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This form is used for claiming the health insurance benefit
Z ORI ERERR O/ O BFEICHEH S E T,
ATTENDING PHYSICIAN’ S STATEMENT

2 R N

=\ oM &

Name of Patient Date of Birth Sex OM OF
BHE4 EHAH el % e
Diagnosis / Symptoms 0O Sick %I
VAR TN [J Preventive care TFHIURIE
[0 Pregnancy in nomal condition 1F &I D IFHE
Description of Services Fee Description of Services Fee
PCINAE B TCINE B4
l1Outpatient 4k 7 Inpatient N
From to
. =
Date of Services X2 H (Admission APg) (Discharge B[5%)
Initial Visit(in this case) VoW A Total &FF Days H
Doctor’s Fee  APEHpEFEH
Subsequent Visit 2
Room =B
Food BEHREE
Home Visit fE@2 8 Operation  Ffff
Fixation [&/E
Total &t Visits =]
Dressing Vit
2 Medication J&3K O vyes O no
The kind of medicine  FEA|DFEEE Total Other Procedure (specify) ZFDfthdiLiE
1.
2. .
9 Anesthesia BRI}
3.
[J Local [J Spinal [J General
3 [ Injection K F - ik 0 IV treatment i Sk Eeiil eH
The kind of medicine  FEHK|DOFE¥H Total
1 10 Operation / Emergency Room
’ Foi= BRATEE
2.
; 11 Radiology R 2

4 Laboratory / Clinical Exam (specify) B

O X-ray VWM vzl

O cr avt’ a-h-WrfE e

a

0 Urine R

OO Blood 1M

O

O ECG (EKG) M

O Ultrasound #FHMRA

U

O
5 Physiotherapy times

MR

6 Medical Supplies % B

12 Others(specify) ZDfih

a

a

a

a

[0 Medical Certificate 2

Name and Address of Physician / Hospital, Clinic, Office
Al 0D Fao4a M OMERT SUTIERE. 2 WEFT D4 ik % ONPITTE Hi

Total Fee
&gt

Reference Number of your

Date Physician’ s Signature

H AT % fifi D B4

Medical Record (if applicable)
PR DOFE

09-07



HECEHZFEES (Agreement of Authorization)

- JBREBALA B (Starting date of medication) . (Year) H  (Month) H (Day)

- BE 4 (Name of Patient)

« (£FT (Address)

- A4 H H (Date of birth) £ (Year) H (Month) H (Day)

—ZEERR R R RS

L REEZTH). (3, ZZEEAR ORI A OB U3 = ZE AR IR BRI B S ERE L
ToHEPTS, MEAMRE R G EHICH 2552 (RBITHZIT oo AR, HET, MENE) 2RI 5720, HiEEH
I L > TURBITRHEZIT o LB RS 2TV YA P ORI T 21 RORMEEZ T L LICFABELET,
Fo. ERMERICHZY NAR— MO a v —RNUNELRDGEITE, NAR— & ZZEERERERRA T RR T
LZEHPFETHRELET,

To:Mitsubishi Electric Health Insurance Society

I (patient who has received treatment) authorize Mitsubishi Electric Health Insurance Society 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 the 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.

E4 - N (Signature)

B4 - ENT, WBREZT RN T TLIEI N, B, ROGEIEL, BHESLS (RARKBEOLS) . BFE% A
N (RADEAEY S RANDOEE) . IEEMHFEAN (RADBELC L TWD5EE) B4, HEIL 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.

- K44 (Signature) @

- fEPT (Address)

- A £ (Date) A (Year) H (Month) H (Day)

- B3 & OBAf% (Relation to the insured) :
AN Self - #HHEH Guardian - JEEAEFEA Heir  + 2 DO Other( )

KAFRBEEZOAWIRIZBL HS 6 T HREITY,
This agreement of authorization expires six months after the signed date.

ek, ERHE, EREREN DITEDREESCE TR EE2 RO NG E. ITEOERICKLEFHAFMIES Z &
NHYFET,

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.
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