TR E | FEE T &
o R FEEEE AR E
UETE £ A £
§ R R K 4
AR R 5 D
& £ & A B ® A A
=2 KAl FH DI AHOE AL, F itk B F 52 TR ALEEN,
T
W R R E O
TEL. - -
B E | O ATEEORNEEEE~BILET. (BLT5011D)
oM % T4
% ik 2N oE B | FBRA -
é—f ﬁ ”’ Z Hj{’ ML
AR B £ 5 0
; 3 W £ 721X
Beoom oA R Fo4H
e e i O B | sk AR R
- , ]\Igrb']\ﬁrb% o N
%ﬁ%%gﬁ;fﬁ 4 i@ (OCHL ABE - ABEst
JL -
2 S I s T BT B4,
£ 4 B~ BgicEm L | e
E? 7% ﬁﬁ FEﬁ
# A4 B # &m | & w | me
N - thakH — (BT IS 5 H)
,’;El;l', ;'ZE fﬁ) Tf,% ng EMEH ¢ B AREMICR T 2 E OB IO CiE
£ « Z- A (2 ) By B Oa Y — AR
wmogomnic | M EH A
| 1 e E cH R BRRE T, EE A AL B T AT LA L E T,
iﬁ% 0. W DI T T AR I B AL T B LA S, fl
SRR 1. 2. 09h, HETBERICOEHF TS,
//ﬁ, 8 \\
(1) L T | < B G TR F R L TS0, X A

(E2) HIRRE LD B HR B IR TIA T NI HEEE AR R T 55613
HEPRAL S ETTHRLIZEN,

(FE3) @b o3, R, #5404 PR LR E9,
-5 E LS~ DA Z A LESNDTIT 1L, BRI A PR, A HER S, HIEAFRD
HERETELLO DAL —ZIRM L TTEE, FRIAITHEIRRE AN O HEICIRVES, )

FRERREHES (RS.2)



[EEEH]

L. SN COLEE T JRAT T O BUGOBITN DT EFR R, RS IVRERBHL A5
FESNET,
XA D EFRIEBE T OIRTRE HAIE L TSN HT T2 B3, MR O SHR /BRI T,
XEERIIRIT, TR B AT A OB HINL2ETT DT, THROMNITFREL TS,
ST DR - IR 3 R - A COREBEZ TR - 3655 L O RIBIZOW TR XG4T

2. WFEICHLEESHIT, s IRERE -FRER hHiEE) . [HEXXA-B-C),
RN EDFA ], FHEICEDLAREE T,
BN 2L TG KA - BA R Al 7 3R BRICRE B 2 (KL T<ES0,
HENIZZ LA AECA R E F7 1R BRIZGERA 2R HE L CTLTE SV,

3. FHEW (BEUA-B-C) ZHZHUCHIFCA - B-C~ B AZERA AL B 1324
BSEIL TS0, (RADEIIRL7- 5 A b AR

4. HEEET 2B T 2 H UA~AR) e R T AR ARk, 25
(BEAMLTT) Z SN IR ERR L TLIZE W, A E72h30) ATE B O BRI 2 1 D W &
TR SN DTN T,

5. AAREMEFETHIEEORFBE I OWTL, FA e (R i S - 2—
V) DBELERFLTTEEN,

6. XEBLSNTERMUIEA T, FRRoEFEEH O THIZE S, S AR — NS UM FERT T-
HENERCEABE OFELERMN LTSN,
B) RAR—=F DA, TR D=8 HEEO AE - HEOFFE AR TEH— |
7. HEEERIT, FEPUREH TTRHTIEINY,

8. HEIIUL, THEFEEIM ) ~FEAZ L TTES W,

FRERREHES (RS.2)



Form C 1. This form is used for claiming the social insurance benefit.
R C Z ORI SRR OB ORFEICEH SN ET,
2. This form should be completed and signed by the attending physician or the
superintendent of a hospital/clinic.
ZORMTHYENREFEE, OBALLTEFIV,
3. One form for each month and one form for hospitalization/outpatient home visit.

HH L. ABE - ABA D ok S 2 OB BT,

Attending Dental's Statement and Itemized Receipt
RN AERME Gk I E

Name of Patient =Z2#4% Age #lin Sex (Male : Female) 15|
Date of First Diagnosis Days of Diagnosis and Treatment
W2 H P A days

Localization of Teeth EB{if

Permanent Teeth  7K/A Deciduas Teeth b
87654321 |12345678 edcba | abecde
R L R L
87654321 |12345678 edcba | abcde
1. Name of Illness 554
1. Dental Caries HfHiE 2.Missing Teeth K18 3.Pyorrhea Alveolaris i [ 4.The Others D1t

Localization of . Medical care date .
B ZES s
Teeth Examined b Material =~ ##t MO. 1 DA | YR, Fee 1%

2.Dental Treatment #£HEH#E

Initial Office Visit #Ji2 ¥t

Fee for Follow-up Office Visit A2k

Hospitalization ABEE}

X-Ray Examination L' > M7 fad

Dental Pulp Extirpation k%8

Operation F-fff

Extraction $KH

Filling FE4

Inlay AL —

Metal Crown 4 & it

Post Crown fiGe i

Jacket Crown ¥y i

Bridge Work 7V

L O I O I SO R S A S O I R I R A R

Plate Denture A K FEH

Partial Denture JE&lF
PN

Complete Denture ¥ 75Hi

* Treatment of SR L

Pyorrhea Alveolaris

* Medicine #3&

*

The Others(Specify) =Dt L)

Receipt day LA Mo. DA, YR. Total £

Name of Attending Physician / Address of Hospital or Clinic.
824 = D4 Fil & OR B

Attending Physician Name #4#(j : Last i First 4

Name of Hospital or Clinic J&BeE7=IX2 T4 #r

Address of Hospital or Clinic J#Pg E72 X2 AT :

Date Hff Signature E4

F REZERRIEHES (RS.2)
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AT D 2 [ HE

Agreement of Authorization

- JBEBAAA A (Starting date of medication) (FE ) £ (Year) H (Month) H (Day)
« B (Patient) (WHFBEXLZIW)

(BE4) Name of patient)

(F FD Address

(A4 H H) (Date of birthy (FHE) £ (Year H (Month H (Day

F REERERBEA

B OREEZITZE) . 1L, F REEFRBHEG ORE UIF REFRBHLE N EFE Lo FEEDN, MMNERLBFHERICH 2 EE (FRETH
AT~ HEE, AT, WBEANE) 2MET 570, HEEEORMESIC L > T, BRITARIToHITREZITV., YEZENLREITHT S
BFWORMEZTHZ LICHAELET,

Flo, EFERICHTZD . NAR— MO a—RBRE LR HG5I2IE, NAKR— M F REBFRBESICIR T T2 Z SO TCRELET,

To: FR Health Insurance Organization

T (patient who has received treatment) authorize FR Health Insurance Organization 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

Signature

FH - WHNT, BREZIT AN T TS, ok, ROBEIE, BESE (RADRRKEDOES) | BERRAN (KADBBRERERRADOSE)
EEMBA (KADPELTLTWDHE) BEA. HIL TS,

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

(FX 4) (Signature)

(f£ A1) (Address)

(B ff) (Date) E (Year) H (Month H (Day

(H3&5 & 0Ef%) (Relation to the insured)
AN (Self) -« BiMEHE (Heir) - JBEEMFA (Guardian) - ZOfh (Other) [ ]

X AKREEOAHIRITESA B 1SG6 5 HRTY,

¢ This agreement of authorization expires 6 month after the signed date

R, EOME, EEREENOITEDORIBEERCEMLR 2 EE2 RO ONTLE, IEOEHICHNEREATRES Z N8B 7,
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.

FREEEEFRIZM & (R8.2]



