BRI mEHExes

A=)

W o o B o\ ®

e N o

rl

®

R I%E G

=111}

s

B

nMtE

$BIEV) T TEH TS

K %

=

READ -

FR - B

&

ER-AEG
D EAH

TR S

B=FTAX

SBERGE)ICLDLDTTH

X[ELy

ARV

BERERIT-EREE

%

w

BT ofE M

BRER
A

I+ 7=
il

oM F

A

BAo5HH

&

A =}

B |

EICEL-&H

HiBEE

BAXRER
e

TEE®ZIT5
TELEM--EH

1.

BASHE (REFR)

X2

DEGEE( O~@ )

2.
3.

AT
Z Dt (

- HER - BAEBEEORK(ERER

)

X2

DEGEE( O~® )

BWRIRERA

CORFEDHFERVBAEDZEIZEFRREAIL

FELFET,

EXFREAKRA

=24+ B HE

KEFEENE=ZBDTAICEISEE RN E=ZEDITAICLSERE

X2

DEGER

%]];RSC(

REE

OO

PERAB DR

SERNBEOHEINEEDIES)

FRUNE (BAHA LM B D)

ML TV -CLERETELEE M=

BABRDOHNSERMDIIAE)

H A/ SRAB—

FOELAE)

HWRIZEADRSESIRATIAFTUN—ITKYBFETHHE . BERBRIRE DI/ F o —ERHBL TSN,
(RAFUN—ZRBLIESE . BABSER. AANERETSOOFFTEENDETT,)

ELi

1FRELTESLY,

AMIEREEV )y T TEH TSN

B o M o3 M

W

b3

e #

@4 AR

EHES

EHBER

&

M

XiFAR

X % B HE

x

A B

£ A

H

B A

X

éj\

B

( ER @i

FE )




FREICRHAFRIES

Agreement of Authorization

5 &5

HWRRELDRES - &S

K4 (Name of Patient)

4 & A H(Date of Birth)

> K R i

{Efr(Address)

FE—RERRIRHES
FhRBZZIT-E) L FE—RERRESOBAX I —RERKRBENERL-EESE
A BNREERFEHICHIEXR(RETATT B, 5. REANR) EMHET 410, H
FEHEORBMFICI ST BBTAZITOEERICRRZNL., 2ZREILRRCHT HIFEHRDIRM
ERITAHIEICRABLET .
F=, LERHERICHY, NZAR—,DIE-—NBEELDHIG S, RRAR—bEbE—RERRIRE
BIRTIHELHFETRELET,

To: TOPY Health Insurance Society

I (patient who has received treatment) authorize TOPY 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.

FEL -, BEEZT=ARAANTOTTEN, GH. ROGE(E, HIEE (KA
ARBREDEFR)  RERRAN(KALNREFRRRADIFZE)  ZEEBEA (KA
MNETCLTLSIGEE)NERL., HEILTTSLY,

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.

(Signature)
BEEZIT-ADKS En
(Name of Patient)
BEHELOBER AN - BHEE - EZTEHEEA

(Relation to the insured) (Self) * (Guardian) - (Heir)

B8, B, EREEMNACTEDNDREECEERGEEZROON-IGEE . IEDELITLE
FEZLHBIACTEAHYET,

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.




This form

is used for claiming the health insurance benefit.

COHRIERERIROBAORBIFERAINET,
Agreement of Authorization
COHRRITELEENES A DEALTTIL,

Attending Dentist's Statement

R 2 RARBHNE

Name of Patient Date of Birth Sex OM-0OF
BEL £5£AH PRI E &
Initial Office Visit Days of Services days
BPEAE! ZHEAK
Tooth No. =
Permanent Tooth KA Milky Tooth P&
H1 O H#2 #3 #4 #5 #6 HT #8 | #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E | #F #G #H #1 #J
R8765432112345678LREDCBA A B C D E
8 7 6 5 4 3 2 111 2 3 4 5 6 7 8 E D C B A| A B C D E
#32 #31 #30 #29 #28 #27 #26 #25 | #24 #23 #22 #21 #20 #19 #18 #17 #T #S #R #Q #P | #0 #N #M #L #K
Services Tooth No. Fee Services Tooth No. Fee
1. Examination 2% Comp. 1 serf
2. X-ray LURSUBE waLyy 2 serf
Bite-wings B#&ER X 3 serf
Periapical fE##&  x Other(Material)
Panoramic /%/5<% X TOt
Models Z2T4ETIL 9. Inlay / Onlay
3. Medication [ yes [ no A—-Tob—
i 10. Amal. / Comp. Build-up
4. Prophylaxies / Scaling TN L BBV UIZED R B EE
i < EERL Post & Core #4137
Fluoride  Jvit¥##H 11. Crown Porcelain / Gold
5. Extraction i & Aoty &
Periodontal Scaling Silver Alloy
/ Root planing BE®
B T AR - RE T AL Other(Material)
Gingival Curettage TOH
SEREE 12. Bridge Work Abut
7. Pulp Cap @HMES 7 *&H
Pulpotomy st - 8k
Root Canal Therapy Pontic
BREER 1 Canal RE AN
2 Canal
3 Canal 13. Plate Denture
8. Filling Amal. 1 serf @ HRRE
R TV 5 opp 14. Other(Material)
3 serf Toft
Total Fee =1
Name ®WHEMROKSA
Address of Dentist / Office  Fi7Eith

Dentist Office Nane &R ERDZ

Date Aft

Signature ZE#£




