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Request to Attending Physician
HUEE~DBFEWN

1. Please fill in this form so that the patient may claim the health insurance benefit.
I OBRKITBE ORBERROBHORFICLETTOT, EHALBENLET,

2 . This form should be completed and signed by the attending physician.
ORI YENSTZAL, »OEALTIEIN,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. £AE. EAR - ABRAEBIZ&, ZORRX 1 BBLETT,

Attending Physician's Statement
2 R AR B @B B

Form A
FR=A
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male + Female)
BEA EREEAR) . . 5l

2 . Name of Illness or Injury preferably with the number of International Classification of Diseases
for the use of Health Insurance. (Please refer to the table attached to this form. )
ERs R URERRAERERIEES

( No. )
3. Date of first Diagnosis
wzZA
4 . Days of Diagnosis and Treatment
WA days
5. Type of Treatment
BIRO5IR
[ Hospitalization From / / to / / ( days)
NG =] / / E / / ( AR
[J Qutpatient or Home Visit / / ) / /
MBS ] / . / j
6 . Nature and Condition of Illness or Injury(in brief)
FER OB
7 . Prescription, Operation and any other Treatments(in brief)
WF. FWEOMONE DR
8 . Was the treatment required as a result of an accidental injury? —————— [ Yes [J No

ERITFEBROEECLLDLDOTT N,

9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EHEEE. FHITRYEIIRASEEFREONR  FHFABIZ LD

10 . Name and Address of Attending Physician

BYEOCL AR UMER
Name Last() First(44) Title(# )
Address Home®®  Phone(&&)
Office (JHEFEF /1L Phone
Date( B ) . . Signature(34:)

Attending Physician(i 4 [%)
Reference Number of your Medical Record(f applicable)

PRBOEFS
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Request to Attending Physician
HUE~DOEEL

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

2 . This form should be completed and signed by the attending physician.
COMRRIIBYEENTEAL, HOBLLTLEEY,

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

filled out. &AM, AR - AR EIC &, ZORN 1 BBLETT,

ltemized Receipt

8 U BB M &
Form B
¥%B
(1) Fee for Initial Office Visit # ® ¥ 3
(2) Fee for Follow-up Office Visit % 2 £ $
{3) Fee for Home Visit ed B kS
{4) Fee for Hospital Visit A B & OB OHS
{5) Hospitalization A B 'S
(6) Consultation E = ®s
{7) Operation F iy %3
(8) Professional Nursing B 5 HEMES
{9) X-Ray Examinations X # B & #8$
{10 Laboratory Tests* B OB ' % * Please fill in the
3 content of the
3 Laboratory Tests.
$ EREONAEERAL T
s r&w
(1) Medicines** B Ed # ** Please fill in the name
$ and the amount of the
3 prescription of an
$ individual medicine.
$ AL LT AE 2 DDA FR
$ EBARBALTZEN,
(12 Surgical Dressing a H# %S
{13 Anesthetics 523 i %S )
{4) Operating room Charge FHR B2 B OBS
{15 The Others(Specify) oMLt L)
$
$
$
$
16 Total & BS$  Unitis
WEHAL

Important : Exclude the amount irrelevant to the treatment. i. e, payment for a luxurious room charge.

TE: KRB RS IERICEEREFR2VHDIEERN TSN,
Name and Address of Attending Physician

BUEDARIRUMER
Name Last(#) First(%) Title(¥7 %)
Address Home(H®E) ... ... _ Phone(®3H)
Office (JRPR /X2 Phone
Date(8 1) : : Signature(E4)

Attending Physician(3B ¥4 [E)
Reference Number of your Medical Record(if applicable)

PHEROES
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1. This form is used for claiming the social insurance benefit.
= ORI SRBROBFORFIZERAENET,

2. This form should be completed and signed by the attending physician.
COFRKIHBYENEE, »oBR LTSN,

3. One form for each month, one form for hospitalization outpatient and home visit.

HRHE, ABE - ARSI Z o1 BB ETT,

Form A= A)
Attending Physician’s Statement
PRAZHMEE (ER)
1. Name of patient (Last, First) Age(Date of Birth) Sex(Male + Female)
BEA E5EERH) B - &)

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

of Social Insurance

%4
3. Date of First Diagnosis : . 20
A
4. Day of Diagnosis and Treatment : days
AR
5. Type of Treatment
TBRONHE
0 Hospitalization : From , 20 to , 20 ( days)
N B = ( A i)
O Out patient or Home Visit: , 20 to , 20
AbBest , 20 to , 20
6. Nature and Condition of Illness or Injury (in brief)
hNAL:E
7. Prescription, operation and any other treatments (in brief)
0. FFEOMOLEOE
8. Was the treatment required as a result of an accidental injury ? Yes O No O
ERIEROBEILLI DD TY N, FON AT 4
9. Itemized amounts paid to Hospital and/or Attending Physician : Form B
BRER &AL B
10. Name and Address of Attending Physician
B YEDR R OMERT
Name 480 : Last # First 4
Address {EfT : Home BE Phone
Office #ibt X I3 F2HPT Phone
Date Bt Signature &4

Attending Physician #%E&E
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RECEIPT (DENTAL) Form B (#3B)
FAMAE (R

Request to Attending physician
HEE~BEWV
1. This form is used for claiming the social insurance benefit.
ZOBRIIHERBROBAOBREITERA SN ET,
2. This form should be completed and signed by the attending physician.
CORRRITELSENTRAL. BALTLLEEN,
3. One form for each month, one form for hospitalization outpatient and home visit.
£ RE. ABE - ABAEICA Z 0K 1 HBSLETT,
Separate receipt required for prescriptions.

FEHENIBNCMFEEZ RO Z &,

Permanent (FEFDA RIS X OEML) Baby teeth (FLBf)
87654321 | 12345678 VVEII | 1INV V
87654321 | 12345678 VVODII | DOV V
Identify examined teeth : (&4 T2 EOTCHAKRLE DT S)
+ Cavity (C) () - missing teeth (F) (X#) - stomatitis (G) (HNK)

- Phrrhes alveolaris (P) (Hif&f#i§) - extraction needed (Z) (EkiF)

Date of First Diagnosis (¥]22H)

Days of Diagnosis and Treatment (B#%1T-7-EHBE) day (R )

Office Visit Fees (2Z2Kr#}h

Examination Fees (1R %}

X-Ray Fee (L h¥7 V)

Other (Zofh)

Service (AFE L7- @ DOIRAL & TRIFEOTELR)

Describe when gold or platinum was used

GBFEMENCE, BEEEALELERIFHEL TSIV

+ Filling (ETA)

« Inlaying (£ ¥V —Xix7 v L—)

+ Capping (metal) (&B7E)

« Jacket capping (V¥ 7 v bid)

- Capping connected (HFERERBIHE)

Chipped Teeth (KB 4 4% L72iH8 £ ORML & f@5R)
- Bridge (7') »¥)

+ Partial artificial teeth (FEFEE)

- Total artificial teeth (¥AZEH)

Name of Hospital or Clinic (%I ZHT4 M) -
Total (§t)

Si g | M4 B Currency paid
ignature of Doctor (EMEZE4) (G 15)

Date (B{)
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Request to Attending Physician
HEE~DSREN
1. Please fill in this form so that the patient may claim the health insurance benefit.
I OBRITBEORERROBHOHFLETTOT, MHERAWLET,
2 . This form should be completed and signed by the attending physician.
COBRKITBYEREAL, HOBAELTIEEY,

Form C 3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
¥RC filled out. & A®. THAB - ABRAEILHOE, ZOKRK 1 BKHBLETT,

Attending Dentist's Statement
WA R AT B RE

1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEL EEEFEA B) . . PR

2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
¥i2a . . BRK days

Permanent tooth Primary tooth

N o
ALY AAABARAT -« enioh s
oo SO0 VYT OASE *° EEESOOY TG

(Upper)

RIGHT)
(LAHT)
(RIGHT)

Type of Treatment {BFD53EE

Dental Treatment Localization of Teeth Examined Date Fee
HEHAR £ AL MO. DA.| YR. TR
Iinitial Office Visit ~ #¥)Z2#t

X —Ray Examination VLI M UIRE

Dental Pulp Extirpation 1k#§
ai)eration %F-ﬁ‘l"

Extraction ikt

Filling Fif

Inlay Avb—

Metal Crown &R
Post Crown  RE&GEHE
Jacket Crown Yv7 b
Bridge Work 7Y%

Plate Denture  HKFEH
Partial Denture BEEE
Complete Denture 2%

Treatment of Pyorrhea Alveolaris
M ARIRAL R
Medicine %3

The Others ZOfil

Total At

Name and Address of Attending Physician
BN E DA TR UMER
Name  Last(if) First(4) Title(¥: %)
Address Home(H €) Phone(&i%)
Office (iR F7 1L FID Phone
Date(8 ) . . Signature(F )

Attending Physician(8 % [£)
Reference Number of your Medical Record(f applicable)

PRBOE T
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Permanent tooth Primary tooth

(Lower) %gﬁ
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REICIHIEAEE(BIRER)

Agreement of Authorization

4MBASAE Starting data of medication  Year  %F Month A Day B
‘& patient

(¥4 Name of patient)

(£ Address)

(4 A B Dateofbirth) Year £ Month A Dy =]

£ REEREARMES W5

Fh(REEZ(T125E) k. ERSERFRKESOBERT £RS
BREGRESHERAL-FEEN. BN ERBERFEERICHIBR(RAETAZToIH
B, BT, BREND) EHRT 50 BEESEORBFICI T RETAZTIEICE
SETL. HBREHNSEBRCHTIERORBUERZTHZLICAELET .

T'o: Seichokai Health Insurance Society

I (patient who has received treatment), authorize
Seichokai Health Insurance Society or its taff, and its subcontractors to refer and
obtain any and all factual nformation 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.

E A HE Signature

ELFABREZHEAANTOTTEIV 4H. ROBE L. BIEE (FANRKEDS
g)% ﬁkfi;f?:f,)\(ii)\b‘"ﬁifﬁmfﬁﬁkd)i%%) GEERSEA(RANETLTVSES) N
LTLrEELy,

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.

(K4 Signature)

(f£/r Address)

(ABft Date) Year & Momh A Dy H
(BEEDBFE Relation to the insured)

AA(Self) - #HEH (Guardian) - IEEMFEA (Heir) - Z o (Other)[ ]

X AREEOHFDHRIIESA H2H6HETT,
% This agreement of authorization expires 6 month after the signed date.



0101

0102

0103

0104

0105

0106

0107

0108

0109

0201

0202

0203

0204

0205

0206

0207

0208

0209

0210

0211

Table of Intematlonal Classification of Diseases for the use of Social Insurance

ERBRAERERSER

BREHENMRUZOMOEHEY

Certain infectious and parasitic diseases m
BREERUFERE
Intestinal infectious diseases
5B R
0301
Tuberculosis
7157
0302
Infections with a predominantly sexual mode
of transmission
FELTHMNGEEHRA T EOBREE v
Viral infections characterized by skin and
mucous rpembrane |esions_
BEERUVEDREEFEIVAIIAKS 0401
Viral hepatitis
JAIVARF & 0402
Other viral diseases
TO/DI1WNAREKE 0403
Mycoses
HE \Y
Sequelae of infectious and parasitic diseases
REFRUFEREOHR LB 0501
Other infectious and parasitic diseases
ZTOMOBRRERUFERE 0502
Neoplasms
MEY
0503
Malignant neoplasm of stomach
BEOEHHEY
Malignant neoplasm of colon 0504
BROEEHEY
Malignant neoplasm of rectosigmoid junction 0505
and rectum _
BEESKREBBTHRVEROELEFEY 655
506
Malignant neoplasm of liver and intrahepatic
bile ducts
HRUFRIBEDEBEHEY 0507
Malignant neoplasm of trachea, bronchus and
lung VI
i% SEXRUMOELETRED
Malignant neoplasm of breast 0601
LEOBHEHED
Malignant neoplasm of uterus 0602
FEOEMEREY
Malignant c'Lymphoma 0603
EM)o g
Leukaemia 0604
=Jikrd
Other Malignant neoplasms 0605
FOBOESFHEY
Other benign neoplasms and other neoplasms 0606

Diseases of the blood and blood —forming
organs and certain disorders involving the
immune mechanism

MERGEMBORBELELIRERBOEE

Anaemias

Other diseases of blood and blood—forming organs and
certain disorders of the immune mechanism

FOOmMERENFNEBLERICRERBOGE

Endocrine, nutritional and metabolic diseases

RS, RERUKHKS

Disorders of thyroid gland
RRIRIESE

Diabetes mellitus

Other diseases of endocrine, nutrition and metabolism

ZTOMDORS . RERUVREEE

Mental and behavioural disorders

HHRCITHOEE

Vascular dementia and Unspecified dementia

mEERVHEATRAOER

Mental and behavioural disorders due to
psychoactive substance use

RUERPEERICLIBRRUTHONS

Schizophrenia, schizotypal and delusional
disorders

MERBE, HELADNELBERUEBIRES

Mood [affective] disorders

Ko [BEIEE BIORESV)

Neurotic, stress-related and somatoform disorders

HREEEE, AN ABERERUVEKRRIERSE

Mental retardation

HHIREE (B

Other psychoses and disorders of action

ZDMOEBRRUTHORE

Diseases of the nervous system

HEROKR

Parkinson's disease
=X YUR
Alzheimer's disease

FILIINAI—R

Epilepsy
TAMIA

Cerebral palsy and other paralytic syndromes

o e R B U2 D fth D[RRI PEAE 1 8%

Disorders of autonomic nervous system

BREBEROEE

Others
TOBOBBEROKS



0701

0702

0703

0704

0801

0802

0803

0804

0805

0806

0807

0901

0902

0903

0904

0905

0906

0907

0908

0909

0810

0911

0912

Diseases of the eye and adnexa
BRUNEEOEE
Conjunctivitis

ﬁ Y

Cataract
=iy

Disorders of refraction and accommodation

BHRURHOES

Other diseases of the eye and adnexa

ZTODBRUVITRBORE

Diseases of the ear and mastoid process

HRUIKRREOKRS

Otitis externa
NEx

Other disorders of extarnal ear

*DONERSE

Otitis media
hH %

Other diseases of middle ear and mastoid

TDBOPERUVIHKREDNKRE

Disorders of vestibular function
AZT—)LK

Other diseases of inner ear

FOONEES

Other disorders of ear

TOfDERE

Diseases of the circulatory system

RIRBROESB

Hypertensive diseases

BmEEOKRS

Ischaemic heart diseases

EmitORE

Other forms of heart disease

FOBoIEKE

Subarachnoid hemorrhage

CHIRT M

Intracerebral hemorrhage

Hi P9 4 1o

Occulusion of precerebral and Cerebral arteries
ldiEE

Cerebral arteriosclerosis

Rx E)AREEAL (SE)

Other cerebrovascular diseases

O DR ERE

Atherosclerosis

BIAREE L ()

Haemorrhoids

F

Hypotension

{E 1 /£ fiE

Other disorders of circulatory system

TOMOERBHRDEKESD

1001

1002

1003

1004

1005

1006

1007

1008

1008

1010

1011

XI

1101

1102

1103

1104

1105

1106

1107

1108

1109

1110

1111

1112

Diseases of the respiratory system

FRBEROER

Acute nasopharyngitis [common cold]

Bt REEER (MEIRE)

Acute pharyngitis and tonsillitis
SHSEEALRUIMERHER

Other acute upper respiratory infections

ZOhO2H ERUEBREAE
Pngymonia

Acute bronchitis and bronchiolitis

BRSEXRARUVIMEEREXR

Vasomotor and allergic rhinitis

FULX 8%

Chronic sinusitis

BRI RER

Bronchitis, not specified as acute or chronic

SHEIBHEARIAEVRER K

Chronic obstructive pulmonary diseases

S EAZEIE AR &

Asthma
S

Other diseases of respiratory system

ZOMOTRBERDES

Diseases of the digestive system

HIEBRRDES

[_)ental caries
S8k

Gingivitis and periodontal diseases

HAXRUEERS

Other disorders of teeth and supporting structures
FOHOEEVEOXFHEBORE

Gastric and duodenal uicer

BRBRUTZEIRARS

Gastritis and duodenitis

B R RU+ = BB

Alcoholic liver disease

FILa—ViERFES

Chronic hepatitis, not elsewhere classified

B X (ZLa—LEODLOER

Liver cirrhosis

FEE(PLa—ILEDOLOER)

Other disorders of liver

TOMORFRSE

Cholelithiasis and_cholecystitis
BARERUBDS %

Diseases of pancreas

ey

Other diseases of digestive system

TORDBILRROKRE



XI

1201

1202

1203

Xm

1301

1302

1303

1304

1305

1306

1307

1308

1309

1310

XV

1401

1402

1403

1404

1405

1406

1407

1408

Diseases of the skin and subcutaneous tissue

ERBRURTHREDERE

Infections of the skin and subcutaneous
tissue

RS RUKTHREOBIE

Dermatitis and eczema

EERVED

Others
FOMOEBRUR THBOES

Diseases of the musculoskeletal system and

connective tissue

HEBRRUBESHEROES

Inflammatory polyarthropathies

RIEVE S RIUECITEE

Arthrosis

RAERAE

Spondylopathies
EHERE (FHELZED)

Intervertebral disc disorders

HERIREE

Cervicobrachial syndrome

ERBUSE IR BE

Low back pain and sciatica

BEERUARTHERE

Other dorsopathies
ZOHOERRE

Shoulder lesions

BOEE (88

Disorders of bone density and structure

BOEERVBEDIEE

Other diseases of skeletal muscles and
connective tissues

ZOMOBHEBRRRTEESHERDKE

Diseases of the genitourinary system

BREERROEE

Glomerular diseases

ABREEERUVBRAEMEERSE

Renal failure

BT

Urolithiasis
FREESERSE

Other diseases of urinary system

ZTOHDORBROKS

Hyperplasia of prostate

RISLARBE K (E)

Other diseases of male genital organs

ZTOOBHEERBORE

Menopausal and postmenopausal disorders

AZEEERUARRLMARE

Other disorders of breast and female
genital organs

AERVZTOMEOKIEETERORSE

XV

1501

1502

%1503

1504

XVI

1601

1602

XV

1701

1702

X VI

1800

XX

1901

1802

1903

1804

1905

Pregnancy, childbirth and the puerperium
iR, SBRUELEC

Pregnancy with abortive outcome
TREE

Edema, proteinuria and hypertensive
disorders in pregnancy, childbirth and
the puerperium

St e 1 CE S B

Single spontaneous delivery

BRBERSD R

Others
FDIDIENR., 5 BRRUECELS

Certain conditions originating in the perinatal
period

BESRICREL-FRE

Disorders related to pregnancy and fetal
growth )
IRBEURREBICEETIRE

Others
FOhoBEERICRELLRLE

Congenital Malformations, deformations and
chromosomal abnormalities

EXEFR. RRRUREBKRE

Congenital anomalies of heart

DO KRF T

Others
FOMDERZ. ERRUEBARRE

Symptoms, signs and abnormal clinical and
|laboratory ﬁndiggs. not elsewhere classified

R, MRRUVEABBERAR -RBREMR THIC
SEShGENED

Symptoms, signs and abnormal clinical and
faboratory findings, not elsewhere classified

fER. MBERURERKRAR - RERERR THIC
SESINENLOD

Injury, poisoning and certain other consequences
of external causes

B PERUTO®ROHEROEE

Fracture

Intracranial damage and internal organ damage

BENBERUVARORG

Burns and corrosions
RERUVER
Poisoning

=

=

Others
FOMOBERUVTOMONERDOZE

Important: No.1503 with asterisk is not covered by the
social Insurance.

15038
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