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Request to the Dental Surgeon Qb $;|-
o R
SEEEATA D SFEL s
1.Please fill in form so that the patient may claim the social insyrance benefit.
CORKIEIBEDOHRRROBMTOBREFEITHETT D TIERAZHSRBELILET,
2.This form should be completed and signed by the Dental Surgeon.
COBRRTEMEMNESHDBRAL TS,
3.0ne form for each month should the filled out. A &BICZDHKX 1WA DLETY,
4If not in dollars please specify the unit use KILLINADE¥EDIZEIZZT DL REFZNTLEELY,

Itemized Receipt(Dental)

TEUNBAHAE (s Rl
Name of Patient(last,first, Age(Date of Birth) Sex(Male * Female)
BEA FE(EEHARB) TR (5B -%&)
Date of I:_irst Diagnosis . D_ays of Diagnosis and Treatment days
RS =R H &l
Localization of Teeth ER4SL
Permanent Teeth 7K A B Deciduous Teeth FLBg
R 87654321112345678, np edcbalabcode |
8 765432 2345678 edcba]| abecde
I Name of lliness &% %
1.Dental Caries St 2 Missing Teeth R#8  3.Pyorrhea Alveolaris t#&Efle/F 4.The Others ZMD{th

I .Dental Treatment B2 [Localization of Teeth Examined FBR S ER{iI| Material #1%} | Fee BEE
TInitial Office Visit % $
2.X—ray Examination X #R{&2& $
3.Dental Pulp Extirpation #x&# $
4 Extraction R $
5.Fillng FiE $
6.Inlay AL— $
7.Metal Crown/resin & E % $
8.Post Crown by o] $
9.Jacket Crown /vy $

10.Bridge Work PIPP 8

11.Plate Denture BREE
Pratial Denture ISEiEAE $
Complete Denture e AL

12.Treatment of HERER $

Pyorrhea Alvolaris W&

13.Medicine P 52 $

14.The Others Z Dt $

15.Total &5t $

Name and Address of the Dental Surgeor lFIERMD K& R ERT

Name &H] : Last ¥ First 4 Title Fp5
Adress {XfT : Home HBHB¥E Phone %&E
: Office  HEIERR Phone TEZ

Date H{# Signature & 4

X WHEOBERICH->TDIEFE
O HOBERFIBHRICAIGYFER A, L. ERMEBHEOZREIZBHRIZGYET,




(Bl M)

HEICEDIEES

Agreement of Authorization

6 % B fn F H H

(Starting date of medication Year Month Day)

B
(Patient)

BOH A

(Name of patient)
= 30}
(Address)

A A H (= A H
(Date of birth Year Month Day)

PNUREL R 3E S RS I

FLORBEZITTAE) | (3. KB B i A AR PR A Ok B S KBk
H i B R IR BRAL B N R FEL I F A N IMR R R B EHICO 0 F R (RBRITRHEITo1
HIKf, 50T, RN 2B 35720 HaE EHORMEICL > T MBI LT 7B ITRE
ATV, U E PRI oMot EZ T2 LICFBELEY, O

Fo, EREHERICHIZN NAR = DA =P ELRDGEITE, AR — MK B S H AR
Bt A I Cin T 02 b e TRIEL 7,

To Osakajitensha health insurance society

[ (patient who has received treatment) authorize Osakajitensha health insurance socity 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, 1 agree to submit a photocopy of my passport if it is necessary along verification process written above.

=Ll

(Signatere)
BT AREEZITTEARADMTOTTIIN, 728, ROLGEL, BIHEH (RADBKKFEOLE) .
Ejifjj(ﬁéﬁ/\ (RADRAFE RANDOEEA) AEEMBEAN (RADFELCLTWAIGE) NEAL
L&Y,

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.

K 4
(' Signature)
F Pt
(Address)
H s+ (5 H H
(Date) (Year) (Month) (Day)
BEEOREKR . AN - BHEE - BTN - TOMI( )
(Relation to the insured ~ : Self + Guardian + Heir * Other )

KAREFOAZMIRITES HO30 AMTY,

2 This agreement of authorization expires 3 month after the signed date.



This form is used for claiming the health insurance benefit.
COMNKIIBEREDHBRFTOBRBIZERAINET, L= *4
ATTENDING DENTIST'S STATEMENT ES|
WREZENSHEE
Name of Patient Date of Birth Sex OM OF
BEA A4 AH 4 7l B2 %
Initial Office Visit Days of Services days
#iZH B 4=k
Tooth Number B&IX
Permanent Teeth 7K A B Deciduous Teet ZLi
R87654321|12345678L Redcbalabcde
7 5 5 7 edcbalabcde
Services Teeth No. Fee Services Teeth No. Fee
PEAR LI e A AES LI e
1.Examination 8.Filing  Amal 1serf
PE FE T 2serf
AN 3serf
2 Xray Bite—wings X
Lohgry BRER Comp 1serf
Periapical X B5 2serf
RAER LYY  3serf
Panoramic X [i2]
IN/ S
Models 9.Inlay / Onlay
RATALETIL AoL—FoL—
3.Medication OYes [ONo
Prk 10.Amal / Comp. Build-up
4 Prophylaxies / Scaling TRIVAL-EALDY
3P waKRE kDX EEE
Fluoride Post ¢ Core
Tt Em AZ)Lay
5.Extraction
R 11.Crown Porcelain / Gold
6.Periodontal Scaling / Root Planing 7 R—tEL2-&
WATEARE-EEFEEEL
Gingival Curettage Silver Alloy
EEEE ek
7.Pulp Cap Others
HHEE ZDith
Pulpotomy 12.Bridge Work Abut
AT - 1R AR Ty *XBE
Root Canal Therapy
REBE
1Canal Pontic
2Canal 'S—
3Canal 13.PlateDenture
RE BR=EH
14.0ther
Z D
Total
Name and Address of Dentist / Office Fee

B =R D KB R UMERT RIFE B ER O 2 ¥R R U AT

Date
Bt

Signature

Z4




Request to the Dental Surgeon Qb $;|-
o R
SEEEATA D SFEL s
1.Please fill in form so that the patient may claim the social insyrance benefit.
CORKIEIBEDOHRRROBMTOBREFEITHETT D TIERAZHSRBELILET,
2.This form should be completed and signed by the Dental Surgeon.
COBRRTEMEMNESHDBRAL TS,
3.0ne form for each month should the filled out. A &BICZDHKX 1WA DLETY,
4If not in dollars please specify the unit use KILLINADE¥EDIZEIZZT DL REFZNTLEELY,

Itemized Receipt(Dental)

TEUNBAHAE (s Rl
Name of Patient(last,first, Age(Date of Birth) Sex(Male * Female)
BEA FE(EEHARB) TR (5B -%&)
Date of I:_irst Diagnosis . D_ays of Diagnosis and Treatment days
RS =R H &l
Localization of Teeth ER4SL
Permanent Teeth 7K A B Deciduous Teeth FLBg
R 87654321112345678, np edcbalabcode |
8 765432 2345678 edcba]| abecde
I Name of lliness &% %
1.Dental Caries St 2 Missing Teeth R#8  3.Pyorrhea Alveolaris t#&Efle/F 4.The Others ZMD{th

I .Dental Treatment B2 [Localization of Teeth Examined FBR S ER{iI| Material #1%} | Fee BEE
TInitial Office Visit % $
2.X—ray Examination X #R{&2& $
3.Dental Pulp Extirpation #x&# $
4 Extraction R $
5.Fillng FiE $
6.Inlay AL— $
7.Metal Crown/resin & E % $
8.Post Crown by o] $
9.Jacket Crown /vy $

10.Bridge Work PIPP 8

11.Plate Denture BREE
Pratial Denture ISEiEAE $
Complete Denture e AL

12.Treatment of HERER $

Pyorrhea Alvolaris W&

13.Medicine P 52 $

14.The Others Z Dt $

15.Total &5t $

Name and Address of the Dental Surgeor lFIERMD K& R ERT

Name &H] : Last ¥ First 4 Title Fp5
Adress {XfT : Home HBHB¥E Phone %&E
: Office  HEIERR Phone TEZ

Date H{# Signature & 4

X WHEOBERICH->TDIEFE
O HOBERFIBHRICAIGYFER A, L. ERMEBHEOZREIZBHRIZGYET,
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