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This form

is used for claiming the health

insurance benefit.

This form should be completed and signed by the attending physician.

Please fill in the description of service other than listed items.

12

1 11

One form for each month and one form for hospitalization/outpatient.

1

Name of Patient Date of Birth Sex [ (|
Date of Services
From to Total Visits
Tooth  Number
Permanent Tooth Milky Tooth
#LO#2 #3 H#4 #5 #6 H7 #8 | #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D HE | #F #G #H #l 4
8 7 6 5 4 3 2 1|1 2 3 4 5 6 7 8 E D C B A|A B C D E
L. R. L.
8 7 6 5 4 3 2 1|1 2 3 4 5 6 7 8 E D C B A|A B C D E
432 #31 #30 #29 #28 #27 #26 #25|#24 #23 #22 #21 #20 #19 #18 #17 4T #S #R#Q #P | #O EN #M  #L  #K
Services Tooth No. Fee Services Tooth No. Fee
Examination Filling Amal. surf.
. . surf.
X-ray Bite-wings X
surf
Periapical x Comp. surf.
Panoramic surf.
Models surf.
L Inlay / Onla
Medication [ yes [1no Y Y
Prophylaxies , Cleaning 10 Amal. / Comp. Build-up
Fluoride
. Post & Core
Root Planing Other(Material)
11 Crown
Gingival Curettage Porcelain / Gold
Silver Alloy
Perio-operation .
P Other(Material)
Extraction 12 Bridge Work
Other Operation Abutment(Material)
Pontic(Material)
Pulp Cap
Pulpotomy 13 Denture(Material)
Repair
Root Canal Therapy
canal .
14 Other (specify)
canal
canal Mical Certificate
Total Fee

Name and Address of Dentist

| Office

Date

Dentist’s Signature
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ABICEDIREE (IMRER)

Agreement of Authorization

HAGE, REWTHOMD R ABEWET, REMICOEE L. BAEMOMY T 250 RN
Ren—~<F - FHFETITR/ALEI N,

the

&
(BH4)

(LA

(A4HR) 4 H H

- Patient

(Name of patient)
(Address)

(Date of birth) Year Month Day

B I PROG Y @RI G

L (RBEZTI=H) ¥, B 1 PROG YHERBRBRMA DS
XIEB I PROG YRR ENEFE LI LN, IMNEBREREERICH 2 FFE (OF
BATAEATo T IR, BT, MBNE) iR T 5700, HEEHORMIEICL - T, ik
TR ZEATSTEHITREIZITV, YEE PO RS T 2B RORBMEEZ T L2 LICFAEL
£7

To: BIPROGY Health Insurance Society

I (patient who has received treatment) authorize BIPROGY 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.

p. 1/p.2



B4 - FHHIH
Signature

B4 - RN, BREZTTEAANDBIToTREN, 2B, ROGEIF, BEE RABRBEDOEE) .
AR RN (RADB AR RANDEE) . IEEMRA (KADBELT LTWDEE) 884, MRILTTS
W,

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) Fll

(ERT)

(FEAH) F H H

(BHELORER) AN - BUEE - BEMBRA - ZTOM [ )

X ARREFOADIIRITES B D 1HMTT,

(Signature)

(Address)

(Fill-in Date) Year Month Day

(Relation to the insured) : Self - Guardian - Heir - Other [ )

2% This agreement of authorization expires one year after the signed date.

k. ERHIN, B O FTE DRIEESLEMER R EL RO NG E . FrEdEHR
(CHEFEHZGTHRES 280DV £,

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.

p. 2/ p.2



