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Form A 1. This form is used for claiming the social insurance benefit.
FRIA C ORI HERR DI DREEICERINE T,

RIBOELT (ERFEA) ICRAELTESS

Attending Physician’s Statement

SEANSHEE
1. Name of patient(Last,First) Date of Birth (Age) Sex ( Male - Female )
z=zkz _Hanako kenpo +xAE S50.4.1 BRI (B @

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)

ERE RS RREEREREEHEES REERS 1112

3. D*ate of First Diagnosis : 1. May , 2020
7] 82 B
r =
4. Days of Diagnosis and Treatment 5 days ﬁ%ﬁﬁﬁ!ﬁ;ﬁﬁﬁﬁﬁﬁﬂi
2 XF IEERL., RO EERA

5. Type of Treatment

BEDDE
Ospitalization : From _], May , 20 20 +to 5. May , 20 20 « 5 days)

A Be B E) ( Hf)
O Out patient or Home Visit : , 20 , 20
A4 , 20 , 20

6. Nature and Condition of Illness or Injury ( in brief)
ERDTEE
K, e, EEROEH

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

T FTEDHMDUNEDEE
REE
8. Was the treatment required as a result of an accidental injury ? Yes O No %
BEITEROEZICLDIEDTIN, YA (AIRY-4

9. Itemized amounts paid to Hospital and / or Attending physician : Form B
BERXE ¥kzB

10. Name and Address of Attending Physician
BEEDRRIKRUIERN
Name &Rl Last # smith First & John

Address ¥R Office AFEXIFE2E X X XHospital
100 Kapiolani. honolulu Hawaii 976300 phone 19 999 - 99 - 9999

g

Date Bt 5. MNay. 2020  signature B% John smith

Attending Physician #834E&
Reference Number of your Medical Record (if applicable)

IERDES R6.10




roms| RUBOERSD (EMHILA) ICRAZLTESS

Itemized Receipt

TRRERHE
(1) Fee for Initial Office Visit w2z " $ 30
(2) Fee for Follow-up Office Visit & 2 #
(3) Fee for Home Visit (53 B #
(4) Fee for Hospital Visit Ak E8EHN
(5) Hospitalization A Be = $ 500
(6) Consultation E £ = $ 650
('7) Operation F i =
(8) Professional Nursing BxEERE
(9) X-Ray Examinations X & ® & &
(10) Laboratory Tests R B OB
(11) Medicines = P-4 &
(12) Surgical Dressing =2 = =
(13) Anesthetics 73 [ =
(14) Operating Room Charge FhEER
(15) The Others (Specify) ZOMmEREE L)
(16) Total & st $ 1,180 Unitis __ US$
BE AT
Important: Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room

charge.
I OE . oREREAEICEEEROBVEDFFRVTTIIL,

Name and Address of Attending physician ./ Superintendent of Hospital or Clinic
BHEEX IRREFROBBIIRUER

Name Last __smith First _John Title
EI] ié £ ms
Address Office kX IE2HE X X XHospital
{EFR
100 Kapiolani. honolulu Hawaii 976300 Phone 19 999-99-9999
R3] )
Date 5. May. 2020 Signature John smith

Bt E4
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FormA. FormBZBAAEE(CEIERL T7EELY

SENERE
[ %=X A )
1. BB Bfr et sxgg BBH 505 4R 1B (%
2. BRARUHARRESAELERIEES R 1112
3. 79028 2020 = 58B.18
4. BIEAN > g
5. AROSHE
O A B =l 2020 58 18 Z= 2020 58 58 (5 8m
O % s 20 & A . 20 & g =
20 & A . 20 & g =

6. EEROBE

8, B, FEROMEmH
7. 075, EREOBOLEDHE

RIEER
8. BEIIEROBEICLZEDTTH, VO Wz \Z

2. BEEXE : #HKAB

[ %=X B ]
15. ZOM(HEER)

EXTEARLTEII

#RE K & me fit¥
B} £ OORAAMX X99-99

FVWTLET L,

REDFANDHAE
BAES 99 C 9999 ) 9999
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EERZ Agreement of Authorization

IBNEEE NP ERICHIEE(RETAZITOBR. ST FERRH) 2T 575, BEEEE0
REEFICK > T EEITAZIT OIEEBICERAEZITV\. HZEN S TORBRENAIC OV TEHRIREZZITD L
o =AVES:

In order to confirm the facts (date, time and place of medical treatment, treatment
details, etc.) stated in the form for claiming overseas medical treatment benefits, I
agree that an inquiry shall be made of the person who performed the medical
treatment, wherein such an inquiry is conducted by, for example, providing the claim
form, to obtain information from the said person regarding the content of the inquiry.

[ & & W ]
VI-—EBRGKRMBES #@H
Z%H 96 & 10 B 11 H

BEESIENBAIE. BAE L TE
QOEEET T E(EE)DELH ADMTOTLIZE W, 285, REBANE
> ZURBalE, FRORBABEMEICE
BLESEVLELET, 8B, BER

BEEKSG B1R 16F (BETER) BEETREAL TS,

£ FRA : BM50%F5A 18

g m : OOBRAATHXXHE] 99-99

XAFUNCEELCVWBHEI EAMEERNSEAL TR,

o REANDELZH
K &% (BETER)

1 P

BEEZILEEDBER - BEE (RADRERREDSZS)
REZBAN(ERANREHEERADSES)
EERBEA(EFANETLUTLDES)

ZDAh( )

R6.10



	療養費支給申請書 (海外)
	診療内容明細書
	領収明細書 
	診療内容明細書_日本語訳
	同意書

