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EICED S EES

Agreement of Authorization

- TRl 4G A £ A H
* Starting date of medication Year Month Day

- B
(BEA)
CE)
(LA H) F___A H

 Patient
(Name of patient)
(Address)
(Date of birth)  Year Month  Day

I fREE RIS

L REEZITI=H), V. WO R AR A O Tk B S TR (B R B
BANEFLEL-EEEN, HMRREPFEHICHLIFE (RBTAHEIToI AR, HET.
RENRE) 2MHRT L0, BEEHORMEICL - T, BETAHEToLE IR 21T
AN él‘*%‘?ﬁ)%ﬂg/\ R A IERORMEZIT D Z LICRBELET,

Fio. FREERICHTZYD ., NAR— O a C—RNNSELE R DEAICIE, SAR— M EIE
(R RRAAAICIR T 2 E bR CRIE L E T,

To: Kogi Health insurance association

I (patient who has received treatment) authorize Kogi Health insurance
ssociation 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, T agree to submit a photocopy of my passport if it is necessary along verification

process written above.



E4 - 1R
Signature

B4 ENE, AREZIEARAN T CF I, 2B, KOBEIE, BlEs ORANR
KRIEEOEHR) . KEBRN RADBBAERERADEE) EEHREA (RANETC LT
WHIEE) BNEL, HEILTFSW,

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) Ff

e )

(BA) F__H H

(B3 & DRALR) cAN - BUNEE - EEMBIA - TOfh )

X ARBEZEOHDMRIIES BHNG 6 HRITY,

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

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

feks, ESOHE, EFMENOHTEORBEERLELRAREZRO NI E, FTEDEH
WCHERHEZDHMIAS 2B H Y £

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.



Request to Attending Physician
HYE~DEFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
Z OBRITEF ORFEARORAOBRFBICHLETTOT, FEAEZBRVWLET,

2 . This form should be completed and signed by the attending physician.
ZOFERITHRYENTAL, DOBALTLEIN,

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

filled out. &AM, FI-ARE - AbdbEIc &, ZOEX 1B KHETT,

Attending Physician's Statement
2 R AR B/ M F

Form A
XA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEAL Flm(44ER A) ) : PRI

2 . Name of Illness or Injury preferably with the number of International Classification of Diseases
for the use of Health Insurance. (Please refer to the table attached to this form. )
ER% R OB A E R RS
( No. )

3. Date of first Diagnbsis
W7 A

4 . Days of Diagnosis and Treatment
A days
5. Type of Treatment
1RIR D4R
O Hospitalization From / / to ] / ( days)
PN E] / / ES / / ( AR

‘[0 Outpatient or Home Visit f / . / /
ARzt / / . / /

6 . Nature and Condition of Illness or Injury(in brief)
JERDOEE

7 . Prescription, Operation and any other Treatments(in brief)

W5, FHTE OO NE DR

8 . Was the treatment required as a result of an accidental injury? ——— [0 Yes 0 No
BIRITEMOEEICL 2D TTH,

" 9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
EREEES ., FRId B YEICT-TERBONR : FABIZX B

10 . Name and Address of Attending Physician

Y EDLFIR O
Name Last (i) First(4) Title(#5)
Address  Home(H %) Phone(&E:%)
Office (e £ 1L RPN Phone
Date(A ) . . Signature(F4)

Attending Physician(384[E)
Reference Number of your Medical Record(if applicable)

DREDES
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Request to Attending Physician
HYEADHFEL

1. Please fill in this form so that the patient may claim the health insurance benefit.
T OFERITBE ORBRR OB ORFICKETTOT, SHZBRAVLET,

2 . This form should be completed and signed by the attending physician.
ZOFERIFHRYENTBAL, »0BHLHLTIIESN,

3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
filled out. #AE. AR - ABSMEIC &, ZOFRK 1 HALETT,

ltemized Receipt

R

Form B
=B

(1) Fee for Initial Office Visit ¥ 2 £ $

(2) Fee for Follow-up Office Visit F 2 # 8§

(3) Fee for Home Visit =* © £ $

(4) Fee for Hospital Visit A B & B KBS

(5) Hospitalization A 71 %S

(6) Consultation £ 2 %S

(7) Operation F o S

' (8) Professional Nursing W F ERMES

(9) X-Ray Examinations X #% B & &S

(10 Laboratory Tests* S B S - ¢ * Please fill in the
3 content of the
$ Laboratory Tests.
$ FEREDOARETAL T
$ Yakey" N

(1) Medicines** = P B ** Please fill in the name
$ and the amount of the
$ prescription of an
$ individual medicine.
$ * NS5 LT (B % DIED R TR
$ LEZTALTERN,

(19 Surgical Dressing ) # S

(t3) Anesthetics 153 i % $

(14 Operating room Charge F ilF 2 B HAS

(15 The Others(Specify) o (B k)
$
$
$
$

(Le) Total & it $ Unit is

WEEA

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

AR FIERS RRICEERBRRVBORERN TS,
Name and Address of Attending Physician

Y E DL AT R OMERT
Name Last (k) First(4a) Title(#-5)
Address  Home(H %) Phone(&E3:E)
Office (R £ IR Phone
Date(R 1) . ; Signature(£4,)

Attending Physician(}834 )
Reference Number of your Medical Recordif applicable)

PEREOES
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Request to Attending Physician
HYE~DHFEL
1. Please fill in this form so that the patient may claim the health insurance benefit.
ZOBERITBEEOBRERBOMBHORFBICHLETTOT, EAZBRVLET,
2 . This form should be completed and signed by the attending physician.
ZOFERTHRYENTAL, HOBLALTLESN,
Form C 3. One form for each month and one form for hospitalization/ outpatient (home visit) should be
¥ERxC filled out. & AE, AR - ABpftEICoE, OB 1 ERLETT,

Attending Dentist's Statement
A2 R NS B MRE
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEA FEM(EFEAR) ; . 51
2 . Date of first Diagnosis 3. Days of Diagnosis and Treatment
MZA . . PRAK days
Permanent tooth Primary tooth

N e,
REON | A

CEYTSNR)aRE) | O )

AR

(RIGHT)

Type of Treatment JAIRD 5
Dental Treatment Localization of Teeth Examined Date Fee

HEHAR TR ERAL MO.DA.| YR. TRRE

Linitial Office Visit  #)52%}

X —Ray Examination VY M URE

Dental Pulp Extirpation B

Operation 7

Extraction ki

Filling FiE

Inlay A 1 —

Metal Crown &R

Post Crown  #rth

Jacket Crown v 7 vbhd

Bridge Work Z7Vy¥

Plate Denture  HKRZH

Partial Denture /REEEH

Complete Denture #%

Treatment of Pyorrhea Alveolaris

I RRALE
Medicine %%

The Others ZDith

Total A

Name and Address of Attending Physician
HYEDLFIROER
Name  Last(i) First(4) Title(#55)
Address Home(H%) Phone(E&H)
Office (Ffr i IR Phone
Date(E f1) . . Signatu.re (B4)

Attending Physician(GE 34 [E)
Reference Number of your Medical Record(if applicable)

PREDOES
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Permanent tooth

Primary tooth

ol

G80668

(RIGHT)

(TS AR YR

AW

ERN]
H

F

FEHE

AL—

&R

Ak v

DX yhE

TYo¥

AR
SEEe
TREW

AR E

T

Z DAt

MRE
ERT

K4

BEAG




