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Request to Attending Physician
Y EA~DIBRE
1. Please fill in this form so that the patient may claim the health insurance
benefit. Z ORRAITEE OB EE EROET OHFEICMNETTOT, SEHEZBBOLE T,
2. This form should be completed and signed by the attending physician.
ZORRRITHYEREFEE, 1 OoBAL LTSN,
3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.

F R, ABE - ABSSMEICH, 2 OB A BT,

Attending Physician’s Statement
2o N oRwx B M E

Form A
%k A
1. Name of Patient (Last, First) Age (Date of Birth) Sex ( Male-Female )
BEL i (ZEFAR) PR (5 - %)
2. Name of Illness or Injury preferably with Number of International Classification of dise

ases for the use of Long-term Care Insurance (See the attach documents)

5903 40 e UM% 391 v i o 1 00 o) 2 ) [ B 0 40 JE % 5 (RIS TR

(No. )
3. Date of First Diagnosis : D / M /Y / /
W2 H Hn ~ A /7 % / /
4. Duration of Treatment : days
R A
5. Type of Treatment
RO I3
OHospitalization :  From / / , to / / ( days)
N B / / E / / ( H M)
OOut patient or Home Visit: / / / /
N4 / / / /
6. Nature and Condition of Illness or Injury (in brief)
IR DY
7. Prescription, Operation and Any other treatments (in brief)
7. T2 O o JLE DA
8. Was the treatment required as a result of an accidental injury? Yes[] Noll
BRIZELOEEICL DO TT I, (=S ANAY-d
9. Itemized Amounts paid to Hospital and or Attending Physician: Form B
TR E 3B
10. Name and Address of Attending Physician
Y E D 4 Fil e OMERT
Name 4 Hij : Last First 4 Title Fr&E
Address fEfF : Home HZE phone FEif
Office il X2 T phone FE &
Date Hff : Signature EH4

Attending Physician ¥ [E
Reference Number of your Medical Record (f applicable)
LH IO T




IR (R A OffR)

6. JEROBE

7. W5, FHFE OO ALE OB

#

A DO

VPN

il
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Request to Attending Physician or Superintendent of Hospital/Clinic
FH G R SR e 55 e ~ D BHE

1. Please fill in this form so that the patient may claim the health insurance
benefit.
Z ORRRITBEF OB A EREOKMAORFEICKLETTOT, EHEZBELET,
2. This form should be completed and signed by either the attending physician or the
superintendent of hospital/clinic.
ZOFNTHYENRFE, OBL L TIEIN,

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

S A ABE - ABSSMEICA, 2o BB T,
4. If not in dollars, please specify the unit used.
RSN DEEDOBZEITTDOEEFENTIIEIN,

Itemized receipt

O oA E

Form B

% X B

(1) Fee for initial office visit HZ R 3

(2) Fee for follow—up office visit M2k $

(3) Fee for home visit T2k $

(4) Fee for hospital visit NIRRTy $

(5) Hospitalization N ¢ $

(6) Consultation R34 3

(7) Operation Fhfr $

(8) X—ray examination X BRI A $

(9) Medication [ 32y $

(10) Anesthetics TR i 2 3

(11) Operating room charge FiF=EE M 3

(12) Others(specify) Zoft (HAEHT $ $

(13)  Total = it $

Important : Exclude the amount irrelevant to the treatment, i-e, extra charge for a bed.
E OB DR SR IR IR EAERER O R W B DIFFRW T R S0,

Name and Address of Attending Physician/Superintendent of Hospital or Clinic
24 = IR B S5 & O 4 il K OVE AT

Name . Last First Title
EAaHi] jiés 4 e
Address : Home H=E Phone &EE
fEFT Office JpiBt XX 2P Phone 7Ej
Date : Signature

H A E4
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Request to Attending Physician or Superintendent of Hospital/Clinic
FH G R SR e 55 e ~ D BHE

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z ORRAITEE ORI SIS EROGT OHFEICLETTOT, EHEZ BB L ET,
2. This form should be completed and signed by either the attending physician or the
superintendent of hospital/clinic.
ZORRRITHYEREFEE, 1 OoBAL LTSN,
3. One form for each month and one form for hospitalization/outpatient(home visit) should be filled out.
S A ABE - ABSSMEICA, Z o1 BB T,
Separate receipt required for prescriptions.

ABHIAN AT Z 2 IR D Z L,

Attending Dentist’s Statement
R 2 R O E

Form C
Permanent (F9H D4 FRIS L ONRBAL) Baby teeth (L)
87654321 12345678 VIVIII I ‘ I DIMIvVV

87654321 ’12345678 VIVIII I ‘ [ IIIIVYV

Identify examined teeth: (§%X47 &M% O TS &2 D)

+ Cavity (C) (Hith) * missing teeth (F) (X1#) - stomatitis (G) (HHK)

+ Pyorrhea alveolaris (P) (Biflifim) - extraction needed (Z) (FEHith)
Date of First Diagnosis (#]i2 H) Currency paid
Days of Diagnosis and Treatment (F2#% 177232 H %) day(H ff) CthiEtg)

Office Visit Fees (R2Wrfh)
Examination Fees (FRZEE})
X-Ray Fee (L' F5V)
Other (& Dfh)

Services (M L7z th O & 1R OFELA)

Describe when gold or platinum was used

GREAMENC S, AezMMA Lz L 23R LTZEn)

: Filling (GETA)

+ Inlaying (1 > L —XiI7 > L —)

« Capping(metal) (&)

- Jacket capping (¥ 7 v b

- Capping connected (B etkioe i)

Chipped Teeth (K8 & filifk L 72356 € OFBAL & )
* Bridge (7'V v )

- Total artificial teeth (V&)

Name of Hospital or Clinic (B S IZZ2 T4 #) Total (§1)

Signature of Doctor (3HM4[EE4)

Date (HfY)
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HEICEDIFAEE

Agreement of Authorization

- 1R B 4G B £ N 5]
+ Starting date of medication Year Month Day

- BepRBRAE ()
(errBRE )
CEG)
(A4HRH) F_ A H

- Insured (Patient)
(Name of the insured)
(Address)
(Date of birth)  Year Month  Day

JE 55 VAR S v i A R e A

L ORBEZTTIE) | (T BIREIES OBE H 5V E, BIREGES NEFE LI EER D,
MEIVREE R EHICH L FE (RETHEIToIZ R, BT, RENS) 2T 5700, HigEEO% M
FIZL - T RBETHET LB ITREZT), UEE LR T 2 EROBMHELEZIT L Z LICAELE
E

Fio, LEMERICHIZYD NAR— O C—=NRE LR LGEITIE, NAR— M a2 BRBES IR T 5 2
ELPFETREL £,

To: Hiroshima Prefectural Association of Medical Care Services for Elderly Citizens
I (patient who has received treatment), authorize the Prefectural Association 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.



ZA1H

FHE, IR ZTTRRREARANDIT> TR E, RBROGEIZ, BES (RADBRKEOLE) | &
FREN RADRAFERE RADHEE) | IHEMHRA (RADBELC LTHLI5E) BEALTTIS,

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)

({EAD

(HAD) F_ A H

(B & DRAR) AN - BUMERE - IEEMEREN - Zofl ( )

X AREEZEOENHRIZEL AND 6 5 A TY,

Signature
(Signature)
(Address)
(Date) Year Month Day
(Relation to the insured) : Self -« Guardian Heir «  Other

2% This agreement of authorization expires six month after the signed date.

Table of International Classification of Diseases for the use of Long-term Care Insurance



R B R B E B R 0 AR

I Certain infectious and parasitic diseases

R R VFERE

0101 Intestinal infectious diseases
1538 RS Y i

0102 Tuberculosis
itz

0103 Infections with a predominantly sexual mode
of transmission
F & U THRIEERR A & D RRYYE

0104 Viral infections characterized by skin and
mucous membrane lesions

PLRE B OSKEIBEDIRIE 22 5 7 o )V AR IR

0105 Viral hepatitis
7 A VAT

0106 Other viral diseases
EOMDT 4 L AR

0107 Mycoses
FUEE

0108 Sequelae of infectious and parasitic diseases
JEYUE J OV AR URE O f5e 5 - % IRIE

0109 Others
& DA D RYGLIE Mo OVFF Az BULE

I Neoplasms

wE Y

0201 Malignant neoplasm of stomach
H OEMH Y

0202 Malignant neoplasm of colon
i o D FEME T A

0203 Malignant neoplasm of rectosigmoid junction
and rectum
B S IRFE G REAT8 B OV RS O BT A2 )

0204 Malignant neoplasm of liver and intrahepatic
bile ducts
JHF B OV N REAE O T T AE )

0205 Malignant neoplasm of trachea, bronchus and

lung
K&, R SO O FEME A

0206 Malignant neoplasm of breast
A OB A

0207 Malignant neoplasm of uterus
FE OBEMFEY

0506 Mental retardation

0208 Malignant lymphoma
MY N

0209 Leukemia
A 157

0210 Other malignant neoplasms
ZOMOEEF AW

0211 Others
B M O OO FT £

Il Diseases of the blood and blood—forming
organs and certain disorders involving the
immune mechanism

MAERVEMRORBLEVICREHRBEOGE

0301 Anemia
5=y

0302 Others
Z OAth, D MR o ONE M85 D PR B DN S bt o

IV Endocrine, nutritional and metabolic disorders
AR, FERUREER

0401 Disorders of thyroid gland
PR IR B 5

0402 Diabetes mellitus
B R

0403 Others
ZDOMOWNITUL, HF M OHTHE B

V Mental and behavioural disorders
RHRUVTHORESE

0501 Vascular dementia and wunspecified dementia
I A8 B OVEE A AR B oD i S

0502 Mental and behavioural disorders due to
psychoactive substance use

RS E R EAE RIS X 2 Kt R OT B o fe

0503 Schizophrenia, schizotypal and delusional
disorders

RSy Sy IR T K OV AR R R

0504 Mood [affective] disorders
SOy UEAEIREE (B S SR & &)

0505 Neurotic, stress-related and somatoform
disorders
MRIEMERRE, R b L A BEEE L O RR B R E

0806 Other diseases of inner ear



R T
0507 Others
Z DA OKER K O TB) D REE
VI Diseases of the nervous system

MEROKR

0601 Parkinson's disease
N—F 1V YR

0602 Alzheimer's disease
T I INA < —IR

0603 Epilepsy
TAMA

0604 Cerebral palsy and other paralytic syndromes

Jibd PR BR8N TR DA, 0D JRRYBEL P E A T

0605 Disorders of autonomic nervous system

B AR R DR E
0606 Others
T DD R DR E
VI Diseases of the eye and adnexa

REVITEHRDERE

0701 Conjunctivitis
S

0702 Cataract
H k=

0703 Disorders of refraction and accommodation
JEAT I O O fE

0704 Others
Z OMOIR K O @25 D IR &

VI Diseases of the ear and mastoid process
ERUVEREEDRE

0801 Otitis externa
PR/

0802 Other disorders of extarnal ear

Z DD I E R R

0803 Otitis media
rhE %

0804 Other diseases of middle ear and mastoid

Z DAt I E K OFLARZEE DA

0805 Disorders of vestibular function
A =T — )R

Z DAL H A
0807 Others
Z OO H R
IX Diseases of the circulatory system

BIRBRDEE

0901 Hypertensive diseases
1 I P A

0902 Ischaemic heart diseases
i M DR BB

0903 Other forms of heart disease
T DD R

0904 Subarachnoid haemorrhage
< BT i

0905 Intracerebral haemorrhage

JAPAL H

0906 Occlusion of precerebral and cerebral arteries

IEEEE S

0907 Cerebral atherosclerosis

NEREEAL ()

0908 Other cerebrovascular diseases
Z DAt D i 2 P R

0909 Atherosclerosis
FIREE(L CE)

0910 Hemorrhoids
57

0911 Hypotension
AR I EE

0912 Others
Z O OFEERHR R DFE
X Diseases of the respiratory system

FkERROKE

1001 Acute nasopharyngitis [common cold]
S2MEREGER [H3E]

1002 Acute pharyngitis and tonsillitis
R S IEBRZE K VRV Rk %

1003 Other acute upper respiratory infections
Z Ottt ERGERYE

1004 Pneumonia
fitige



1005

1006

1007

1008

1009

1010

1011

X1

1101

1102

1103

1104

1105

1106

1107

1108

1109

1110

1111

1112

Acute bronchitis and bronchiolitis
BMERE IR K ORI MRS 5%

Allergic rhinitis
T U —PEERK

Chronic sinusitis
18 MR S5

Bronchitis, not specified as acute or chronic
BTN & R SRR VWRIE IR

Chronic obstructive pulmonary diseases
2 M P ZEME i AR

Asthma
1SN

Others
Z OO FEL Z5 5 DR A

Diseases of the digestive system
HILBRRDKE

Dental caries
o #h
Gingivitis and periodontal disease

R PR 28 K O i ) A

Other diseases of teeth and supporting
structures

Z OO K OVl O Rtk

Gastric and duodenal ulcer
B IE5 R O R

Gastritis and duodenitis
HR & O ZFEh%

Alcoholic liver disease
TV 3 — LA TR R

Chronic hepatitis, not elsewhere classified

BIERFR (T va—athobo&ER<)

Liver cirrhosis

JFREZE (72— D b D& FR<)

Other diseases of liver

Z DAL ORFI R

Cholelithiasis and
REATE K ONED 5 4%

cholecystitis

Diseases of pancreas
e B8

Others
Z DM DIELERR DB R

XIn

1201

1202

1203

X

1301

1302

1303

1304

1305

1306

1307

1308

1309

1310

XV

1401

1402

1403

Diseases of the skin and subcutaneous

tissue

RERUVR THBORSE

Infections of the skin and subcutaneous

tissue

P& e OVBE T LK D I GSAE

Dermatitis and eczema

F2 8 M 0N 2
Others

Z DML K2 & o OVFE TRk 0 95 HR

Diseases of the musculoskeletal
connective tissue

FERRRUHESHEBOKE

system and

Inflammatory polyarthropathies
RIEVESFEVEBI R E

Arthrosis
RE i

Spondylopathies
THERRE (FHEE 2 3 T0)

Intervertebral disc disorders

HER A

Cervicobrachial syndrome

Fe e e

Low back pain and sciatica

JELTRE e O 1o eI

Other dorsopathies
Z O OFALREE

Shoulder lesions
JB DR

Disorders of bone density and structure

B DR FE K O O a5

Others

Z DAL E & T S OVl A ik D 7R B
Diseases of the Genitourinary system

FREETEZR R DR B

Glomerular diseases
SRERIRPE FB R OV R A 87 PR MR8 FR

Renal failure
SN

Urolithiasis
PR &G A E



1404

1405

1406

1407

1408

XV

1501

1502

1503

1504

XVI

1601

1602

Other diseases of urinary system
Z OO JREE R DI

Hyperplasia of prostate
ASZARAER (i)

Other diseases of male genital organs
Z OMLD B MENEZR DR E

Menopausal and postmenopausal disorders
R B R ONPH R S8 320 H B
Other disorders of breast and female
genital organs

FLE M OV DA D 2 PEpEER D ¥ R

Pregnancy, childbirth and
iR, PHERUEL &<

the puerperium

Abortion
Vi

Edema, proteinuria and hypertensive
disorders in pregnancy, childbirth and
the puerperium

PER P E

Single spontaneous delivery *
Hills B AR5 i

Others
FOMDINE, iR OFE T X <

Certain conditions originating
period

FERICFEE LIRS

Disorders related to pregnancy and fetal
growth
BEHR S OVIR V26 B (B 2 i

Others
Z OO FEFEINTRLE LR

Important : No.1503 with asterisk

in the perinatal

XVI

1701

1702

XV

1800

XX

1901

1902

1903

1904

1905

chromosomal
HXRFH. ERRUELEBAREE

Malformations, deformations and

abnormalities

Congenital

Congenital anomalies of heart
DD e KA

Others
ZOMDIERETE., B LYtk s

Symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere classified
K, BIRRUVERERKFR - EEREMRRE THIC
DEERGTVLLD

Symptoms, signs and abnormal clinical and

laboratory findings, not elsewhere -classified
SR, U S O R R T AL - B R AL Ttz
MEINRNH D

Injury, poisoning and certain other
consequences of external causes
BE. PERUZTOMONERDEE

Fracture

e

Intracranial injury and injury to organs

SHERPHRE X ONIRO B S

Burns and corrosions
AE L O

Poisoning
==
i

Others
D

is not covered by the

Long-term Care Insurance.

1503 F(x AN B minE ERAELER S EEA,



