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Request to Attending Physician

HYE~DBFEN
1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORI BE OBERB ORI OHGFICMLETTOT, EHEBEWVLET,
2 . This form should be completed and signed by the attending physician.
ZOFERITHYENTAL, 22OBL LTI,
Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
A C filled out. %A, AR « ABAMEIZOE, ZOHKEK 1 KR KLETT,
Attending Dentist's Statement
R 2 R R X B M F
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BE4 FEmCEEAR) L1l
2 . Date of first Diagnosis 3 . Days of Diagnosis and Treatment
W2 H PR B days
Permanent tooth Primary tooth
q (n(\mre
(Upper) ~ = \"“ u
—~~ E‘ —~~
% )= EIEEE) (FEE00) &
= eS| eS|
= S (ErsReE SR S
(Lower) — ~ ”"%" "'““
Type of Treatment J&3 D433
Dental Treatment Localization of Teeth Examined Date Fee
EHRE BT MO. DA. YR. 1aRE
Tinitial Office Visit  #JZ2¥+
X —Ray Examination L N7 U
Dental Pulp Extirpation  $k#6
Operation  Fff
Extraction {kiH
Filling 78
Inlay A1 —
Metal Crown 48
Post Crown  f#i o
Jacket Crown Tv7vhi
Bridge Work ~7VUwv
Plate Denture BIR =
Partial Denture @izt
Complete Denture #RFH
Treatment of Pyorrhea Alveolaris
Medicine 3£
The Others ZDfth
Total &&F
Name and Address of Attending Physician
Y E O 4 a1 e OMEFT
Name  Last(ith) First(4) Title(F+5")
Address Home(H =) Phone(&Ef)
Office(JBRE == 1L HEAT Phone
Date(H ) Signature((544)

Attending Physician(#f 24 %)

Reference Number of your Medical Record(if applicable)
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テキストボックス


(BIE)
RN DA ARD R B

(Agreement of Authorization)

- B B4
(Name of patient)
ErT
(Address)

EAEHH Month Day Year
(Date of birth)

- IR H Month Day Year

(Starting date of medication)

~a 4 B A dn R R & H

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

FLORBZZITTA) | (3, ha s BEEER dn S R R B & O Rk B 33 ha & B
A PR OR AL & N ZREL T B DN MR R B O FEENE REBIT R EAToTo AR, 5T, 2 NE)
HHERR T DT IRBAT R AT oI B IR ZATHZ L, Fe, BB DOREDRIZ 22T LI LIZFE
LETS

[ (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.

- K4
(Signature)

RESN
(Address)

- BfF Month Day Year
(Date)

(FBE LDRER) KN - BidEE - BTN - ZoOf( ]
(Relation to the insured) Self * Guardian + Heir + Other

X BAIXABREZTIEARADPToTIZEN, 7235, IROGE T, BIHEE ORADRBAFEDS;
) R RN (R AR A DSE) EERBN (RADBETL TWDLEGE) 1NE
L TLIEEW,
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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1. BHAREBEOIHRICONT

BARITROBNRMED (EBEDPOERZEBRIEROTAHELT, LOEETHRNOEREEE
ZELIEE. RBREETIETHEREDILVRLEZITAIENTEET,

=L, POUESTEMOERMEEZZZL-LDOICRYETOT, ABEZEMNELTERLTWLS54
(T DR RELYEL A

Ft-. BAENTRBERNEL I EEZZ B 5L BNBRBEDBRMORRELGVEE A,

ORI RIN 12 D2 HE DB
BRDG, FITEE. ERERFI. ®HBE. (VTSUMNAE eter

2. REEDERIZONT

R ER. RZ AR THRIEERL TS,
-BEROEREEATRZLES XEREERN THFESEMFERL TSN,
AR, HARTRZLISE IR —EREETHoTHA R ICHBEEERL TS,

3. RHEEITOLT

BNBRBEXRRFES . RURNERICFR-FENHDHIEE . BFEDORTHTETHENTEEE A,
RFAIC IS EEDEARNNEND, RAERCTENENIZIHEEDSZ
CRHEBRELLET,
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#| O 4EINE (EAX)
& O 2ENEZOREICRIFAEE (BE)
O /RKR—FDEL
;ﬁ O EE2ENERSEEForm CRUHR (BEX)
;ﬁi O ZEABHEEEForm AR VIR (EA)
st | O $EINBEMEEForm BRUFHR (BA)
4. ZHEEIZOWT

BNRBBEIENOEREE T >-EREZEAAICREL-E4EE. BAEROERKET
PREXTHEGEENERBEZEELLTHEELLSEZLHRLT, EbohRVWVADEENICBCAE
DEELSIVEENIRSINET,
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