Form A

Attending Physician’s Statement (Year,”Month)
ZoR N oA B oM E « 7 )
1. Name of Patient (Last, First) Date of Birth (D / M / Y ) Sex(Male, Female)
BEA AR / / PR (5 - %)
2. Name of Illness or Injury preferably with Number of International Classification of
diseases for the use of National Health Insurance (See the separate sheet)
54 M OVE BRAERE R E R 0 J8 8 7 (IS )
3. Date of First Visit to Hospital: D/ M /Y
Wz A H /[ A | % / /
4. Number of Treatment days: days
PR A
5. Type of Treatment
TRIE DS HE
[J Hospitalization: From / / to / / ( days)
N
[J Outpatient or Home Visit: / / , / /
NS4S (list dates) / / , / /
6. Nature and Condition of Illness or Injury (in detail)
FER GEL <)
7. Prescription, Operation and Any other treatments (in detail)
W5, FirEOMmoLE GELL)
8. Was the treatment required as a result of an accidental injury?
BRI FESOEEIZL DO TN Yes[ 1 Noll

9. Itemized Amount paid to Hospital and/or Attending Physician:

BIEEE Form BIZEEALTLZEW

Fill in Form B

10. Name and Address of Attending Physician
Y = D4 Aif & OMEFT
Name 4 Hij- Last First & Title #7
Address {£77- Home HFE Phone &3
Office JBt X IX 2T Phone %
Date Hf} / / (dd/mm/yyyy) Signature &4




FIER Form A

6. JEROBE

7. WFF. FHFFE OMMOIE OB

F
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Form B

Itemized receipt (Year,Month)
O B & « 7 )
(1) Fee for initial office visit Currency
W2 EF B
(2) Fee for follow-up office visit
Bzt Please be as specific as possible
(3) Fee for home visit regarding details of the estimate.
TEZE Any relevant additional information
(4) Fee for hospital visit should be attached on a separate
UNIT=geves sheet.
(5) Hospitalization fee FENZREH L 72 B OFFARMLUC DWW T, A RIS
PN TEDLRETFHLLTEALTTEEY, HEIE T TH
(6) Consultation fee IZFEA L, WAL TTFEW,

BN
R2 5%

(7) Operation fee

Fitr e

(8) X-ray examination fee
X MpAR A E

(9) Medication fee

Please complete details including name of
medicine and amount taken on the right.
HAR 2235504 « BEF 2 ARNIZEEAL TRV,

(10) Anesthetics fee
JPRIEY

(11) Operating room charge
Fir=# M

(12) Others (specify on the right)
oA (FEHEBIRE)

(13) Total

a8t
Important: Do not include costs that are not associated directly with treatment
e.g. additional charges for luxury hospital rooms etc.

TR Rk R, TRIRICIEEBR D20 DIFERVT R &,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic.
Y [ TR PS5 & D44 il OV P

Name 4 Hij+ Last First 4 Title Fr 5
Address {£ff: Home HFE Phone EE
Office JPE X IX2IE T Phone &%

Date Hf} / / (dd/mm/yyyy) Signature &4




FIERN Form B

1 2. Zoftt (FHBEHRK)

EE
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TO BE COMPLETED BY PHYSICIAN (HEAL'THCARE PROVIDER)
| EERRCE LY ) A

Request to Attending Physician
Y EA~OBREN

1. Please fill out this form so that the patient may claim health insurance benefits.

Z DAL RE OO O BREEIZLIETT O T, FERZ BV LET,
2. This form should be completed and signed by the attending physician.

ZORFRIFTHYENTA L, 20BA L TIIES 0,
3. One form for each month, and for each hospitalization / outpatient visit (home visit) should be filled out.

K RE., ELABE, ABSMEIZOE . 2O 1 BB LETT,

Form C . .
%A C Attending Dentist’s Statement
R B RAE P M E
Name of Patient (Last, First) Date of Birth (D/M/Y) Sex Male -+ Female
BEA EFHA . . el
Date of Initial Visit (D/M/Y) No. Days of Visit/Treatment Medical Record Number #2#E67% 5
WA . . AR days
*Please circle the treated tooth {BEL=HIZO%E DI TLZEWN
Permanent teeth Primary teeth

(UPPER)

npiadensseisas el s

9 10 11 12 13 14 15 16 E
P

C D I ]
32 31 30 29 28 27 26 25|24 23 22 21 20 19 18 17 R Q L K

L e Tt

(RIGHT)
(14T
(RIGHT)

(1197)

LOWER)
TYPE OF TREATMENT &3¢0 4348
Dental Treatment Tooth No. and Surface Date Fee
HEHAR FEHRERAL D M Y RRE

Initial Office Visit #IZ %}

X-Ray Examination L> MU RA

Dental Pulp Extirpation  tk##

Operation  FAff

Extraction iK1
Filling Foi&
Inlay AL — *Material 34 (

Metal Crown 4&JE7E  *Material 345 (

Post Crown kst e *Material FE#(

Jacket Crown Y+~ hNi *Material 344 (

~ |~ |~ | ~ | ~

Bridgework 7'VUv¥ *Material 44 (

Denture HIKFE
Partial Denture RS o

A 24 L

Complete Denture 2

Treatment of Pyorrhea Alveolaris A AL E:

Medication #3#

Other ZOfth
Total &&f
ATTENDING DENTIST INFORMATION 8.4 i £ = 1% A
Medical Institution Name: (M 4)
Address: ((£7)
Name of Dentist: (A 24 55+ E) Title: (Fr5)

Signature: (£4) Phone: (FE75)
Date Completed: (fER%4EH H)
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A ICHR D FIES

(Authorization to Release Medical Records)

A [OEEEZT 2 - OHE L] Rl SNRY I:5 o=

X, BEHOBEH 2L, BEHNEELEFEEED, [DNEREREER - OHEFR
—IFEHFEEE] ICh D FF ([DEEITA - OHE] 21To7- B, 57, [ORENE -
OBEAT 2 OWNE] %) iR T 5720, FESHORMEIC Lo T, [DRETS -
OBEAT#] ZAToTFHICRE 2T, ZUEDP SRS T 2RO EZ T 2 &
WCRELET, 7. ZORDIHEZITLETIZ3, 4NANNLZEIZONTH, [
HLET, 2B, AEOBEEMEGELARELF LN H DB D ERBOET,

I (Othe patient who received treatment / [Jthe patient who gave birth to a
child) : , and the head of my household: ,

authorize the Kobe City Government’s staff and its subcontractors to make inquiries and

obtain any factual information related to ([Jthe Overseas Medical Care Expenses
application documents / [Jthe Childbirth Lump-Sum Benefits Payment application
documents), such as date, place, record, and other information about ([Jthe medical
treatment / [Jthe midwifery care) from the medical organization in order to verify the
submitted application documents.

I also recognize that it will take three to four months to receive the payment.

Also, any photocopies of this authorization form will be considered effective and valid as the

original.

e
(Signature)

B, DEEEZZT T - HEE L] BIRREARADM T T ES W, 2B, ROGHETT
BUHEE (RADKRBAEOEE) . BUER RN (RADBERESE RADOEGE) | IEEMRBAN (K
AMET L TWDLGE) BEALTIIEIN,

If you agree to the above conditions, please fill out the information below and sign.

Signature must be done by the insured person who ([(Jreceived the treatment / [Jgave
birth to a child). However, in any of the following cases, the guardian (if the patient is under
age), the guardian of the adult Gf the patient is an adult ward), or the heir at law Gf the
patient is dead) shall sign.

- ¥ A7 (Address)

- Ik 4 (Signature)

- B f+ (Date) #(Year) H (Month) H(Day)

- 2 & OFf% (Relation to the patient)
AN (Self) - BlHEE (Guardian) - (EEMEFEA (Heir) - ZOfthh (Other)



IR D AIEE Al

(Authorization to Release Medical Records)

BOIMREEEZIE - OHELCE_MF B8F LHoEFTE_ @F AR
X, BEHOBEH 2 WIE, BEHNEELEFESD, [(MNEEEREER - OHEFR
—IReHEEE] L2 FFE ((WEERITHA - OHE] 21T7o7 B, 5T, [(IEEAE -
OBEAT 2 OWNE] %) iR T 5720, FESHORMEIC LT, [IRETS -
OBEAT#] ZAToTFHICRE 2T, ZUEDP SRS T 2RO EZ T 2 &
WCRELET, 7. ZORDIHEZITLETIZ3, 4NANNLZEIZONTH, [
BELET, B, AFEOFEHEELAFELFRLNINBHL LD EROET,
I (Mthe patient who received treatment / [Jthe patient who gave birth to a child) :
Kobe Hanako , and the head of my household: Kobe Taro , authorize the

Kobe City Government’s staff and its subcontractors to make inquiries and obtain any

factual information related to ( M the Overseas Medical Care Expenses application
documents / [Jthe Childbirth Lump-Sum Benefits Payment application documents),
such as date, place, record, and other information about (Mthe medical treatment / [the
midwifery care) from the medical organization in order to verify the submitted application
documents.

I also recognize that it will take three to four months to receive the payment.

Also, any photocopies of this authorization form will be considered effective and valid as the

original.

S ALl — - N — . — — ) —

(Signature) BZ2E0EECENST. IRENORIMMBICEERN « KBZRHICEIKLD
By [ RFEEVNNZLFET,

S (KA BEFT - KBEO—VFCTRHENCESKDBRENNZLET,

DT LV KIRMEE RS - NBESIBLSE N EREETES CSDLDERdH L TIIES),

If you agree to the above conditions, please fill out the information below and sign. Signature
must be done by the insured person who (Mreceived/the treatment / [Jgave birth to a
child). However, in any of the following cases, the guafdian (if the patient is under age), the
guardian of the adult Gf the patient is an adult warfl), or the heir at law Gf the patient is
dead) shall sign.

(ZM&. BESSIFTCERE. 0TEOSHes | B8, X, M. #ENE)

- ¥ Fr (Address) Kobe Building111 6-5-1 Kanocho Chuoku Kobe Hyogo JAPAN

- K& 4 (Signature) Kobe Hanako

- B f (Date) 2019  #-(Year) 12 H (Month) 16 H (Day)

- %z L OBf% (Relation to the patient)
ChA (Self)) - #i# (Guardian) - WEMFA (Hoir) - Z0ff (Other)



Table of International Classification of Diseases for the use of National Health Insurance

Jogoogbooodgouon

O Certain infectious and parasitic diseases
O0o0o0oooono

0101 Intestinal infectious diseases
goooo

0102 Tuberculosis
oag

0103 Infections with a predominantly sexual mode of
transmission
J000000O0oOoooooooo

0104 Viral infections characterized by skin and
mucous membrane lesions
0oo0oo0o0oooooooooooo

0105 Viral hepatitis
oooooo

0106 Other viral diseases
goooooooon

0107 Mycoses
ooo

0108 Sequelae of infestious

an
gooboboooogonog

d parasitic diseases
oooo
0109 Others

gdboboobooobod

O Neoplasms
good

0201 Malignant neoplasm of stomach
gpoooood

0202 Malignant neoplasm of colon
oooooooo

0203 Malignant neoplasm of rectosigmoid junction
and rectum
ooooo0oooooooopopoooo

0204 Malignant neoplasm of liver and intrahepatic
bile ducts
goooooooooooo

0205 Malignant neoplasm of trachea, bronchus and
lung
jd0ooOoooooooooog

0206 Malignant neoplasm of breast
gooogoooo

0207 Malignant neoplasm of uterus
ooooooog

0208 Malignant lymphoma
ooooog

0209 Leukemia
ooo

0210 Other malignant neoplasms
goooooood

0211 Others
go0oo0oooboooooooo

0O Diseases of the blood and blood—forming organs
and certain disorders involving the immune
mechanism
gooo0ooooooooooooonooo

0301 Anemia
oo

0302 Others
O0o0oooooooooooooooooa
000

O Endocrine, nutritional and metabolic disorders
go0oooooooooo

0401 Disorders of thyroid gland
goooad

0402 Diabetes mellitus
ooo

0403 Others
000000o000ooo0ooooo

O Mental and behavioural disorders
OO0oo0o0ooooo

0501 Vascular dementia and unspecified dementia
dooooooooooo

0502 Mental and behavioural disorders due to
psychoactive substance use
Oo000o0o0o0ooooooooooooao

0503 Schizophrenia, schizotypal and delusional
disorders
goooOoooooOoOoOoOoOoOoOOOoO

0504 Mood[ affectivel disorders
goo0o0ooooooooooooo

0505 Neurotic stress-related and somatoform
disorders
O0o0ooooooooooooooooooan
oo

0506 Mental retardation
oooo

0507 Others
00D0O00oo0oooooon

O Diseases of the nervous system

gooooa
0601 Parkinson’s disease
O0o000ooo

0602 Alzheimer’s disease
0603 Epilepsy
O
0604 Cerebral palsy and other paralytic syndromes

gboooooooboobobobo

0605 Disorders of autonomic nervous system
doodooooa

0606 Others
o0oooooooo



00 Diseases of the eye and adnexa
oo0ooooodon

0701 Conjunctivitis
oono

0702 Cataract
oono

0703 Disorders of refraction and accomodation
goooOooooo

0704 Others
goooooooooooo

O Diseases of the ear and mastoid process
a

f the ear
ooOooO0ooooo
0801 Otitis externa
ooo

0802 Other disorders of extarnal ear
gooooooo

0803 Otitis media
ooo

0804 Other diseases of middle ear and mastoid
OOo00oO0o0ooO0oO0oO00oo0o0ooo

0805 Disorders of vestibular function
gooooa

0806 Other diseases of inner ear
gooooooo

0807 Others
goooood

O Diseases of the circulatory system
goooooo

0901 Hypertensive diseases
ogooooo

0902 Ischaemic heart diseases
gooooa

0903 Other forms of heart disease
ooooooo

0904 Subarachnoid haemorrhage
oooooo

0905 Intracerebral haemorrhage
oooo

0906 Occlusion of precerebral and cerebral arteries
ooo

0907 Cerebral atherosclerosis
gooooooo

0908 Other cerebrovascular diseases
goooOooooo

0909 Atherosclerosis
goooooo

0910 Hemorrhoids
oo

0911 Hypotension
gooo

0912 Others
oopooooodgood

0O Diseases of the respiratory system
gooooono

1001 Acute nasopharygitisld common cold
oooooooooo

1002 Acute pharyngitis and tonsillitis

o0ooooooooooon

1003 Other acute upper respiratory infections
oooopoooooooo

1004 Pneumonia
oo

1005 Acute bronchitis and bronchiolitis
O0o0o0oooooooooo

1006 Allergic rhinitis
gooooooo

1007 Chronic sinusitis
oonoooo

1008 Bronchitis, not specified as acute or chronic
ddddooooooooooooo

1009 Chronic obstructive pulmonary diseases
gooooooad

1010 Asthma
oag

1011 Others
goooooooooo

XI Diseases of the digestive system
ogoooooao

1101 Dental caries
oo

1102 Gingivitis and periodontal disease
gobooobooao

1103 Other diseases of teeth and supporting
structures
goooooooooooo

1104 Gastric and duodental ulcer
oopooooooood

1105 Gastritis and duodenitis
oopDoooogo

1106 Alcoholic liver disease
Oo0ooooooo

1107 Chronic hepatitis, not elsewhere classified
gobodbobooboooboboooobog

1108 Liver cirrhosis
00000ooOoooooooooo

1109 Other diseases of liver
oonooooo

1110 Cholelithiasis and cholecystitis
goooooooa

1111 Diseases of pancreas
good



1112

Others
gooooooooog

1408

Other disorders of breast and female genital
organs
000000 0000ooooo

OO Diseases of the skin and subcutaneous tissue
ooooooooooo 00O Pregnancy, childbirth and the puerperium
oooooooooog
1201 Infections of the skin and subcutaneous tissue
puooooogoodn 1501 Abortion
1202 Dermatitis and eczema H
uooooo 1502 Edema, proteinuria and hypertensive disorders
in pregnancy,childbirth and the puerperium
1203 Others Ooooo
goooooooooooood
1503 Single spontaneous delivery*
00O Diseases of the musculoskeletal system and oooooo
connective tissue
00ooooooooooo 1504 Others
ooooooooooooooo
1301 Inflammatory polyarthropathies
gdooooooogod 00O Certain conditions originating in the
perinatal period
1302 Arthrosis oooooooooo
ooo
) 1601 Disorders related to pregnancy and fetal
1303 Spondylopathies growth
oooooooooooo 000000000000000
1304 Intervertebral disc disorders 1602 Others
ooood O0000000000000
1305 E?EYE?E?E?Ch'aI syndrome 00O Congenital Malformations, deformations and
chromosomal abnormalities
1306 Low back pain and sciatica nooooooooooonn
oooooooooo ) B}
1701 Congenital anomalies of heart
1307 Other dorsopathies pooooon
oooooooo
1702 Others
1308 Shoulder lesions bobooboooooooaooon
oooo
g0 Symptoms, signs and abnormal clinical and
1309 Disorders of bone density and structure laboratory findings, not elsewhere classified
goooooooooo 00o0o0oooooooooooooooooon
ooooooooo
1310 Others
ooooo0oo0ooOoooooooo 1800 Symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere classified
00O Diseases of the Genitourinary system gooooooooooooooooooooon
oooooooo ooooooooo
1401 Glomerular diseases 00 Injury, poisoning and certain other
JdooOo0ooooooooooao consequences of external causes
o0oooooooooooooon
1402 Renal failure
ooo 1901 Fracture
od
1403 Urolithiasis
nooono 1902 Intracranial injury and injury to organs
oooooooooooo
1404 Other diseases of urinary system
noooooboood 1903 Burns and corrosions
ooooog
1405 Hyperplasia of prostate
unooooood 1904 Poisoning
od
1406 Other diseases of male genital organs
goooooooooa 1905 Others
ooog
1407 Menopausal and postmenopausal disorders
0oooooooooooo
Important : No.1503 with asterisk is not covered by the National Health Insurance.

1030 *0)000DOO000OoooOoooooog



