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Form A ¥z A

3¢ This form is used for claiming the health insurance benefit CDRR IFBERFREOBRFFOBEIZERAINET,

3¢ This form should be completed and signed by the attending physician._ D#ER [FIBUENES M DELALTTELY,
3¢ One form for each month, one form for hospitalization.& B & . Akt AN EIZH OB HBLETT,

ATTENDING PHYSICIAN'S STATEMENT
ZRANETHMAF @R

Name of Patient Date of Birth Sex I:lM |:|F
BEL A% AAH T4 7l 5 z
Diagnosis / Symptos [ sick &%
AT TN I: Preventive care T RHRIZZE

|: Pregnancy in nomal condition 1E & #5180 iE iR

Name of Iliness or Injury preferably with Number of International Classification of
Diseases for the use of Social Insurance (See the other side of this form)

BRERUVARRREZERERERDIERES

Description of Services BRNE ‘Fee HE Description of Services BBME ‘Fee &
1. Outpatient 4} 3E 6. Inpatient ARE
Date of Services &2 H From to
Initial Visit (in this case) HHEDO#EZ A (Admission Af5E) (Discharge iBf5E)
Total &5t days H
Subsequent Visit FHi2 Doctor's Fee AIREEZEE

Room,Food, etc. E¥} - BEHEE
7. Operation Ffff

Fixation [&E

Dressing JCi%

Total &5t Visits [H]
Other Procedure (specialy) Z Dt D ULE
2. Medication |:|Yes |:|No
BE

8. Anesthesia FRE}

3. I:I Injection |:| IV treatment I: Local I:ISpinaIZI General

BRT-#F Rl ISE EH 25
4. Laboratory / Clinical Exam (specify) 1&2& 9. Operation/Emergency Room
|:|Urine R Fifr=E REBEE
[ IBlood 1% 10. Radiology E{& 35T

|: X-ray LM VES R
[ CoT wta-4-WrBme
-

11. Others (specify) FDth

[]ECG (EKG) ivE

[ Juitrasound BBEKRE
I

I

5. Physiotherapy times |:
B2RE E
[ Medical Certificate
Name and Address of Attending Physician Total Fee & &t

EED KB ROMER XITHEE. 2HAT0D 4RO

Reference Number of your
Medical Record (if applicable) ZZEixNDE S

Date B Physician's Signature EENNDE £




X RHOEREE TRITSN-ENBAMENH DB E X ELLERHIZEN,
X B TORTHAZVGE L. EREEANCOKRABOEEAEKEL TS,

Form B #&= B

Itemized Receipt

FE YR BRHE

(1) Free for Initial Office Visit k)] 2z # $

(2) Fee for Follow-up Office Visit & 2z # $

(3) Fee for Home Visit *® Z # $

(4) Fee for Hospital Visit AR & B ¥ $

(5) Hospitalization A 52 & $

(6) Consultation EJ = & $

(7) Operation F fitT & $

(8) Injection / IV treatment BET-fE/ B $

(9) Radiology B & 2 W # $

(10) Laboratory Tests # R T B $ *Please fill in the content
of the Laboratory Tests.
HSERBEORNBREELAL
TLIZELY,

(11) Medicines BE £ & $ *Please fill in the name
and the amount of the
prescription of an
individual medicine.
*UFLI-ELRDEDLFE
BFFEALTESLY,

(12) Anesthetics i3 [ & $

(13) Operating Room Charge F i E & A $

(14) Physiotherapy B ¥ & & $

(15) The Others (Specify) ZTOM(EHRE &) $ $

$ $
$ $

(16) Total & B $

Important : Exclude the amount irrelevant to the treatment, i. e, payment for luxurious room charge.

T B SHENEARICEREROLGVEDEFIBRVTTEL,

Name and Address of Attending physician ./~ Superintendent of Hospital or Clinic
EYEXIHEREBROARRUER

BRTEHO

Name : Last First Title
E2:D) % %

Address : Home BE Phone
EFT Office fRlENX FEHEAT Phone
Date Signature

B Z8
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_ BITEHOG
SRAEICEADHSFEESE  Agreement of Authorization

AEBIAE  Starting date of medication
4 Year HMonth HDay
-BE
(B3 & Name of patient)
({£Fr Address)
(£ % A B Date of birth) £ Year AMonth HDay

BAREa—Lybk-N\yvh—FEERRES P

FhOBEEZE). _ %,
BREa—Lybk-\vh—FREERREEDOHBEXIEBAREL—L Y- /Ry h—FRERIEHEEHL
FRALEEBXEN . BNEEERFEERICHIETEEETAZT AR, BiT. BERNR)Z
HERT 5. BREHORMFIZI > T BETAZITORLEICERZITV., BZXENCERIC
I HEHRDIBEEZITHLICAELET .

Ft=, LEEHRICHIZY ., NRAR—rDIAE—DREELDIGEIZIX, INRR—+%

BAREa—L Yk v h—FREERRBESIIRTTHIELELHETRELET,

To: Hewlett—Packard Japan Health Insurance Society

I (patient who has received treatment) authorize Hewlett—Packard Japan 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, I agree to submit a photocopy of my passport if it is necessary along verification process
written above.

E4H Signature

ZRIL. BEEZIT-ERANTOTTELY,

BE. AADNKREEDZEITHTIEEL . RAPBRERERADSZEEIBMERR AL,

AKANFETCLTWSIGEILEEEHRANEZBLLTTIL,

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)
({£F Address)

(BT Date ) FYear HMonth HDay
(FBFE LD %R Relation to the insured) OA A Self O#F#H#E#E Guardian
O&FHEEEA Heir OF D4t Other( ]

KAREZDEDHRTEZERENS6HARTY .

This agreement of authorization expires 6 month after the signed date.

TE. B, EREEENOCMEDRIEZSLCEERGEZRDONT-IGE. FIEDELRIC
WEBEFZEHTACEAHYFET,

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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