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Form A 1. This form is used for claiming the social insurance benefit.
Rl A Z ORI SRR ORI O HEEIHEH S E T,
2. This form should be completed and signed by the attending physician.
COMRNTHYENES, OBH LTI,
3. One form for each month, one form for hospitalization,outpatient and home visit.

B, ABg ABESMEAT Z ORI 1 BT,

Attending Physician’ s Statement
TRANBHME

1. Name of patient (Last, first) Age (Date of Birth) Sex (Male + Female)
BEL T (EFAH) PR (5B - %0)

2. Name of Illness or Injury preferably with Number of International Classification of Diseases for

the use of Social Insurance (See the other side of this form)

HA e O R EERRIR R S (RIS R)

3. Date of first Diagnosis : , 20
I
4. Days of Diagnosis and Treatment : days

R ERE
5. Type of Treatment

UL
[0 Hospitalization : From , 20 to 20 ( days)
A 7 H £ ( H A1)
[0 Out patient or Home Visit : , 20 , 20
A B S : , 20 , 20
6. Nature and Condition of Illness or Injury ( in brief)
ETR DA ZE

7. Prescription, operation and any other treatments ( in brief)

LT, TR E OO LE DR

8. Was the treatment required as a result of an accidental injury? Yes [ No [
BRI FROEFEIZLD DO TT =4 AV
9. Itemized amounts paid to Hospital and ,or Attending physician Form : Form B
h R EE A B
10. Name and Address of Attending Physician
FHY = O 4 Fi K OMERT
Name 4] : Last I First £
Address {77 : Home B Phone
Office it UL HEFT Phone
Date Hf} Signature &4

Attending Physician 534 [&
Reference Number of your Medical Record ( if applicable )
PIRER D




Form B

Sex (Male + Female)
MR (5 - £o)

=L B
[temized Receipt
HBAEE
Name of patient (Last, first) Age (Date of Birth)
BEL By (EFAR)

(1 Fee for Initial Office Visit w2 ¥k $
2 Fee for Follow-up Office Visit B2 K $
(3) Fee for Home Visit Tt 2 ¥ $
(4) Fee for Hospital Visit N $
(5) Hospitalization A BE B $
(6) Consultation v 28 ' $
(7 Operation F O & $
(8) Professional Nursing TEREINE $
9) X-Ray Examinations X 7t AR $
(10) Laboratory Tests T = ¢ $
(11) Medicines S S ¢ $
(12)  Surgical Dressing G < $
(13)  Anesthetics S ¢ $
(14)  Operating Room Charge FM=EEH $
(15)  The Others( Specify) ZoM (R L) $

$
(16)  Total & it $

Important Exclude the amount irrelev ant to the treatment, 1. e, payment for

luxurious room charge.
E R R EIR R EERR O 20 S DIFFRN T 7230,

T E

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

Name

Zai|

Address
E5

Date
=R

FHG R UL 3085 & O 4 Bl e OMERT

Last First Title
E £

Home HZE Phone

Office JiPe XIT2IEPT Phone

Signature

g 4




Table of International Classification of Diseases for the use of Social Insurance

A2 ORBR I EI R S MR

I Infectious and Parasitic Diseases

1 Intestinal infectious diseases

2 .Tuberculosis

3 .Vital diseases accompanied by exanthem
4 Viral hepatitis

5 .Other Viral diseases

6 .Syphilis and other venereal diseases

7 .Mycoses

8 .Others
I Neoplasms
9 .Malignant neoplasm of stomach
10.Malignant neoplasm of
small intestine,colon and rectum
11.Malignant neoplasm of
trachea,bronchus and lung
12.Malignant neoplasm of female breast
13.Malignant neoplasm of uterus
14.Leukaemia
15.Malignant neoplasm of other and
unspecified sites
16 Other neoplasm
I Endocrine Nutritional and Metabolic
Deseases and Immunity Disorders
17.Disorders of thyroid gland
18.Diabetes mellitus
19.Gout

20.0thers
IV Diseases of Blood and Blood
Forming Organs

21.Aneamias
22.0thers

V Mental Disorders

23.Senile and presenile Organic
phychotic conditions

24.Schizophrenic psychoses

25.Affective psychoses
26.0ther psychoses

27.Neurotic disorders

28.Alcohol dependence syndrome
29.0ther nonpsychotic mental disorders
30.Mental retardation

VI Diseases of the Nervous System and Sense
Organs

31.Disorders of autonomic nervous system

32.Infantile cerebral palsy and other paralytic
syndromes

33.Epilepsy

34.0ther diseases of central nervous sysytem

35.Disorders of peripheral nervous system
36.Cataract

37.Conjunctivitis

38.0ther disorders of eye

39.0titis media

40.0ther disorders of ear

VI Diseases of the Circulatory system

41.Rheumatic fever and rheumatic
heart disease

42.Hypertensive disease

43.Ischemic heart disease

44.0ther forms of heart disease
45.Subarachnoid and
intracerebral haemorrhage
46.0cculusion of precerebral and Cerebral
arteries
47.0ther cerebrovascular disease

48.Atherosclerosis

49.0ther disorders of circulatory system

VII Diseases of the Respiratory sysytem

50.Acute respiratory infections

51.Acute bronchitis and bronchiolitis and
bronchitis,not specified as acute or chronic

52.Chronic sinusitis
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53.Allergic rhinitis
54.Pneumonia
55.Influenza
56.Chronic bronchitis
57.Asthma
58.0ther diseases of respiratory system
IX Deseases of the Digestive System
59.Diseases of teeth and

supporting structures
60.Gastric and duodenal ulcer
61.Gastritis and duodenitis
62.Appendicitis

63.Hernia-and intestinal obstruction

64.Liver cirrhosis

65.Chronic liver disease
66.0ther disorders of liver
67.Cholelithiasis and gallbladder

68.0ther diseases of digestive system
X Diseases of the Genitourinary System
69.Nephritis and nephrosis

70.Renal failure
71.Calculus of urinary system
72.0ther diseases of urinary system

73.Hyperplasia of prostate

74.0ther disorders of male
genital organs
75.Menopausal and
postmenopuusal disorders
76.0ther disorders of breast and
female genital organs
XTI Complications of Pregnancy, Childbirth
and the Puerperium

77.Pregnancy with abortive outcome

78.Hypertension complicating pregnancy
and excessive vomiting in pregnancy
*79. Delivery in a completely normal case
80 .Other
X I Diseases of the skin and Subcutaneous
Tissue
81.Infections of skin
and Subcutaneous tissue
82.0thers
X1 Diseases of the Musculoskeletal
System and Connective Tissue
83.Rheumatoid arthritis and
other inflammatory polyarthropathies
84.0steoarthrosis and allied disorders

85.Disorder of back

86.0ther dorsopathies

87.Peripheral enthesopathies
and allied syndromes

88.0thers

XIV Congenital Anomalies

89.Congenital anomalies of heart

90.Congenital musculoskeletal deformities

91.0thers

XV Certain Conditions Originating in the
perinatal period

92.Slow fetal growth and fetal malnutrition
and disorders relating to short gestation
and unspecified low birth weight

93.0thers

XVI Symptoms,Signs and
Ill-defined Conditions

94.Symptoms,signs and
ill-defined conditions

XVI Injury and Poisoning

95.Fracture

96.Intracranial injury,internal injury
and injury to nerves and spinal cord

97.Burns

98.Poisoning by drugs,medicaments
and biological substances

99.0thers

Important :No.79 with asterisk is not covored
by social insurance
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RAEICEDIREE

Ag Agreement of Authorization

- {5 REBAAA H £ A H
» Starting date of medication Year Month Day
- BE
(FBE4)
(HEFT)
(ZE4ER H) & A H

* Patient
(Name of patient)
(Address)
(Date of birth) Year Month Day

Fa— b — « TINFEERBAE izl

L (RBEZTE) . i, F2—t—  TINFRERBFEESOBE Xitx=
—bE— « TINFEERBMENVEZFL L EEEEDN, HHERRBFFEHCHIEE (BRBITAEIT
S HRE, BFT. MERNE) 2HERT 720, FEESHORMEIC L o T, RBITHEIToE IR
RETV, YEEPLRITHTIRROBHKELZITEIZLICEARLET,

Fiz, LEEHERICHZD, RAFR— PO —BRELRBGEITIE. ThExFa—Y— - TINF
REABEAICIRRTAZE L TRRLET,

To: Kewpie Aohata Health Insurance Society

I (patient who has received treatment) authorize Kewpie Aohata 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 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.



B4
Signature

BXIL, BREZTTEAAPToTTEN, 28, ROGEIX, BEE (FAPRBREDOEHR).
BRERRAN (RABBEFEERAOEE) . IHEEHEGA (BFAPETLTHEHE) BELALTTS
VY,

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)
({ERT)
(BA) £ A H

(BELOBR) AN - BlEE - EHEEMEKEA - oM ( ]
X ARBEEOFDHIRIIZALHEND 245 AFTY,

(Signature)
(Address)
(Date) Year Month Day

(Relation to the insured) : Self - Guardian * Heir -+ Other

% This agreement of authorization expires 24 month after the signed date.

BB, B, BEREENOHIEDREECEERR L ZROONIEE, IEOFRICLESE
HERBE 223DV £,

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.



