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Request to Attending Physician
BHYE~AODBEWN
1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORNIIBE ORBRROM OBFICLETTOT, MEAZBEVLET,
2 . This form should be completed and signed by the attending physician.
ZORFRITHEYENTAL, 12ELLTLEE,

Form C 3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
g C filled out. &AM, AL - ARSI OE, ORI KBLETT,
Attending Dentist's Statement
W R PR A S B M E
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male + Female)
BEL FE(EFAR) 5

2 . Date of first Diagnosis
W#ZA

3 . Days of Diagnosis and Treatment
days

Permanent tooth

Primary tooth

= 9NN Aad@e
CE @EEeE) | [FeEnn E
O &
il
Type of Treatment {RED /4R
Dental Treatment Localization of Teeth Examined Date Fee
HEHAE FB R ERAL MO.DA.| YR BRE
Tinitial Office Visit  #I2%t
X —Ray Examination L MFUARE
Dental Pulp Extirpation #k#&
Operation  Ffff
Extraction ki
Filling Foil
Inlay A1 —
Metal Crown & B
Post Crown  #¥#eH
Jacket Crown Y%7 vhE
Bridge Work Z7Vw¥
Plate Denture BIREN
Partial Denture /HEfZEtE
Complete Denture #HAHEH
Treatment of Pyorrhea Alveolaris
A AR IR AL
Medicine &I
The Others ZDfth
Total &&t
Name and Address of Attending Physician
Y EOL /R OMERT
Name  Last(fh) First(4) Title(#5)
Address Home(H %) Phone(&E&E)
Office (APE £/ LR AN Phone
Date(E 19) Signature(£44)

Attending Physician({8 4 )
Reference Number of your Medical Record(if applicable)
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Permanent tooth

Primary tooth

(Lower) *ﬁ.ﬁ'ﬁ

(RIGHT)
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(BUH)
PRANBREDOREIROAEE

(Agreement of Authorization)

- BE BE4A

(Name of patient)
i
(Address)

A H Month Day Year
(Date of birth)

- 2R B Month Day Year
(Starting date of medication)

ha & BERR R R AR S A

(To : Health insurance society for subcontract company employee of Toyota)

FLORBERITTE) . (3. hIZBEERR A iR AR BRAR & DRk B i3 ha Z B

AR ERIR BRI B I ERFEL I EE D MSNER R OB ENE RBITAEIT-o T B, BT, 2EAR)
R T D10 MBITRHEATOTLE RIS EITOIIL, Fe. UREDPOREOEELZITHILICAE N2
Li‘a‘o

I (patient who has received treatment) authorize Health insurance society for subcontract company employee of
Toyota 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.

- R4
(Signature)

- ¥R
(Address)

- Bft Month Day Year
(Date)

(BELOBER) AN - BFESE - IEEMRBEAN - ZOf( )
(Relation to the insured) Self « Guardian + Heir + Other

K BLIL VBREZITZARADBITo TEIN, 728, ROLFZAEIL, BIHEE (R ADBKRREDE
B BER RN (KADBBREREERADOHE) EEHHEA (RAMBECLTWDHE) B E
A LTLIEEN,
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.
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