERBEORSZRLALT
$ %
(11) Medicines** & = &
$ **Please fill in the name the
$ amount of the prescription
$ of an individual medicine.
$ *RMFE LT E R DEDRIRE
$ EZHLBAULTTFEL,
(12) Surgical Dressing =2l W B $
(13) Anesthetics /73 [z & $
(14) Operating r oom Charge F oM E B H $
(15)The Others(Specify) zonftt (IEEMEEE)
$
$
$
$
(16) Total = it $ Unit is
BEEA
Important : Exclude the amount irrelevant to the treatment.i.e., payment for a luxurious room charge.
* B HRERE, BRICEEBRROBVEDEBRVLWTTEU,
Name and Address of Attending Physician
BUHEDZBIRUMER
Name (%&#@f) : Last(i%) First(%) Title(¥#58)
Address ({¥Pf) : Office(JRbe /= (X2EFT) Phone

Date (Bfd) : . . Signature(&4)
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B EADSFHL

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

OB IBEDRERIROBMDORBCHETIDT.

2. This form should be completed and signed by the attending physician.
COBRNFEHENLZAL. MDBRELTIEZE N,

3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
R E. FEAR - AN EICDE. COBR 1 MABETT,

SEBAZSBENLET,

Form C Attending Dentist’'s Statement
#=C EREZRAREHEMES
Name of Patient(Last,First) Date of Birth Sex OM OF
BEL £FA/H %5 (5 )
Date of first Diagnosis Date of Diagnosis Treatment
FIE ZEBRE days
R Permanent Tooth & #& | R Milky Tooth FLi& L
L (Upper)
(Upper) e d c b a a b cd e
8 7654321 ‘ 123456 738
8 76 543 21 123456 78 e d c b a a b c de
(Lower) (Lower)

Type of Treatment &EDI4E

Service(2EBAR)

Localization of Teeth Examined

(B EPAL)

Material (#4%})

Fee (GREE)

Initial Office Visit #]32#}

X-Ray Examination L > b HRE

Dental Pulp Extirpation k8

Operation Fifi

Extraction ki

Filing %18

Inlay 1> L —

Metal Crown £&E

Post Crown fl&#cis

Jacket Crown v 4o v hg

Bridge Work U w =

Plate Denture BREN
Partial Denture BEB&E%E

Complete Denture #% ik

Treatment of Pyorrhea Alveolaris
bR IR AL E

Medicine %

The Others Z1th

Total &%t
Name and Address of Attending Physician B EDR#I& CMERR
Name (£&&i) : Last(i%) First($) Title(F5)
Address ({¥Pf) : Office(JRbt /= (X2EFT) Phone Date

(B4

Signature(&4)
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RECHADIERE
Agreement of Authorization

h (BEEZRITZE) . (& IV ORERRIZIESDOHE X (377)L
IV ORBRRIREENZFEULREEN, BIVERERFENCHDIER (BETRZITOEEA
B5. %P, BBATR) ZHR I3, FRIBMDERF(CLOT. BETRZITOLAICRKRS
ZITUV\ HEZENSRE(CHIDBROEMZR T CLICABLE T, Ko LELHER(CHE
D, JCUR=bDIE-MRELRDHECIE. JCRR— baT7IL\Y JRBRIRZES(CIRRT
BDILEHETRATLET.

I (patient who has received treatment) authorize ULVAC 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 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.

E&M (Sigunature)
B BEEZFERANMTIO TSRSV, BB, ROBEIHRIEE (RANLKREDS
B) . EEREBRA (RADNETELTVRIES) MBRALTLEEL,

If you agree the above condition fill out the underline information. Signature must be done

by the patient who received the treatment. However, in the following case, guardian(if

patient is under 20 years old) , heir at law (if patient is dead)shall write the signature.

f£Fr (Address)

K% (Signature)

4% HH (Date of birth) : #F (Year) A (Month) H (Day)
(BELORER) : AN - HigE - EZEBEEA - Z2off ( )

(Relation with the patient) : oneself guardian heir other( )



