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Request to Attending Physician 4 [E ~o3fEu Form A
""""""""""""""""""""""""""""""""""""""""""" hsurance benefit.

‘Form A.Form BIZDWLTIZ, ERFICEEBAZHMLILTESLY, SR ET

i iphysician or the superintendent of a
SEIRELFormBIZRRBIN-SENABLTLDHD RN
EEBELBEVLLET, Itpatient (home visit)should be filled out.

RETRETT 0T, BABRECRACAL,

Form A #t A Attending Physician’s Statement ZENZHIHIE

1. Name of Patient(Last ,First) @ @ @@ Age(Date of Birth) @ @@@ Sex (Male

BHEL i (R4 A F) 5 ()
2. Name of Illness or Injury =N
s (YT Y BN
3. Date of First Diagnosis : o0 .00 00

IEAE

4. Days of Diagnosis and Treatment : __ days

P A @ np N
5. Type of Treatment i REAICBAREREZEA i
WD PSS |
[J Hospitalization : From , to , ( days)
A 7 H ES HE
[J Outpatient or Home Visit R ,
A B 4 o0 . 00 o0 . oo
6. Nature and Condition of Illness or Injury (in brief) fEfkoofgs /
OOOMfERK

OO0t Ooooo
7. Prescription, operation and any other treatments (in brief) J5, FHiZ Do dLiE O3
OOKE. OONIEE

OoOoOoooooodn
8. Was the treatment required as a result of an accidental injury? Yes [J No M
IRIRIXFSOEFICEILDHOTTN? = VA

9. Itemized Amounts paid to Hospital & / or Attending Physician. : Fill in Form B
TH H BIVEH I BB 12X s
10. Name and Address of Attending Physician 24 = O 4 Fi K OMERT

Name 45 : Last ## HEENE First 4 HEENR Title 5 HMA

Address {EfT : Home H= EEEEE Phone && OOO—000O0O
Office witxiz2fi HHNENEEENR Phone &iF OOO—000O

Date A+ OO, OO, OO Signature B4 U000 OJOOOOO

Attending Physician 1 %4 &
Reference Number of your Medical Report (if applicable)
Z R & o F 5 OO000 OO0O
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Request to Attending Physician or Superintendent of Hospital/Clinic

YR & 72 I RBE S R~ O B

1. Please fill in this form so that the patient may claim the social insurance benefit.
ORI EE O ERROKGA O FFEICNETT O T, FEHZBEVLET,

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

hospital / clinic.

ORI Y E F IO FHRDBEE OBALTWLIZSND

3. One form for each month and one form for hospitalization/outpatient (home visit)should be filled out.

AL ABE Ao Z el &, 2O BETT,

4. If not in dollars, please specify the unit used.  F/LLIADBEEITEDEEZTALIIZEN
FHaRE
A pmERse-am-ERcE |
B L SmAcEAL, i
IR ;E)«ta _________________ :
Form B
B Itemized Receipt FEIX A HHZE:
(1) Fee for Initial Office Visit PRSI 0000
(2) Fee for Follow—up Office Visit mZ2E 3
(3) Fee for Home Visit T2 $
(4) Fee for Hospital Visit NS
(5) Hospitalization NS
(6) Consultation et $ 000
(7) Operation FikE 3
(8) Professional Nursing WEFEERT  §
(9) X-Ray Examinations XEmtEsE 3
(10) Laboratory Tests AR $
(11) Medicines EHE $ 000
(12) Surgical Dressing aEE $ IEmas Smmmmmmmsoo--ooo e
(13) Anesthetic R $ E ﬁgﬁgﬁfﬁf%@ﬁﬁi E
(14) Operating Room Charge Fi=EEH 3 v B 55A1FEBHRE |
(15) Others (Specify) Zoft CHAYE) $ A RERZRAGEL,
(16) Total S YY N <BE> flHHEROLD,
Important: Exclude the amount irrelevant to the treatment, I-e, extra charge for a bed.
R MR AR ICEEBRORNBOIEERANTIZE N,
Name and Address of Attending Physician/Superintendent of Hospital or Clinic
Y FI 3R R 04 AR L OMERT
Name #44fij: Last #f EEEEEE First 4 HEERNE Title 5= HEENE
Address f£ffi:Home HE SEHTEENENEEEEENR Phone #Hii 0000 — 0000
Office #iPiE/ziZZ/iT HENNINNNEEEN Phone i @OO@®—VVVY
Date: H 0. 00. 0000 Signature 244 EEEE EEER
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Form C

JIEICBE P ARIEE  Agreement of Authorization

BNTERBSNEAITONT

B#L Oane of patient) | (R A F @EBEAEEA | AL,
fE£FT (Address) EEE EEEE EEEE OO—0O0O

H4EHH (Date of birth) Year kOO  Month OO Day OO )

~ 3 2 A EREEREG S T

FLOOREAZII-E) . @EE AT (ZRE) 13 b3 ¥ HBEEEARHLA ORE U 3 & BB BEERERERHLE 2
TRE LT FEE D, WINEREPEEERICH 2 FE FRBITAZITo o BN, 5T, BENR) 2RI 570, PiEEED
FRIERIZ Lo T, IERITAZITo TR B IR 21TV, YiE D DRSS AE RO 5 Z LITRE L ET,

Fio, FREHERICHTZ0 | NAR— b Oa BB L I D EAIZIE, NAR— b & b I X A EEERRR A R T D
ZEbLPFECRELET,

To: Toyota Motor Health Insurance Society

I (patient who has received treatment) authorize i 5§ﬁ%0)’\OZ"R_FG)EL%E\&?F%{#LT(f’féb‘O
its subcontractors to refer and obtain any and zi ®E%'§E’—:}'—qu§§§f§6’\—‘/s= N
treatment benefit claim(s) filed or to be filed in QEHMMM (HABDRET) HRERETEEIR—D

records and information from the medical organizZatror - 1N~ Grdér ~ 10~ VErTIy ~Dy” SUDIITUINE ~“TAE - Yelated ~~

application forms.
Also, I agree to submit a photocopy of my passport if it is necessary along verification process written
above.

Z4  Signature

BAIL, BEEZUTTZEARAANTo TFE,

eB. WOLGEIL, BIEH (RADPKRBEOLE) | REZRAN (RADRBEHEE RAOLHE) |

HEEMGA (KARELT L TWEEES) NEL L TFEV,

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.

______________________________________________________

ERTBBREZT-ARALNBEZE

4 (Signature) ER A3 | RREOBAR REEEANBELTIE,
¥ (Address) HEEE EEEE EEEE OO—0O0O

HAl (Date) Year OO Month OO Day OO

- ORISR AN (Self) - (#iMEE (Guardian) - EEAMREAN (Heir)

(Relation to the insured) ZOfh (Other) [ ]

k. EROHIL EREEE S ITEDREFCRER R ELRO ONTIBE, FTEDOFFUCLEFRHATWALS Z &2
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.
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