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Request to Attending Dentist

BEHEADHFEL
1.Please fill in this form so that the patient may claim the social insurance benefit.
Z ORERIE, BE O EE— * E— o

2.This form should be complg

e PR EEISEEIE SRRV LTS,

3.0ne form for each month a I
BAZ L. AJ1 - ABE4 _ _
f%fén ﬁ Attending Dentist’s Statement
e WHZENSHHEE
1. Name of patient(Last,First) Age(Date of Birth) Sex(Male * Female)
BE4 B (BFEAR) PR (5 - 20)
2. Name of Illness
(CEEd
3. Date of First Diagnosis : ,20
Wiz H
4 . Day of diagnosis and Treatment : days
P2 A H R
5. Localization of Teeth
BB 4L
Permanent Teeth K/AH Deciduous Teeth Lt
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

FH [ D 4 Bl B OMERT
Name 4 #] @ Last ¥ First 4
Address f£7F © Home HZE Phone i
Office ikt X L2 HAT Phone #EZf
Date Af¥ Signature E4

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




Request to Attending Dentist or Superintendent of Hospital / Clinic

HLEXIIRREBHRADEEL

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

Z ORI, BE OHERBROMAT OHFEICHLETT O THREHZ BV LE T,

2.This fo
PP EERIEE B SR L TEEL,
3. One 10|
i 2| I LFormBISRBAN S EAABLTLAALREEBL THEAL,
4'If nOt; TR DR DG € D E 2 C P,
Form B Itemized Receipt
Bt B 4R B 40 &
Dental 'quatment Tlégzﬁliﬂz;;ﬁ?ncil Matel\fial ) Fee
(LI ERTER S i Mt 1R IR E
(1)  Fee for Initial Office Visit w2 B $
(2) Fee for follow-up Office Visit 1y B 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 e $
(8) Filling i H 3
(9) TInlay ©4 v L - $
(10) Metal Crown & B i $
(11) Post Crown S T | $
(12) Jacket Crown A AN $
(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.

ERk BRI ICEAEBIR D20 b DIFERVT RSV,

Name and Address of Attending dentist / Superintendent of Hospital or Clinic

P B SUIR B & O 4 i OMERT

Name Last First Title
£ i Jid pa W
Address Home HE Phone
fERT Office ARl XIIF2IE T Phone
Date Signature
B B4




I (Bt A)

2. B4 K O E2 R R 0 B

*FormA-B(#k=XA-B) D FHEREFECEHFEVET,

-FIERE (HRIRE LR FERDLTVE=ZEANDZELLOAD, IBRREBARATHHE)
DEF-KR&-FEHNZEENT [CERELLET,

-HERERE., BREANLIBERTEFEA HFEEDODRBLEGYFETS,

WRER (B0 B)

5. B CEIROBEE)

(16)zft (FHH B

HIRE LA

AT

F

{55
At




Form C

B C (Mo iEEE) AEICEbARIEE Agreement of Authorization
## (patient) B TREINZAITOVTIRALZSILY,
B4 (Name of patient) fir {61
£ (Address) 0]0]0]0]0]0]0]0
A H  (Date of birth) Year SFO Month QO Day OO

2= L ARSI

B (REEZIE) | R BT 1T, EHA OB UL LA N EE L FEH A, MK
RBNHEECH B EE FRITAET o7 B, 5. WERNE) 2HRTH0, PHEEORMEIC LT,
WRRATH B AT > T B I BAEIT, MHHED DBAITKT D HRORMEZIT 52 L ICAE LET,

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.

ZZM  Signature

BAT WREZTTEANM T TFEW, 2B, ROBEIE, BHES (KARRKEDOHE)  RERRAN (RA
PR RA D) | EEMRRA (RABECLTWLHE) B8EA L TESV

Insured person who has received treatment shall

BEITABERITLAAALS, BECEEL, |
REEOBEE. BRRENEAL TG,
B, BA L BEREL TG,

guardian (insured person is under age), guardia

person is dead) shall sign one’ s signature

K4 (Signature) g KER

AT (Address) 00000000
HfS (Date) Year SO Month OO Day OO

BE L OR%E (Relation to the insured)
. AN (Self) € BlkERH (Guardian) - IEEMFEA (Heir) - Z D (Other) [ ]

N ARRIEFOADHIRITIZES B2 HFMTT,

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

. ERMIE, EREESITEDRBEESLZERR ELRDOONSE, TTEOTFTHLERELZLHA ZLn3H Y 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



