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Request to Attending Dentist
BEEADHFEL
1.Please fill in this form so that the patient may claim the social insurance benefit.
ZORRAIL, BEOHSRBROMGA OHFEICMNETT O TIEA Z BV L ET,
2.This form should be completed and signed by the attending dentist
ZOFNTHEEREEZ, »POBAHLTEIV,
3.0ne form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
BHIZE, AT - ABSAZ LIt &, 2ok 1 B RETT,
Form A Attending Dentist’s Statement
et A EHPERANSHME

1. Name of patient(Last,First) Age(Date of Birth) Sex(Male * Female)
BEAL B (A R) R (5B - 2o
2. Name of Illness
(e
3. Date of First Diagnosis : ,20
HZH
4. Day of diagnosis and Treatment : days
AR H A
5. Localization of Teeth
BB 4L
Permanent Teeth K/AH Deciduous Teeth Ltk
87654321‘12345678 edcba|abcde
R 1 R L
87654321‘12345678 edcba|abcde
Tooth No. Dental Treatment Dat
of Letter (Including X-Rays,Prophylaxis,Materials used. ETC.) ate

6. Name and Address of Attending Dentist

AR D4 i K OMERT
Name 4 7j - Last It First 4

Address fEfT : Home HE Phone EiE

Office JHBt X2 HAT Phone E&f

Date Hff Signature &4

Attending Dentist 1X4[&
Reference Number of your Medical Record (f applicable)
IR OFE




Request to Attending Dentist or Superintendent of Hospital / Clinic
HELYEXIHREEFRAD SR

1.Please fill in this form so that the patient may claim the social insurance benefit.

ZORERIL, BE OHERROIG O PFEICHETT O THEHZ BN L ET,
2.This form should be completed and signed by either the attending dentist or the superintendent of
hospital/clinic.

Z ORERITHYEIRFEFEBE RN EE . »OBHALTEFEN,
3. One form for each month and one form for hospitalization/outpatient(home visit)should be filled out.
AL, A1 ARt it E . 2o 1 BB E T,
4.If not in dollars,please specify the unit used.

RSN DEEDZEITZDEEZFHENTF I,

Form B Itemized Receipt
Bt B 4R B 40 &
Dental queatment Tlézfc:}?lgj:r?llilnﬁl Matel\fial ‘ Fee
(LI ERTER S P Pk B
(1)  Fee for Initial Office Visit w2 B $
(2) Fee for follow-up Office Visit 1y B2 Bt $
(3) X-Ray Examinations X Mo A A $
(4) Laboratory Tests EE T R $
(5) Scaling WA bR E $
(6) Root canal Treatment w®E R R $
(7)  Extraction h ] $
(8) Filling b B3 $
(9) TInlay ©4 v L - $
(10) Metal Crown & B i $
(11) Post Crown S T | $
(12) Jacket Crown VY 7y M $
(13) Bridge Work 7 Uy v $
(14) Plate Denture AR & $
(15) Medicines S ®oH $
(16) The others (Specify) Ot (Frid)
$
Unit is
15 AL
(17) Total = B $

Important : Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.
T B 0 SREEERRICEERRO RN DIFBRVWT I,

Name and Address of Attending dentist / Superintendent of Hospital or Clinic
Y [ SR B SR H R D44 J R OME T

Name Last First Title
£ i Jid 4 W
Address : Home HE Phone
fERT Office ARl XIIF2IE T Phone
Date Signature
H{F B4
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Form C

B C (Mo iEEE) AEICEbARIEE Agreement of Authorization

B (patient)
HBE4 (Name of patient)

P (Address)

A H  (Date of birth) Year Month Day

=7 L AR RS

R RFEEZITT2E) | iE. BEHAORRE UTEMANEL LEHEEDN, IR
BEPHFEEHICO LD FEFE (BBITAEIToT-BE, BT, HENR) 2HRT 720, PiEEHEORMEICL - T,
BT AEITOTEHICHREZITO, YA LRSI T 2 ERORMEEZ TS 2 LICFEBELET,

To: UNIPRES Health Insurance Association

I (patient who has received treatment) authorize UNIPRES Health Insurance Association 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.

Z XM  Signature

BAT WREZTTEANM T TFEW, 2B, ROBEIE, BHES (KARRKEDOHE)  RERRAN (RA
DEFEEE RADES) | IEERBA (KADBKELCLTHLHE) BEA LTSV,

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)

{FAT (Address)

Hft (Date) VYear Month Day

BE L OR%E (Relation to the insured)
: AN (Self) « B (Guardian) « JEEFFEA (Heir) - & O (Other) [ )

N ARRIEFOADHIRITIZES B2 HFMTT,

¢ This agreement of authorization expires one year after the signed date

7ok, ESOHE, EEEMEOITEDREESCETR L EEZRD NG A, TEOERICKNEFRELTHES ZB¥H0 ET,
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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