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sa(CBID RIS

Agreement of Authorization

s ES s HS

K4 (Name of Patient)

4 FAH(Date of Birth)

Pl R

fEFf(Address)

hE—fZERIRBRAES IR

o (FEEEZRURE) & M- 2RERESOME X (I N —RREARESIETUEEEN. BIVEE
BHRFEMCHIER (BBRITRZTOLAR. B BERNT) ZHRI3ct. HSAORMFICLOT,
BEITRZITOILEICREZITV. SXE NSRRI IBEMORMIZRIIBLICATLET.

e, LEEHERRICHD, NAR—bOIE-NBEERDIZEICE, JNAR— M N —ERRRIBSITIRRI L
HBHETEELEY,

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.

ER-BENROBRERITTRAMTOTTEV, BE. ROZEE. FHEE (FAN
RVEDIZE)  MERREA (RANRERERADESS) EEHERA (K
ADETLTVSIEE) 1B #HEILTTREL,

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)
BEEZITEADKSA
(Name of Patient)
BARLOBER AN - HiEE - EEEHEA

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

RE. EdHE, EEEENSPIEDRIEECEREIRREZROSNIGE . FIEOSACHNESIR
ZECEIECCENDDFET
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.
COMRRIIMEERRPROIGAT ORRFAfEAENF T,
Agreement of Authorization
OB FIEHENSE, NDOBRALTTFEL,

Attending Dentist's Statement

EREZ2BRASHES
Name of Patient Date of Birth Sex O M .0 F
FBEE £#AH 451 B =3
Initial Office Visit Days of Services days
#:2H ZEREE
Tooth No. BT
Permanent Tooth KABE Milky Tooth ZLi&
#1 #2 #3 #4 #5 #6 #7 #8 | #9 #10 #11 #12 #13 #14 #15 #16 #A #B #C #D #E | #F #G #H #I #)
R87654321 12345678LREDCBAABCDE
8 7 6 5 4 3 2 1 1 2 3 4 5 6 7 8 E DCBA|ABTCDE
#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
ZREAS [E3Ea Bl ZERAT [E3ka Bl
1. Examination 2% Comp. 1 serf
2. X-ray L>brUaghf walyy 2 serf
Bite-wings ®®& X 3 serf
Periapical 8 Other(Material)
Panoramic /{3 X zoft
Models 2571E7)L 9. Inlay / Onlay
3. Medication [Oyes O no V=TI~
Eied 10.Amal. / Comp. Build-up
4. Prophylaxies / Scaling PGS b 1BEVY UL DT EEE
E3L < HEERRE Post & Cores117
Fluoride I EYDR 11.Crown Porcelain / Gold
5. Extraction  ikis i e -tby-&
6. Periodontal Scaling Silver Alloy
/ Root planing RE®
AT EAkRE - AREEEL Other(Material)
Gingival Curettage Zoft
SEEE 12.Bridge Work Abut
7. Pulp Cap i=f8E= 7" )yy* 3=t
Pulpotomy i=#ELIET- kAR
Root Canal Therapy Pontic
IRETGE 1 Canal &RE LA
2 Canal
3 Canal 13 Plate Denture
8. Filing Amal. 1 serfm BRES
FE 7L 2 serf 14, Other(Material)
3 serf Z0fth
Total Fee =Xl
Name EREMORS
Address of Dentist / Office PiTEih

Dentist

Office Nane ®RIEROZIR

Date Hf¢

Signature 2%




