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Form C 1. This form is used for claiming the social insurance benefit.

2. This form should be completed and signed by the attending physician or the
superintendent of a hospital/clinic.

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

Name of Patient

Attending Dental's Statement and Itemized Receipt

Age Sex (Male : Female)

Date of First Diagnosis

Days of Diagnosis and Treatment
days

Permanent Teeth

87654321 |12345678 edcba | abcde

Localization of Teeth
Deciduas Teeth

R

87654321 |12345678 edcba | abcde

L R L

1. Name of Illness
1. Dental Caries

2.Missing Teeth

3.Pyorrhea Alveolaris 4.The Others

2.Dental Treatment

Localization of Teeth Medical care date

Examined Material MO. | DA. | YR. Free

* Initial Office Visit

Fee for Follow-up Office Visit

Hospitalization

X-Ray Examination

Dental Pulp Extirpation

Operation

Extraction

Filling

Inlay

Metal Crown

Post Crown

Jacket Crown

Bridge Work

K| K| K| K| XK KR K| R K| R K

Plate Denture

Partial Denture

Complete Denture

* Treatment of

Pyorrhea Alveolaris

* Medicine

* The Others(Specify)

Receipt day Mo.

DA. YR. Total

Name of Attending Physician / Address of Hospital or Clinic.

Attending Physician Name : Last

First

Name of Hospital or Clinic

Address of Hospital or Clinic

Date

Signature

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]



