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Request to Attending Physician
HUE~DOBRWV

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

2 . This form should be completed and signed by the attending physician.
ZTOBRIBYENSTZAL, »OBLELTLIIEEN,

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

filled out. A/, EAB - ABRABILSE, ZOBX1IHBLETT.

Attending Physician's Statement
2 | AN B B M B

Form A
FRXA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male + Female)
BEA EREEAR) . . 31

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. )
ERsRURBEERRAERRERIEES

‘ ( No. )
8 . Date of first Diagnosis
wvZa
4 . Days of Diagnosis and Treatment
LA days
5 . Type of Treatment
BIROSE
[ Hospitalization =~ From / / to / / ( days)
ABr B / / E / / ( A i)
O Outpatient or Home Visit B | /I / /
ABEst d . / A -
6 . Nature and Condition of Illness or Injury(in brief)
FER DR
7 . Prescription, Operation and any other Treatments(in brieD
Wi, FHEOMORBORRE
8 . Was the treatment required as a result of an accidental injury? ——— O Yes [0 No

ERIIESEOEBEILLD>LOTTN,

9 . Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREHELE. SHIBYEICEEFREONR  RABILLD

10 . Name and Address of Attending Physician

BYEOLFRCER
Name Last(f) First(£) Title(# %)
Address  Home(B%) e .. Phone(zH)
Office (BT T/ 13 F2HEFR) Phone
Date(H {3) . . Signature(¥4)

Attending Physician(id 4 [&)
Reference Number of your Medical Record(f applicable)

BREOEF




LA R

2. 4 ROERRRAERKRIRES

6. EROEE
7. 0%, FHEOMBONEOEE
iRE
E5T
K4

b




Request to Attending Physician
HUE~DOBREL

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

2 . This form should be completed and signed by the attending physician.
COBRITBYENTEAL, »OBLLTIEEY,

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

filled out. &BH. E1AB - ABSEICOE, ZOKN I BBLETT,

ltemized Receipt

8 I BB M =
Form B
B
(1) Fee for Initial Office Visit # ® ¥ $
(2) Fee for Follow-up Office Visit # & B3
{3) Fee for Home Visit Eed 2 ¥ $
{4) Fee for Hospital Visit A B E OB MBS B
{5) Hospitalization A 3 ®$
(6) Consultation # = %3
{7) Operation F o *s
(8) Professional Nursing Bk EEORS
(9) X-Ray Examinations X % B & %8
{0 Laboratory Tests* OB ' R * Please fill in the
$ content of the
B 3 Laboratory Tests.
$ “HEREONEEXLRALTS
. S e Ty T FA,
(1) Medicines™** E E S #® ** Please fill in the name
$ and the amount of the
3 prescription of an
$ individual medicine.
$ A F LT A8 & DDA
. $ ERATALTEE,
{19 Surgical Dressing 2 # RS
(13 Anesthetics i3 34 ®s
(4 Operating room Charge FH E R OABS o
(15 The Others(Specify) oMt k)
3$
$
$
$
(1§ Total & S __ Unitis
WEEAL

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

T SRS ERICEERRLZOLOIERO TS,
Name and Address of Attending Physician

BYUEDARIRUMER
Name Last()  First(4) Title(¥55)
Address Home(HE) = o ~__ Phone(#3f)
Office (R BE T/ IR HEID Phone
Date(B 1) . . Signature(B4)

Attending Physician({8 4 [E)
Reference Number of your Medical Record(if applicable)

BEBEOES
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1. This form is used for claiming the social insurance benefit.
CoRRIHSRROBADRBER SN ET,

2. This form should be completed and signed by the attending physician.
DOBRIHBEEREE, HOBLRLTLIESVY,

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

£HE, AR ARAEILH Z o1 BB ETT,

Form A= A)
Attending Physician’s Statement
PRARTHE (ER)
1. Name of patient (Last, First) Age(Date of Birth) Sex(Male + Female)
BEL E4EEAR) HHEB - &)

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

of Social Insurance

#Rt
3. Date of First Diagnosis : , 20
M A
4. Day of Diagnosis and Treatment : days
PRBK
5. Type of Treatment
HEROIR
0 Hospitalization : From , 20 to , 20 ( days)
N B = ( A )
O Out patient or Home Visit: , 20 to , 20
NG , 20 to , 20
6. Nature and Condition of Illness or Injury (in brief)
FEAR DB
7. Prescription, operation and any other treatments (in brief)
. FFEDMOREORE
8. Was the treatment required as a result of an accidental injury ? Yes O No O
BRI EHOBEICIILDOTT N, =4 AV &
9. Itemized amounts paid to Hospital and/or Attending Physician : Form B
BRER %X B
10. Name and Address of Attending Physician
BUEDLMR ER
Name 4§ : Last % First 4
Address {EfT : Home BE Phone
Office #le X I3 E27%EET Phone
Date Hf{¥ Signature &4

Attending Physician #HYE
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RECEIPT (DENTAL) Form B (#3B)
AT (R

Request to Attending physician
EME~BE
1. This form is used for claiming the social insurance benefit.
L OBKIIHESERROBFHOPIHIZERENET,
2. This form should be completed and signed by the attending physician.
T ORRITHEYENTEAL, BALTLES Y,
3. One form for each month, one form for hospitalization outpatient and home visit.
£BE. AB - ABRAEICH Z0RK 1 BBLETT,
Separate receipt required for prescriptions.

EAHEHIMNIZA TR R RGOZ L,

Permanent (FEH%D4% Fris X UERAL) Baby teeth (FL#8)
87654321 | 12345678 vVvmIol |1 1my Vv
87654321 | 12345678 VvmOoI | 00N V
Identify examined teeth : (3% ¥ 2 ¥4 O CHALRA &2 D)
- Cavity (C) (%) - missing teeth (F) ()X#) - stomatitis (G) (RHNR)

. Phrrhes alveolaris (P) (Wi4#M8¥%) - extraction needed (Z) (Eik#)

Date of First Diagnosis (#]82R)

Days of Diagnosis and Treatment (B#%1T>7<E B ) day (RT[H)

Office Visit Fees (ZUrEH

Examination Fees ({756l

X-Ray Fee (L 4 V)

Other (£ D)

Service (J55% L72 DAL & IBFEOER)

Describe when gold or platinum was used

(GEEMENC S, BEEHALL L TIIHRL TS

« Filling (ETA)

- Inlaying (£ ¥ L =337 v L—)

+ Capping (metal) (&B7)

+ Jacket capping (VY x & v b)

- Capping connected (¥ TERkBEHE)

Chipped Teeth (KiRii % #igk L7128 £ ORI & &)
- Bridge (7)) v ¥)

« Partial artificial teeth (FR%RsEH)

- Total artificial teeth (#23%HT)

Name of Hospital or Clinic (i XX #ET4 1) Total (&H)

Signature of Doctor (Y EE4S) C?;:ré\ni%yé))aid

Date (Bf{)




#X (B) 0#RX
RECEIPT (DENTAL)
EIAEE (PR
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PREToHEBE
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Request to Attending Physician

HYE~DOEEWN

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

T OBAIIBEORBRROBMAOFHEIILETTOT, ERLBANLET,

2 . This form should be completed and signed by the attending physician.
T ORFUTIEYEMNRTEAL, POBZHLTLIHEIWY,
Form C 3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
g C filled out. HAE. TABR - ABRSABIIE, ZOKRA I KHPLETT,
Attending Dentist's Statement
- M B RADHME
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEL o ERUESEAR) 51
2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
vi2a (23 Rk days
Permanent tooth , Primary tooth
AL ARARAR A A
(Upper),-\ ' ,.\’\ \"“‘.‘ “u"l
Hanwcobaofocosceraa]siflanc:a D E
] = 6] T
R -A < creaCcici: PooR e 3% croren | e 3
wer, : Ly
= WWT VTV WWW = i | Qi
Type of Treatment {EFDHE
Dental Treatment Localization of Teeth Examined ' Date Fee
WRAHE BRI MO. DA.| YR. RER
linitial Office Visit  #1&2%}
X —Ray Examination LM UARE
Dental Pulp Extirpation 1kK&#
Operation  F#f
Extraction K
Filling Ji%
Inlay Avb—
Metal Crown &BHE
Post Crown  &EHE
Jacket Crown Yx¥7vbi
Bridge Work 7VYv¥
Plate Denture  HHKIEHE o
Partial Denture RSN
Complete Denture  R#EW
Treatment of Pyorrhea Alveolaris
1 HE AR R AL R _
Medicine %3
The Others T 0f
L Total A5t
Name and Address of Attending Physician
AYEDCAMRUER
Name  Last(f) _ First(£2) Title(¥:5)
Address Home(HE) Phone(Bi5)
Office (b 72132250 N Phone
Date(R {) Signature(# )

Attending Physician(f8 %)
Reference Number of your Medical Record(f applicable)

BEREOES
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BECHHIEAEE CBIARER)

Agreement of Authorization

AMPBALAE  Starting data of medication Year % Month A Day H
“BBE patient

(BF® Name of patient)

(AT Address)

(8% AH Dateofbirth) Year £ Month R Day H

£REBERBRMES @P

B (REER ) \ f. £ ESRRERESOBAXE, £ES
REGREANEHL-BEEN . BNRERREERICHLER (MRITAZITOE
B B . BRND) ERET 510, BRESORREICL>T, RRITAEITFFIHE
SEAL. BBENLBSI AT HEBORBERTHLICABLET .

"I'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.

EZH4 ¥# Signature

EZ(3. ABEZHRARTOTTFEN, 4E, ROBEIL, BIEE (RADRBREDS
gg?&;;&?k(*kﬁﬁﬁ*&i&ﬁkwiﬁé) CEEESEA (BKANEELTLSES) A
TLIEELY,

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)

({£FT Address)

(Bft Date) Year £ Momh A Dy H
(8E&LDBFE Relation to the insured)

AA(Seld) -  @HE#F (Guardian) - iEEARFEA (Hei) - Zofi (Othen)| ]

% AREEOHDYRITIESR AL AR T,
X 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 Intematiopal Classification of Diseases for the use of Social Insurance

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

MARVEMBOKERV I REREDEE

Anaemias

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

FOHOMERVEODBEOKELWIcRERBORE

Endocrine, nutritional and metabolic diseases

RS, FRRURBIERS

Disorders of thyroid gland
RARBRIEE

Diabetes mellitus

RRA

Other diseases of endocrine, nutrition and metabolism

ZDHDORD B KERURMRE

Mental and behavioural disorders

RUHRUVTBHOME

Vascular dementia and Unspecified dementia

mEERVHATRHEOER

Mental and behavioural disorders due to
psychoactive substance use

BRERAYEERICLIABRUITHOMRE

Schizophrenia, schizotypal and delusional
disorders

BMAKME, HELAELEERURBLES

Mood [affective] disorders
K RBIEE BS5OKREET)

Neurotic, stress-related and somatoform disorders

WHREREE. AN ABERERVERRBRIENE

Mental retardation

MR (BER)

Other psychoses and disorders of action

ZOHOH B RUTHORE

Diseases of the nervous system

HREROEB

Parkinson’s disease
IR—F YR

Alzheimer's disease

FIIINAI—R

Epilepsy
TADA

Cerebral palsy and other paralytic syndromes

Bt R U Z DD R IEERE

Disorders of autonomic nervous system

BRHBZEROMEE
Others

RERIRAERERSER

Certain infectious and parasitic diseases m
BELAFERUFTERE
Intestinal infectious diseases
BB R E

0301
Tuberculosis
517

0302
Infections with a predominantly sexual mode
of transmission
FELTHMEEBHAELOBRE -
Viral infections characterized by skin and
mucous membrane lesions
BEERUBEOREEESVIIILAKE 0401
Viral hepatitis
VAR % 0402
Other viral diseases
ZOHDIINREKE 0403
Mycoses
HEAE \'
Sequelae of infectious and parasitic diseases
REAERUFEREOHR  HBE 0501
Other infectious and parasitic diseases
FDDEEERUFTERE 0502
Neoplasms
HEY

0503
Malignant neoplasm of stomach
BOEHTEY
Malignant neoplasm of colon 0504
BROELEHEY
Malignant neoplasm of rectosigmoid junction 0505
and rectum _
ERSKREBBTIRVEROESRFTEYD 0506
Malignant neoplasm of liver and intrahepatic
bile ducts
FRUFRIBEDBENEY 0507
Malignant neoplasm of trachea, bronchus and
lung Vi
(B SEXRUMOEMTEY
Malignant neoplasm of breast 0601
HEOBHEHED
Malignant neoplasm of uterus 0602
FEOELHEY
Malignant I;.ymphoma 0603
BN E
Leukaemia 0604
=¥
Other Malignant neoplasms 0605
FOOBEHEY
Other benign neoplasms and other neoplasms 0606
BHEFEDRUTOROFEY

ZTDBOBFEROER



0701

0702

0703

0704

0801

0802

0803

0804

0805

0806

0807

0901

0802

0903

0904

0905

0906

0907

0908

0909

0910

0911

0912

Diseases of the eye and adnexa
BEUHBREOES

Conjunctivitis
by L E73

Cataract
(]

Disorders of refraction and accommodation

BHRUVRAKOEE

Other diseases of the eye and adnexa

ZOOBRUFTRBOKE

Diseases of the ear and mastoid process

HRUAKRREOKRS

Otitis externa

4 9:8 13

Other disorders of extarnal ear

TN EERS

Otitis media
hH#

Other diseases of middle ear and mastoid

TDDOFERVAKEREDEE

Disorders of vestibular function
AZT—)LR

Other diseases of inner ear

TOMORNERS

Other disorders of ear

TOOEERE

Diseases of the circulatory system

FEIRBAOEKS

Hypertensive diseases

BOEEORE

Ischaemic heart diseases

i DR B

Other forms of heart disease

FOMDOLES

Subarachnoid hemorrhage

CHIRT H i

Intracerebral hemorrhage

b P i

Occulusion of precerebral and Cerebral arteries

fE 2

Cerebral arteriosclerosis

hk B BREE 1L (£E)

Other cerebrovascular diseases

ZOiONNERS

Atherosclerosis

BIAREE (L (fE)

Haemorrhoids

Hypotension

{EMmERE

Other disorders of circulatory system

TDHOERBROKSE

1001

1002

1003

1004

1005

1006

1007

1008

1009

1010

1011

X1

1101

1102

1103

1104

1105

1108

1107

1108

1109

1110

1111

1112

Diseases of the respiratory system

RBROESD

Acute nasopharyngitis [common cold]

Bt REEL O EIRE)

Acute pharyngitis and tonsillitis
AUSWAXRURIERHR

Other acute upper respiratory infections

TOhO B EREBRRAE

Pneumonia

Acute bronchitis and bronchiolitis

BHAEXRARUVMEMNER N

Vasomotor and allergic rhinitis

FULX 4R HK

Chronic sinusitis

BRI R AR 2

Bronchitis, not specified as acute or chronic

ST LBARINGVIER &

Chronic obstructive pulmonary diseases

B BRI IRS

Asthma
HE

Other diseases of respiratory system

ZDHBOFFRBFRDOKS

Diseases of the digestive system

HeRROKE

[_)ental caries
S#h

Gingivitis and periodontal diseases

WAXRUERKS

Other disorders of teeth and supporting structures

T DOBERUROXIFHERAOES

Gastric and duodenal ulcer

BRABRUAZERAS

Gastritis and duodenitis
BRRUTZIBB %

Alcoholic liver disease

FLa—LiEsFES

Chronic hepatitis, not elsewhere classified

BEFX(7ZLa—LE0L0ER’RO

Liver cirrhosis

FEZ(ZALa—NLE0LDERR)

Other disorders of liver

TOMOIRS

Cholelithiasis and__choiecystitis
BERERUVBEOS %

Diseases of pancreas

[y

Other diseases of digestive system

TOMRDHLBROKE



X

1201

1202

1203

X

1301

1302

1303

1304

1305

1306

1307

1308

1309

1310

Xw

1401

1402

1403

1404

1405

1406

1407

1408

Diseases of the skin and subcutaneous tissue

BERBRURTHROKE

Infections of the skin and subcutaneous
tissue

RERURTHRBORRE

Dermatitis and eczema

RRRVES

Others
FOMOEBRUERTHB/NES

Diseases of the musculoskeletal system and
connective tissue

HEERRUESHROKSE

Inflammatory polyarthropathies

RIS RIBIMER
Arthrosis

Spondylopathies
HHEE (FEELXED)

Intervertebral disc disorders

MMIRIEE

Cervicobrachial syndrome

ERBEAEAREY

Low back pain and sciatica

ERERUVAFTHER

Other dorsopathies
ZTORDERREE

Shoulder lesions

BOFE (R

Disorders of bone density and structure

BOEERVIBEDCHE

Other diseases of skeletal muscles and
connective tissues

ZOMOBHBHRRRVEAEROKE

Diseases of the genitourinary system

HREERROKRSE

Glomerular diseases

HREBRGRERUBREEMEALEKR
Renal failure

B1LE

Urolithiasis

REBHTE

Qther diseases of urinary system

FOHORBROKE

Hyperplasia of prostate

RIS ARBB K ()

Other diseases of male genital organs

00 BiEERBRORE

Menopausal and postmenopausal disorders

AREERUVARELNERE

Other disorders of breast and female
genital organs

AERUZ OO K EEROKSE

XV  Pregnancy, childbirth and the puerperium
R, HRRUELEC

1501  Pregnancy with abortive outcome
il

1502 Edema, proteinuria and hypertensive
disorders in pregnancy, childbirth and
the puerperium

S 8% I AE 4% B¥

¥ 1503 Single spontaneous delivery
HBRR

1504  Others
ZOHOER. SRR UVELCL

XVI  Certain conditions originating in the perinatal
period
AEMICREL-FE

1601  Disorders related to pregnancy and fetal
growth
MRBUBBREBICHETIRE

1602  Others
ZDOBEMITRELIREE

XV Congenital Malformations, deformations and
chromosomal abnormalities

HXHH. TRRUREARRE
1701  Congenital anomalies of heart
DO KR XFR
1702  Others

FOBDOERTH. ERRUREHRRT

XVl  Symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere classified
AR, MBRRUREHKMR - REREMIATHIC
SEINGWLD

1800 Symptoms, signs and abnormal clinical and
faboratory findings, not elsewhere classified

FR. BBERUREERM R - REREMRA THIC
FASHhELLD

XIX Injury, poisoning and certain other consequences
of external causes

BB PERUTOMROITRORE

1901  Fracture
B

1902  Intracranial damage and internal organ damage

EENBEXUVARRORAG

1903 Burns and corrosions

RERUVRE

1904  Poisoning
hE

905 Others
ZOHOBRERVEFOMONEROER

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

1503%F OKEIIRERRIGERShELEA.



