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Request to Attending Physician #84E~o Form A

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRAITEBE D SRROKGAT O HFFIZHNETT O T, FEAZBEVLET,

2. This should be completed and signed by either the attending physician or the superintendent of a

hospital / clinic. ZORERITHE Y E F/IFHROEBRENES OBL LTSN

3. One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.
fEH L ABE ABEAhZ Llfh & 2o BETT,

Form A # A Attending Physician’s Statement ZJEPNZAYHHHHE
1. Name of Patient(Last ,First) Age(Date of Birth) Sex (Male ,Female)
B4 Fln(AFEAR) R (5 - %)

2. Name of Illness or Injury

(CIES

3. Date of First Diagnosis : R

Wz A
4. Days of Diagnosis and Treatment : __ days
PR H [#]

5. Type of Treatment

TRIED /A
J Hospitalization : From , to , ( days)
A B H = H ]

[J Outpatient or Home Visit R ,
A BE 4 ) )
6. Nature and Condition of lllness or Injury (in brief) JEpkosgzE

7. Prescription, operation and any other treatments (in brief) 5, FHFZ Do ALE OB

8. Was the treatment required as a result of an accidental injury? Yes [ No [
BRI DEEIL LSO T A2 =N ARV
9. Itemized Amounts paid to Hospital & / or Attending Physician. : Fill in Form B
HHBR R X B IcLD
10. Name and Address of Attending Physician 024 [ 4 [ e OMEFT

Name 4 : Last # First 4 Title #%
Address ¥p7 : Home H%E Phone 737

Office ke it Phone #Egf
Date Hft Signature &4

Attending Physician 1 % [&
Reference Number of your Medical Report (if applicable)
2R DO F 5
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Request to Attending Physician or Superintendent of Hospital/Clinic Form B
Y& E I TRPE B R~ O BFEW

1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRNITEE DFHERROKGHT O FEFSIZNETT O T, FEHZ BEVLET,
2. This should be completed and signed by either the attending physician or the superintendent of a
hospital / clinic. ZORERITH Y E F/2IFHROEBRENES OBL LTSN
3. One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.
fEH L ABE ABEhZ Llfh & 2o BETT,
4. If not in dollars, please specify the unit used.  F/ALLIADBEEITEDEEZTALIIZEN

FHARA
K 4
£ Bt
HRh T
Form B
B [temized Receipt FEIXBAHHZE:

(1) Fee for Initial Office Visit Ik $

(2) Fee for Follow—up Office Visit mZ2E 3

(3) Fee for Home Visit 2w $

(4) Fee for Hospital Visit NS

(5) Hospitalization NS

(6) Consultation Ei% $

(7) Operation FirE  $

(8) Professional Nursing WEFEERT  §

(9) X-Ray Examinations XmaEsE  $

(10) Laboratory Tests AR $

(11) Medicines EEAE§

(12) Surgical Dressing B $

(13) Anesthetic R $

(14) Operating Room Charge F=EEH S

(15) Others (Specify) oM CHAMR) 3 $ $

(16) Total At 3

Important: Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.
TR il =B IR ICEEZBIR DRNB DIFFRNTZE N,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
FH 2 [ 72 B & D40 AR JLOMERT

Name 4 Hij: Last I First 4 Title #roar

Address {£ff:Home HT Phone 7EE&

Office JRBEFoIZ2 T Phone FEEf
Date: Hft Signature &4,
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Form C

A ICEID ARIEZE  Agreement of Authorization

HBFE4 (Name of patient)

{£FT (Address)

AHEHAH (Date of birth) Year Month Day

k= & AEh RS

FL RFE=ZITE) | ﬁ\ba&ﬁﬁﬁﬁﬁﬁﬁmé@ﬁéXiha&E@E@%ﬁ@ﬁAﬁ
FRE LT HEEN, MR e %é%ﬁ(ﬁ%ﬁ%%ﬁotaﬁ B, RN AT 5720, HEEEME
IEIZ L > T, BERITAEITTHICREZIT), MEE DO DIEROIE 1T 5 Z LICRE L ET,

Fio, LRoHERRIC %tb\ﬂxﬁ—kwnﬁ—ﬁugkﬁéﬁAéi INAR— & b I ¥ HEEREERE AR 5
ZEHECRELET,

To: Toyota Motor Health Insurance Society

T (patient who has received treatment) authorize Toyota Motor 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, 1 agree to submit a photocopy of my passport if it is necessary along verification process written
above.

B Signature

BE, IBIREZT RN T TFEN,

B, WOLGEIL., BMHEE RARKRBEDOEE) | BEZERAN (RADBBEHEEZRAOELE) |

EEMBAN (RADEL L TWEER) BNEBAL L TR,

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 (Signature)

{FF7 (Address)

Hff (Date) Year Month Day
L ORI AN (Self) - BMEH (Guardian) - JETEMFEA (Heir)
(Relation to the insured) ZOfh (Other) [ ]

ps, ERCH, RS 6 FTE D[R EFSLZER R E2 RO ONTHE. FTEDFERICLERHALRHIALS Z L2
b ET,

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.

2019.4 24T
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Oz2HEDORLA DA I N - ENE
QERFADZENEHME (FormA) &Z0HAKRER*
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235 OR4 - HEENERTE 5 2

O©WEMIE (WAEDAZ 7)) PR TE H_X—
- [AlEE DA R

* DRI E (Fo rmA) . FUHME (FormB) HEDLy AHAT
RRHE L EHREBET L AR, SRT LICHBETT,

ORGFEE ~DFEFIE

SR KPR Z R — 1R TR
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4. KRB
5. BRI
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- BAREN O EZRHER TR UG 2165 Lo 56 ORI E 2 KEICEE,
- WS TCOIRRE L AARENOIRFEE Z G L, BV F O LH A

e AHFEYSE (3E] - Rgpp L 2F) 22 L3IWBHE R LET,
XBUMSIAED 7H CRBEFIE 8H) NI SN 2D TiEdH Y £8 A,
c AME TN IBEEICHOW T, SRTRE B O S8 E 2 s R
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