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Form &
¥ A 3, One form each month, one Form for hnspitalizution/g:;Ea :2:‘;; and
KA, A - ARSI m ofek 1 St ed,
Attending Physioion's Statement
BPRABHAME
1. Neme of patient {Last, First) Age {Date of Birth)
BoH & ety (&FHR)
2, Nome of Illnesc or Injury prefarably with Number of International Classification of Diseases for
the use of Social Insurance (See the other sido of this form)
fimd B O REBUTERSONSRES CEEER)
3. Dete of Flrst Diagnosis: , 20
o % B
4. Days of Disghosis and Treatment! days
Bite &
5. Type of Treatment
BRONR
[0 Hospitalization: Fron , 20 to 20 {
A B B = (
O Out patient or Home Yisit: , 20 . 20
A B . 20 ., 20
8. Naturs and Conditien of Illness or Injury (in brief)
fERofEE
7, Preseription, operation and any other treatments {in brief)
5, FHEORONEOREE
8, ¥as the troatment required as a xesult of sn acoidental injuxy? Yos [] Fo
b dreis idod ir e RNk o R WiNE
9, Itenized amounts paid to Hospitel and / or Attending Physicien: Form B
ERER #L B
10, Hame end Address of Attending Fhysician
YDA MR U
Mame £HT  : Lagt & First 4
Address £EFT : Hone 855 Phana
Office BRI TUFRISRDT Phono
Pate H{ Signature f&

L. This form iz used for claiming the social insurance henefit.

Lottt aipoRfoRMiER ShiET,

2, This form should be completed and signed by the ottonding physician
I OEEGHBKEMNR, H0BE LTTEV,

days)
Z15)]

Attonding Physician JBE5EE

Reference Numbor of your Medieal Record (if appliceble)

BRBOHE




Tabie of Internatiennl Classification
of Disoeses for the use of Social

Insurance

S R R R R 5 B

H

1

2

Infectious and Porasitic Disecases

6805 7 U5 2 TR
Entestinal infectiovs diseases
T IR E
Tudsrevlosis
R
Viral disewses accompanied by exanthem
RFEFEI TAWAKS
Vira) hepatibls
YA S ARFR
Othor Viral disezxes
TDBD & AR
Syphilig and other vener:l disooses
&
Hycosss

k-1 fr
Others

F D {8 oD MR A TRl Ak s

I Neoplasns

9

10

11

iz

13

14

15

16

Aidty
BaXlignant nooplosu of stomach
¥ oXiErE s
Honlignant neoplasn of snpll Mntpstine,colon and
rectum
AB. BERCEROERSED
Nalignant ncoplasn of trachea,bronchus and lung
S, RETRUMORESES
Kolignant nzoplasm of fesnle breast
REHFORLWED
Halignant nmoplazam of uterus
FEOMIEN L
Levkoenia
B ifi
iatignant neoplasm of other and unspecified sites
E DI FCEBL R O F TR
Other neoplasm

20 0Bt ES

E Endocrine Nutritionsl and Hetebsllc Diseasss and

1mnunity Disorders

W2 %, BRRBOCKMKBETIAERE

17 Disorders of thyroid:gland

18

19

BREORA
Diabetes mellitus
Y5 R
Gout
#5 R

20

Dthers
FOBOBSB. MEEGRHRDLTR LEHS

IV Disceses of Blood and Blood Forming Drgons

2l

22

RO DR
Anaerias
i
Qthers
ZOOHHBEVEGEORD

V Hental Blsorders

23

#

b

26

27

28

28

30

31

a2

£

3

35

36

37

EH]

39

10

b Ei e
Sonile and presenila organic psychotic conditions
s4linvaslioRtitaes
Schizophrenic psychozss
HER S
Affective psychoses
Do
Gthar psyelioses
LTl e B
Neurotic disordors
1135
Alcolo)l dependence syndrome
7l —ikds
Othet nonpsychotic mental disorders
T o{b oAt bR
Hental ratardation

firihas

VI Disesses of tha Nerveus Systen and Sonse Organs

HERR PGB ORD
Disorders of autopomic nerveus system
ke ht 1205
Tnfantilo corabral palsy end other paralytic
synd£ames
AR B 02 Dl D BRE I R0t
Epilepsy
T hivhs
Other discases of central nervous systex
E O oPigIEROR A
Disorders of poripheral nexvous system
HKIHhEROBE
Catsract
E1PIRE
Conjunctivitis
272823
Other disorders of eye
£ OROEORS
Otitis medla
WEHR
Other disorders of ear

+ DL OF LR,

EerRpa s3I ET O e mE (& @ 1D



! Discases of the Circulalory systen
FBRE ORI
4% Rheumatic fever and rvheumptic heart disesss
Y FRREIFY 0T FRLHES
llypertensive disease
R ER R
Ischanic heat discase
BEMTE AR
Other forms of hear disease
0o iR
Subarachnold and intracerebra) hacmorrhage
IRt :
Dceulusion of precerchral and Cevcbrsl arteries

-2

Other cerebravasculsr disesse
Dl D REAEE R
Atheroscleresis
U & REEILAE

Other disorders of slrculatory system

= DIUDFHRF 0L

42
43
a4
45
4G
47
48

48

Vi Discases of the Raspirotory system
MR ORI
Acute respiratory infectiens
Al LU mR
Acuto bronchitis and bronchiolitis end bronthitis,
nat specified as acute or chronic
MBRCHREO SRS R
Chronic sinusitis
BAERI RS
Allergic rhinitis
7 V¥ -tk
Pneuxonis
i 23
Influsnze
C -l T
Chronic bronchitis
Biemagin
Asthma
Rt B
Dther diseases of respiratory systea

Z Db DIRRTR DI

50

51

52
53
54
55
55
57

52

X Discases of Lhe Digestive System
LR OHM

Disemses of teeth and supporting structires
5 3 U DI M DH A

Gastric and duedensl vlcar
R+ R B

Gastritis and duodenitis
BRECIHBS

Appendicitis

L f 1]

58

60

61

62

63

G4

65

6G

67

&8

Hernia and intestinal obstructioen
BRI =T
Liver cirrhosis

fii2: 8

Chronle liver diseaso
BRI

Other disorders of liver
EDIBDIFOHE

Chololithiasis and gallbladder
BRZERCLOS %

Other disesses of digestive system

T DB OIBETDRB

X Diseoses of the Genitourinary System

68

70

11

72

73

74

5

%

WREARDKD
Nephritis and nephrosis
R El-:-'ﬁ
Ronsl foilure
e
Galwlus of urinary systen
BRARONHE
Othor diseases of urinary system
@ {boEEROES
Hyperplasia of prostate
TR AR
Other digordors of mals genital organs
ToMoBHERBOHRA
Henopausa). and postwencposal disorders
AiEpar oo opE
Other disordars of brsast and femnle genitol

organs

ABRCEOMOKEEDTFORA

X Complications ¢f Pregnancy. Childbirth and the
Puerperiun

77

78

*79

80

5. HREVEDC X < D&t
Preganncy vith abortive cutcowe
SR
Hypertension complicating pregnancy and excessive
voniting in pregnancy
HEhales
Delivory in a completoly norsal case
EESR
Other
EOROIR, FREVIED X OEMHE

X0 Disesses of the skin and Subcuteneous Tissve

Bi

82

EEBRCGHTHRORDL
Infections of skin and subcutoncous
ERRUETHR QR
Others
DL DN B E TR DA

FEERPIERIMEF O IMET (€D 2)



il Discoses of Nusculoshelets; System and Gennective
{issue
HBRRBRUHEMRDIER
83 Rheuestolid arthritis and ether infamwatory
polysrthropathios

BHERGY owF (FiEERL)

84 Osteosrthrosis and o»llicd disorders
B E R U HGE

8% Disorder of back

FsE
86 Other dorsopathizs
T O owHRL
87 Peripherral enthesopathies and olliad syndromes
H D
88 Others
T OO TR BRTHALSOHRA

IF Copgenlital Anomalies
BRAN
88 Congenitnl anomalies of heart
LMD FRAR
80 Congenital mogeuloskeleta), defosmitdes
BRBENIRA
01 Obhers
& D o SR E IS

X¥ Certain Conditions Originating in the perinstal
period

RGN RELEXTERR
82 Slox fotol grovth and fetal malnntrition and
disorders relating to short gestation and
unspecified lov birth reight
IBRRBIHREE. FRIBRIERNEE TR
93 Other
E U RENIE LERRHAN

N Synotoes,Bigns and Ill-defined Conditions
iR, BRERCBHATHRORIE
94 Symptoms,signs snd I1)-defined Conditions
ik, HERERUREATFMAEORR

I Injury and Polsoning
REB U

85 Fracture

R

86 Intracranial injury,internsl injury and &njury to

nerves and spinal cord
HB0 % S LB RO RS
87 Burns
e 3c]
98 Poisoninz by drugs,medicanents and bieloglcal

subatances

9B Other
DDA R U rhis

YaportantiNe78 with asterisk is not dovored by

social insursnce

79 {(*0) RESRRIEEIShaLL,

LEHROFFER B2 pR A S M Er o Xenw (2 D32



1. This form is used for claiming the sceial insurance bonefit

C ORISR ORGORMTER & hE T,
2. This form should be completed and signed by sithar the attending
physicien or the supsrintendent of a hospital / clinic

Foxm B
WA B ZoRARBYENEE, POBELTTIW,
3, One form for ench month, Ons form for hospitalization / outpatient and
komo visit,
EHE, AL AR T oMst 1 EiEe T,

Itewized Receipt

HRHARRK
{1) Voo for Initial Office Visit n 8 8 $
{2) Fee for Follow—up Office Visit B 82 % $
{3) Fes for Home Visit # 8 B 3
(4) Foe for Hospitol Visit AR $
(5) MHospitalization A B OB $
(8) Consultation B O B $
(" AOperation F o RN 3
{8) Professionsl Nursing TRSCETRIM $
(9) X-Ray Examinations ERRER $
(10) lahoratory Tests BHEER $_
(11} Medicines B OEK R 3
(12) Surgical Dressing a2 #F N 8
(13) Anzethetics B B R $
(24) Operating Room Charge EHEEER $
(16) The Others (Specify) Ol (HERr) $ $

$ 3

(1) Total 113 8

Important : Exeluds the amount irrelavant to the treatment, i. e, payment for luxuriocus room cherge.

B OB RRSEEasRic sl A b ORBRATT W,

Nets and Address of Attonding physician / Superintendont of Hospital or Clinic

P ER R R OA R UHERT
Hane : Last Fiyst Title
£y <3 %
Addross : Heme B Phona
&5 Office yMBREISRSERET Phane
Date @ Signaturs

aft B



B C

Form C
BB D S REHE
Agreem f thorization

= JRNEMERE = B ] * Starting date of medication Yaar Month, Day.
- B = Pabtient

(R4) (Neme of patient}

() * {Address)

(444 B) i A 8 (Dateof birth) Year Month Dey.

RIFRHGHRRNZRE 9

HoOeseRRAE). L R RFMITHREERARE, RIFRIEHERMAXFAGBEICLINNE, BNk
SERNIEENIC B SIS (ERITA LT ol Em, TET, APRAE) RIS, BRENORESILE T, HETALiTo AN RELE
{7, BNESP LRSI SMRORHERT A ERAR LY,

W, EREHERRRLED, RRH— s E-SERE RS EARR, AR b ERFTRTHIERARRS T ERT 5 L bHHETREL
=1

To r naganocken shichoamsyokuinkyoesaikumiak

1(pationt who has received treatment) authorize naganoken shichosonsyokulnkyosatkumiai or its steff , and its subcontractoes to
rafir and obtain any and all factunl information related to an overseas medical trantment banefit claina(s) filed or to ba filed including date
of the traatment , place, and any treatmont records and information from tho medical erganization in order to verify by submitting the
related opplication forma,

Also, I agrae to sutmit a photocopy of my passport if it in necessary along verificakion process written shove,

Bt BRERSRBANTTTEN, b, KOBOE, B (RASRREORS). RARIA CRARREERIAORA),
BN CRAMELLTWEEE) ABELTFIN,

Insured person who has received treatment aball sign one's algnatuve . However ,in the following case,guardian(inaured parson s under
age),gunrdian ofadult Gosured person iy adult ward) heirlingured porson i dead)shall aign ons’s signature.

() (Signatore)
(150 (Address)
(8 L A =] (Date) Year____ Month___ Day
(WK LD A - ML - il « Tofh [ ) {Ralation to the inwired): Self + Guardian + Hair » Other
¥ AMEEoIMNRITEEENE 6y AHTT, ¥ 'This agreement of authorization expires 6 month after the
siznead date.

e, EHEE, RERREP SFIEOFE-CIHERR V2R 6 HE, FECRMICSENEIERREC = LAih 0 B

Also, we might ask you to fill out the formntted documents if countries or regions, and medical institutions regquired submitting thelr
format of agresmant of authorization or authorization letter,





