（別 紙） 
 
調査に関わる同意書 
Agreement of Authorization 
 
[bookmark: _GoBack]・治療開始日    　　  年　　  月 　　 日 
・Starting date of medication   Year  　　   Month 　　　  Day　  　　　
 
・患者 
  （患者名）                      
 （住所）                               
（生年月日） 　   年 　　 月 　　 日 
 
・Patient 
 （Name of patient）                      
 （Address）                               
（Date of birth）  Year  　   Month 　　　  Day   
 
 
公立学校共済組合神奈川支部御中
私（療養を受けた者）、      　　  　　　　  は、公立学校共済組合神奈川支部の職員又は公立学校共済組合が委託した事業者が、海外療養費申請書類にある事実（療養行為を行った日時、場所、療養内容）を確認するため、申請書類の提供等によって、療養行為を行った者に照会を行い、当該者から照会に対する情報の提供を受けることに同意します。 
また、上記確認にあたり、パスポートのコピーが必要となる場合には、パスポートを公立学校共済組合神奈川支部に提示することも併せて同意します。 
 
To: Japan Mutual Aid Association of Public School Teachers Branch Manager of Kanagawa 
I (patient who has received treatment) authorize Japan Mutual Aid Association of Public School Teachers Kanagawa Branch 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.  
 
 
 署名欄 
Signature 
 
 
署名は治療を受けた本人が行ってください。なお、次の場合は、親権者（本人が未成年の場合）、成年後見人（本人が成年被後見人の場合）、法定相続人（本人が死亡している場合）が署名してください。 
 
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. 
 
 
 
（署名）　　　　　　　   　　　　       
（住所）                                                                 
（日付）  　　  年 　　 月 　　 日 
 
（患者との関係）    ：本人 ・ 親権者 ・ 法定相続人 ・ その他〔   　　　   〕  
 
 
 
（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. 
 
 
 
なお、国や地域、医療機関から所定の同意書や委任状などを求められた場合、所定の書類に必要事項を記載頂くことがあります。 
 
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.    
 




[image: ]


	
	


	

	









[image: ]
























[image: ]







































[image: ]





























[image: ]


	


	











				
				
				
				
				
				
				
				
				
				
				
				
				
				
				
				
				
				
				






	



[image: ]




[image: ]


[image: ]


[image: ]




image4.jpeg
BB FER

1) HREBOARGEREOAR)

(1) EREONREERDOLIR,

L

(15 K =E





image5.jpeg
Request to Attending Physician

EHEAOSFIL

1. Please fill in this form so that the patient may claim the health insurance benefit.
COBRREREORRERROBAORECLETIOT, SAZHFENLET.

2 . This form should be completed and signed by the attending physician.
CORRIFBLENEAL, MOBRLTIEL,

Form C 3 . One form for each month and one form for hospitalization/ outpatient (home visit) should be
#HC filled out. &AM, FABE- ABRSMBCOE. CORN IMABETT.
Attending Dentist's Statement
w2 BERANS BHMES
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male - Female)
BEH Fis (EFRAH) 451
2. Date of first Diagnosis 3. Days of Diagnosis and Treatment
#z™ 2=k days
Permanent tooth Primary tooth
(Upper) E a a
o] o |5
= 3|2
(Lower) =8
Type of Treatment SAEEDFIFE
Dental Treatment Localization of Teeth Examined Date Fee
EREAER BEEEbAL MO. | DA. | YR. SERER
linitial Office Visit #5244
X -Ray Examination L>MURE
Dental Pulp Extirpation #%#i#
Operation  =Fl
Extraction ki
Filling Fet8
Inlay A>L—
Metal Crown EFEE
Post Crown  fik#55ss
Jacket Crown  Zvowhad
Bridge Work JUyz
Plate Denture BEREE
Partial Denture  [SEBEEE
Complete Denture  #855ik
Treatment of Pyorrhea Alveolaris
s EIRmLE
Medicine %%
The Others  ZOAth
Total &&t
Name and Address of Attending Physician
BUEOZHTRMERN
Name  Last(#%) First(4) Title(FR5)
Address Home(B%E) Phone( &)
Officc(JRPTEI(IELHAN) Phone
Date(Bf) Signature(B%)

Attending Physician(JBX4[E)
Reference Number of your Medical Record (if applicable)

PEROES
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0101
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0104
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0202

0203

0204

0205

0206

0207

0208

0209
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Table of International Classification of Diseases for the use of Social Insurance

Diseases of the blood and blood—forming
organs and certain disorders involving the

immune mechanism
mAERVEMROEBRLEVICREREDNEE

Anaemias

Al

Other diseases of blood and blood—forming organs and
certain disorders of the immune mechanism

ZOMONERVELRORBLVISRERBDOEE

Endocrine, nutritional and metabolic diseases

Mok, RERUVRBKSE

Disorders of thyroid gland

RRREE

Diabetes mellitus

Other diseases of endocrine, nutrition and metabolism

ZOMDATB, RERVRBES

Mental and behavioural dlsorders

BHRUCTHORE

Vascular dementia and Unspecified dementia

mEERVFARAOTER

Mental and behavioural disorders due to
psychoactive substance use

BHERNEERICLIBHRCTHORE

Schizophrenia, schizotypal and delusional
disorders

HELTE. MELAERRERUEBMERES

Mood [affective] disorders
[N RIEEE (B5OFEED)

Neurotic, stress—related and somatoform disorders

HEMEES, AN AEEEERVSRRBMEES

Mental retardation
SRREE (FFEH)

Other psychoses and disorders of action

ZOMOBEHRUTEOES

Diseases of the nervous system

HEROEKE

Parkinson's disease
=XYYL

Alzheimer's disease

FILINAT—IR"

Epilepsy
TADA

Cerebral palsy and other paralytic syndromes

i R B U2 DL D R MR 1R B

Disorders of autonomic nervous system

BE#RROESE
Others

ERAKAEDRERRIER

Certain infectious and parasitic diseases m
BLIER VB ERIE
Intestinal infectious diseases
[Pl Snd

0301
Tuberculosis
=

0302
Infections with a predominantly sexual mode
of transmission
FLLTHMERHRRLLDBLE

v
Viral infections characterized by skin and
mucous membrane lesions
RBRUMIEDHEEEHS IV ARR 0401
Viral hepatitis
D4R 0402
Other viral diseases
ZOHDOVIVRES 0403
Mycoses
EERE v
Sequelae of infectious and parasitic diseases
RSE R BT A SRE DI - B E 0501
Other infectious and parasitic diseases
DD BRAER UEHERE 0502
Neoplasms
yEY

0503
Malighant neoplasm of stomach
BORMEH LY
Malignant neoplasm of colon 0504
iR DB EY
Malignant neoplasm of rectosigmoid junction 0505
and rectum
ERSKEEBITHRUEROBESFEY

0506
Malignant neoplasm of liver and intrahepatic
bile ducts
FERUFNEEDQBESEY 0507
Malighant neoplasm of trachea, bronchus and
lung VI
%g REXRUHOEEFREY
Malignant neoplasm of breast 0601
IEOEMSEY
Malignant neoplasm of uterus 0602
FEOEEHEY
Malignant Lymphoma 0603
B/ \E
Leukaemia 0604
BInF
Other Malignant neoplasms 0605
T OO BT EY
Other benign neoplasms and other neoplasms 0606
RIEHENMRUZOMDHEY

ZOMOBEROES
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VI Diseases of the eye and adnexa X Diseases of the respiratory system
BERUMEROESR FRBFROKES

0701  Conjunctivitis 1001  Acute nas_opharyngitjs [common cold]
fEE 2 A REE L (MRS

0702 Cataract 1002 Acute pharyngitis and tonsillitis
=[] SHSEEERUSIERM L

0703  Disorders of refraction and accommodation 1003  Other acute upper respiratory infections
BIRRUBRHOEE FOMMORM ERERRLE

0704  Other diseases of the eye and adnexa 1004  Pneumonia
TOHMDRRUATEHFOEE fiti %¢

i Disease_s, of the ear and mastoid process 1005  Acute bronchitis and bronchiolitis
ERUIBEEDRE AMREIARVAERRER %

0801 Otitis externa 1006  Vasomotor and allergic rhinitis
NE % FLLF— B %

0802  Other disorders of extarnal ear 1007  Chronic sinusitis
ZTOMDONEERE BRI S X

0803  Otitis media 1008  Bronchitis, not specified as acute or chronic
FE% SEXIIEELATREINLEORER &

0804 Other diseases of middle ear and mastoid 1009  Chronic obstructive pulmonary diseases
2Ot DHERUVEEREDRS 1B RAE R R

0805 Disorders of vestibular function 1010  Asthma
AZI—IBA TS

0806  Other diseases of inner ear 1011 Other diseases of respiratory system
ZTOMDRERE ZOROFRB/ROEE

0807  Other disorders of ear X1 Diseases of the digestive system
TOtDERE HIEBRROES

X Diseases of the circulatory system 1101 Dental caries
RIRBROKS S¢h

0801 Hypertensive diseases . 1102  Gingivitis and periodontal diseases
BmEEOKES WRARRUERRS

0802 Ischaemic heart diseases 1103 Other disorders of teeth and supporting structures
RMtELRE ZOOERVEOXFEBOES

0903  Other forms of heart disease 1104  Gastric and duodenal ulcer
TOhDILERE BEBRU+ZiEEES

0904  Subarachnoid hemorrhage 1105  Gastritis and duodenitis
CHIET i BRRU+ ks

0905 Intracerebral hemorrhage 1106  Alcoholic liver disease
i PAY EH 1 FLa—)LIERHRE

0906 Occulusion of precerebral and Cerebral arteries 1107  Chronic hepatitis, not elsewhere classified
fbiiEzE BEFX(FLI—LEOLEDERL

0907  Gerebral arteriosclerosis 1108  Liver cirrhosis
T BAREE L (4E) FEZE (7 La—LEDLDER

0908  Other cerebrovascular diseases 1109 Other disorders of liver
ZOOKNERE ZTOMDFES

0909  Atherosclerosis 1110  Cholelithiasis and_cholecystitis
BIARIEL (6F) BRERVEDS%

0910 Haemorrhoids 1111 Diseases of pancreas

0911  Hypotension 1112  Other diseases of digestive system
{E 0 [F 5E ZDMOHEIESHRROES

0912  Other disorders of circulatory system
ZOMhOBERBFRODKR
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X1

1201

1202

1203

X

1301

1302

1303

1304

1305

1306

1307

1308

1309

1310

XN

1401

1402

1403

1404

1405

1406

1407

1408

Diseases of the skin and subcutaneous tissue

ERERUETHBOKSR

Infections of the skin and subcutaneous
tissue

RERUVE RO BHEE

Dermatitis and eczema

RERVES

Others
ZOMOEBRRUE THREDES

Diseases of the musculoskeletal system and
connective tissue

FERRRUGEEEROKE

Inflammatory polyarthropathies
REESRUERHES

Arthrosis
BAHTE

Spondylopathies

EHIES (BREEZSD)

Intervertebral disc disorders

HRIREE

Cervicobrachial syndrome

FARRAE (2%

Low back pain and sciatica

BRERUEEMHER

Other dorsopathies
TOMRDOERES

Shoulder lesions

ROBE (&)

Disorders of bone density and structure

BORERUVHEDES

Other diseases of skeletal muscles and
connective tissues

ZODHERRRUEEEROKRS

Diseases of the genitourinary system

BRBUERROKE

Glomerular diseases

ARFERBERUEREEME RS

Renal failure

BRe

Urolithiasis

RIS E

Other diseases of urinary system

ZDHhORBEROKS

Hyperplasia of prostate
AT ARAE K (GE)

Other diseases of male genital organs

OB BIELEBERDEKE

Menopausal and postmenopausal disorders

AREERUVHAERDHES

Other disorders of breast and female
genital organs

ABRUZOMOTEEREROES

Xv Pregnancy, childbirth and the puerperium
Bk, SBRRUELL

1501 Preghancy with abortive outcome
o
lE

1502 Edema, proteinuria and hypertensive
disorders in pregnancy, childbirth and
the puerperium

R YR I R B

%1503 Single spontaneous delivery

HipBRAS R

1504  Others
ZOHDER, SR UEC L

XV Certain conditions originating in the perinatal
period

BEfIcRELI-FRE

1601  Disorders related to preghancy and fetal
growth
BIERUKERECHETIEE

1602  Others
FDMD A ERIHEL-RE

X VI Congenital Malformations, deformations and
chromosomal abnormalities

AXRH. ERRULBERY

1701 Congenital anomalies of heart

DO ERZFR

1702  Others
ZOMOEXRER, EWRUEEAREER

X VI Symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere classified
JER, BIERUREERRITR - REREMR iz
NEShLVED

1800 Symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere classified

fER, MIER VR BERKFT R - BRRERR TR
SESNLBNED

XX Injury, poisoning and certain other consequences
of external causes

Hi. PERUEOONEOHE

1901  Fracture
B

1902 Intracranial damage and internal organ damage

HEERBERUVABOEE

1903  Burns and corrosions

BERUER

1904  Poisoning
hE

1905  Others
EOMOBBERTEDMONEADFE

Important: No.1503 with asterisk is not covered by the
social Insurance.

1503% CXEMITRERBITERINTERA,
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Request to Attending Physician
BHEAOHFEL

1. Pleasc fill in this form so that the patient may claim the health insurance benefit.
COBRREBEORREROIGROFFBCHETIOT, AIAZSEOILET.

2 . This form should be completed and signed by the attending physician.
CORRNBIEEENZ AL MOBRUTIZEL,

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

filled out. FAE. FABE ARIMBICDE, CORRIN IMRETT.

Attending Physician's Statement
ZHRASTHAMEE

Form A
HRICA
1. Name of Patient(Last, First) Age(Date of birth) Sex (Male + Female)
BEH il (£FAR) . . TR

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. )

SR RMERARAERRA D EES

(No. )
3. Date of first Diagnosis
N2
4. Days of Diagnosis and Treatment
=k days
5. Type of Treatment
SRRODIR
O Hospitalization ~ From / / to / / ( days)
ABT B / / E / / ( =15i)]
0O Outpatient or Home Visit / / ¢ / /
AbEst % / . / i
6. Nature and Condition of Illness or Injury (in brief)
TEIROEE
7. Prescription, Operation and any other Treatments (in brief)
W75, FitizomonBEORIE
8. Was the (reatment required as a result of an accidental injury? ———————— O Yes O No

SBRREROSELLZEDTIN.
9. Itemized amounts paid to Hospital and / or Attending Physician : Fill in Form B
RS, EFIBYECHOREREOMR ARNBICLD
10. Name and Address of Attending Physician

BYEOZATRER
Name Last(¥4) First(#&) Title(FF5)
Address Home(BE) Phone(E55)
Office(JRBE /(S22 Phone
Date(HT) . . Signature(BH&)

Attending Physician(1BH[E)
Reference Number of your Medical Record (if applicable)

PEEOES
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Request to Attending Physician
IBHEADOHFEN

1 . Please fill in this form so that the patient may claim the health insurance benefit.
COFRRIBEDRRRIROIGMOFACLETIOT, ;EHAZHMLLET.

2 . This form should be completed and signed by the attending physician.
COBRHBHENTAL, MBRLTIZRL,

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

filled out. B, FARR - ARSNECOE, 20BN IMNRETT,

ltemized Receipt
8 UX B O F

Form B
B

(1) Fee for Initial Office Visit P 2 # s

(2) Fee for Follow-up Officc Visit B 2 s

(3) Fee for Home Visit * Z B S

(4) Fee for Hospital Visit A kR E B BS$

(5) Hospitalization A B S

(6) Consultation 2 = B S

(7) Operation F it &S

(8) Profcssional Nursing B ¥ &5 € &S

(9) X-Ray Examinations X #% ® &' BS

(0) Laboratory Tests* # % " B * Please fill in the content
$ of the Laboratory Tests.
$ *HEEREONEZRALT
$ Zau,
$

(1)) Medicines** E £ B **Please fill in the name and
$ the amount of the

prescription of an

$ individual medicine.
$ *RIFSUTAE R DFEDEIR
$ EREBALTULED,
$

(12) Surgical Dressing a Bl Bs

(13 Anesthetics i3 i g

(14) Operating room Charge F oM = & MBS

(15 The Others(Specify) oMb (FRY L)
$
$
$
$

(t§) Total a it s Unit is

SEEE

Important : Exclude the amount irrclevant to the treatment. i. ¢, payment for a luxurious room charge.
AR IERIERE ARCEEBARVEOEBROTIIZEV,
Name and Address of Attending Physician

B EOLRIRER
Name Last(¥f) First() Title(¥75)
Address Home(HE) Phone(E:E)
Office(JRBEEIzIFE2HFN) Phone
Date(B{) . . Signature(E&)

Attending Physician(#E24[E)
Reference Number of your Medical Record (if applicable)
PREROES





